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Chloromycetin* 


PARKE,  DAVIS  A COMPANY.  Detroit.  Michigan  48237 

Complete  information  for  usage 
available  to  physicians  upon  request. 
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(chloramphenicol) 


to  help  restore 

'' 

and  Stabilize  the  1 
intestinal  florae 


TABLETS  & GRANULES 


for  fever  blisters 
and  canker  sores 
of  herpetic  origin 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  .sores  of 
herpetic  origin.^’^’^>® 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 
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are  found  on  the  first  floor.  On  the  grounds 
is  the  imposing  Mormon  Battalion  Monument 
which  honors  the  company  of  500  infantry- 
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unsurpassed  in  history  in  our  war  with 
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When  the  stagnant  sinus 
must  be  drained... 


Transilbimination  of  the  sinuses  — diffuse  shadow  on  right  side  of  face  indicates  unilaterai  maxiiiary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 

VaVo  solution  for  infants 

VaYo  solution  for  children  and  adults 

V4°/o  pediatric  nasal  spray  for  children 

VjYo  solution  for  adults 

V2%  nasal  spray  for  adults 

V2V0  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 


To  the  Editor: 

Regarding  nursing  home  treatment  of  senile 
dementia,  present-day  nursing  homes  still  are 
rest  homes.  Although  providing  protection  and 
medical  supervision  for  the  elderly,  they  are  un- 
wittingly also  mausoleums  for  the  minds  of  the 
patients.  People  over  65  usually  do  not  want  to 
move  out  of  their  homes.  This  resistance  to  change 
increases  with  age.  When  their  disability  becomes 
sufficient  that  they  are  unable  to  maintain  them- 
selves independently,  they  are  forced  to  move. 

Nursing  homes  are  in  demand.  They  are  able 
to  help  with  age-old  problems  because  the  main- 
tenance costs  and  personnel  are  financed  largely 
by  public  welfare  funds.  The  disabled  oldster  does 
not  want  others  managing  his  affairs  and  may 
loudly  voice  his  objections.  However,  once  there, 
his  resistance  to  the  nursing  home  routine  is  con- 
siderably less  than  one  would  have  expected. 

Senile  dementia  is  not  directly  related  to  arteri- 
osclerosis and  atrophy  of  the  frontal  lobes.  The 
process  of  waning  initiative  and  narrowing  inter- 
ests cannot  be  found  at  autopsy.  No  treatment 
program  is  available  there  to  prevent,  reduce,  or 
retard  the  advance  of  dementia.  Nursing  home 
administrators  prefer  to  have  peace  and  tranquility 
in  their  buildings,  similar  to  that  of  a well-mani- 
cured graveyard.  Outbursts  of  disturbing  behavior 
are  suppressed  with  tranquilizers  by  the  well-inten- 


tioned physician.  An  atmosphere  of  monotony  is 
fostered.  Everything  is  done  for  them.  They  are 
discouraged  from  doing  anything  for  themselves. 
Helplessness  is  favored.  The  nursing  home  receives 
a higher  payment  for  the  more  helpless  patient. 
The  demented  stare  blankly,  showing  no  sign  of 
interest,  and  wait  for  eternity. 

Senile  psychotics  are  hard  to  deal  with.  They 
are  irritable,  suspicious,  and  quarrelsome.  Selfish 
interests  predominate.  They  are  fearful  and  avoid 
contact  with  others.  This  pattern  of  behavior  leads 
to  ever-increasing  aloneness.  Because  they  have 
these  traits  in  addition  to  chronic  illness,  treat- 
ment must  be  administered  by  a physician.  Unend- 
ing rest  for  a senile  patient  is  well  intentioned, 
not  therapeutic.  In  addition  to  custodial  care,  they 
need  affection,  recognition,  and  approval.  They 
should  have  a sense  of  dignity  and  a feeling  of 
worth  to  the  community. 

A feeling  of  independence  can  be  fostered  by 
encouraging  and  assisting  them  to  do  as  much  f ■ 
possible  for  themselves.  Some  will  be  able  to  work 
in  the  kitchen,  clean  the  rooms  and  halls;  others 
can  assist  in  the  upkeep  of  the  grounds  and  repair 
of  the  buildings.  They  should  receive  payment  for 
this.  They  need  a voice  in  formulating  rules  con- 
cerning meals,  visiting,  recreation,  and  other 
activities.  Hobbies  and  socials  must  be  promoted 
by  the  nursing  personnel.  Special  efforts  are 
needed  to  encourage  them  to  meet  and  visit  with 
one  another.  In  order  to  achieve  the  sense  that 
they  are  still  part  of  the  community,  they  should 
be  taken  to  sports  events,  plays,  concerts,  church 
and  other  activities.  The  strength  of  their  feeling 
that  they  are  a part  of  the  group,  their  family, 
and  of  the  community  would  be  the  indication  of 
the  degree  of  success  of  a regimen  treating  senile 
dementia. 

Theodore  R.  Lenz,  MD 

Pueblo,  Colo. 


Rocky  Mountain  Neurosurgical  Society 

The  recently  organized  Rocky  Mountain  Neurosurgical  Society  held  its  first  annual 
meeting  at  the  Broadmoor,  Colorado  Springs,  Colorado  on  August  28-30,  1966. 

Officers  selected  by  the  Society  were  Homer  G.  McClintock,  Denver,  president;  Charles 
W.  Elkins,  Tucson,  president-elect;  William  McKinney,  Fort  Worth,  vice-president; 
Thomas  K.  Craigmale,  Denver,  secretary;  John  G.  Griffin,  Denver,  treasurer;  and  Robert 
L.  Imler,  Tulsa,  historian. 

Qualified  neurosurgeons  and  physicians  in  allied  fields  are  eligible  for  membership. 
The  geographic  domain  of  the  Society  includes  Arizona,  Colorado,  Idaho,  Kansas,  Mon- 
tana, Nebraska,  Nevada,  New  Mexico,  North  Dakota,  Oklahoma,  South  Dakota,  Texas, 
Utah,  Wyoming  and  the  adjacent  Canadian  provinces  of  Alberta,  Manitoba,  and  Saskatche- 
wan. 

The  second  annual  meeting  will  be  held  at  the  Arizona  Inn,  Tucson,  Arizona  on  April 
30-May  2,  1967. 

Thomas  K.  Craigmile,  M.D. 

2045  Franklin  Street 

Denver,  Colorado  80205 
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All  your  patient  need  do  is  call 
Abbey  for  any  item  on  your 
verbal  or  written  authorization. 
Abbey  completely  processes 
all  MEDICARE  and  LOCAL 
AID  equipment  claims, 
including  hospital 
beds,  wheelchairs, 
traction  and  oxygen 
equipment,  crutches, 


,and  sells,  too 


walkers,  commodes,  lamps, 
whirlpools,  and  all  other 
authorized  items.  We  have  42 
years  of  experience  behind  us 
to  fit  the  equipment  to  the 
patient’s  precise 
needs.  Professional 
service  24  hours  a day 
every  day,  with  prompt 
delivery  by  trained 
technicians. 


COLORADO  SPRINGS 


350  Broadway 


333  No.  Circle  Drive 
Franchise  Holder 


ALBUQUERQUE 


137  San  Pedro  Drive  N.E. 
Franchise  Holder 


(DAYS) 


A complete  hospital  room  at  home  is  now  available  under 
MEDICARE  and  LOCAL  AID 
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SQUIBB  NOTES  ON  THERAPY 


CANDIDA 
ALBICANS : 

NECESSARY' 

EVIL? 


How  serious  is  monilial  infection? 

It  is  hard  to  prove;  but  when  host 
resistance  drops,  monilial  infection 
can  be  very  serious.  Consider  the 
problem  of  monilial  infection  gener- 
ally. Two  investigators  postulate  that 
secondary  thrush  of  the  bronchi 
caused  by  C.  albicans  may  pave  the 
way  for  bacterial  invasion  of  the 
lungs.2  Monilial  pyelonephrosis  in 
a young  child  presumably  was  re- 
lated to  a bloodstream  spread  of 
thrush  from  the  alimentary  tract.^ 
Thus,  the  physician  browsing  in 
the  literature  may  wonder  if  C.  albi- 
cans is  not  more  pathogenic  than  he 
had  thought.  In  fact,  Seelig'*  con- 


cluded, after  an  exhaustive  literature 
review,  that  this  organism,  only 
slightly  pathogenic  in  high  concen- 
trations on  the  mucosa  of  the  normal 
subject,  increases  markedly  in  patho- 
genicity when  host  resistance  drops. 


Antibiotics  and  increased  candidiasis 
Almost  20  years  of  clinical  experience 
has  established  the  usefulness  of  the 
tetracyclines  beyond  question.  All 
“. . . possess  a wide  range  of  antimi- 
crobial activity  against  gram-positive 
and  gram-negative  bacteria,  which 
overlaps  that  of  penicillin,  strepto- 
mycin, and  chloramphenicol.”® 

But... monilial  superinfection  as- 


sociated with  tetracyclines  and  other 
broad-spectrum  antibiotics  persists. 
Indeed,  the  incidence  of  secondary 
candidal  fungal  infections  associated 
with  antibiotic  therapy  has  continued 
to  rise.  Analysis  of  autopsies  in  a 
general  hospital  from  1919  to  1955 
showed  an  increase  in  secondary 
fungal  infections  since  1947.®  More 
yeastlike  fungi  have  been  isolated 
from  pediatric  patients  during  the  , 

antibiotic  era.’^  In  fact,  although  some 
investigators  question  the  clinical  f 

significance  of  Candida  identification  ^ 
in  clinical  studies,  “. . . the  prepon-  j 
derance  of  evidence  indicates  that  the  ' 
use  of  antibiotics  is  associated  with 


Monilial  overgrowth  continues  to  complicate 
tetracycline  therapy . . . yet  the  usefulness  of 
this  broad-spectrum  antibiotic  is  beyond  question. 

“The  tetracyclines  are  firmly 
established  as  very  valuable  agents 
in  the  therapy  of  a variety  of 
infectious  diseases.”  ^ 


an  increased  incidence  of  candidi- 
asis  Moreover,  certain  anti- 

biotics in  particular  — among  them 
the  tetracyclines  — have  been  impli- 
cated in  a variety  of  superinfections.® 

Benefits  vs.  risks 

The  tetracyclines  are  obviously  far 
too  valuable  to  be  disregarded  — in 
spite  of  fungal  risks.  But:  the  risk 
of  secondary  monilial  infection  can 
be  greatly  minimized  in  the  tetracy- 
cline therapy  program.  The  prophy- 
lactic use  of  an  antifungal  agent 
along  with  an  antibiotic,  long  con- 
sidered logical,^  has  been  shown 
by  clinical  experience  to  exert  pro- 
tective eflFect  against  candidal  super- 
infection. 

Superior  protection  from  monilial 
superinfection  as  demonstrated  in 
the  laboratory 

In  particular,  Mysteclin-F,  a com- 
bination of  tetracycline  with  ampho- 
tericin B,  an  antimonilial  that  is 
significantly  more  potent  in  vitro 
against  C.  albicans  and  other  Candida 
species  than  is  nystatin,^®  is  valuable 
in  preventing  monilial  overgrowth. 
Amphotericin  B has  shown  a high 
degree  of  activity  in  vitro  against 
Candida  species  found  in  the  intesti- 
nal tract.  Moreover,  it  undergoes 
virtually  no  absorption  from  the  gut, 
thus  avoiding  risk  of  systemic  side 
effects. 

Certain  patients  are  particularly 
susceptible  to  monihal  complications. 
They  are:  infants,  the  aged,  the  de- 


bilitated, diabetics,  women  (particu- 
larly during  pregnancy),  and  patients 
receiving  prolonged  or  high-dosage 
antibiotic  therapy  or  corticosteroid 
hormones.  But,  since  it  is  impos- 
sible to  predict  infallibly  which  pa- 
tients will  develop  monilial  compli- 
cations, Mysteclin-F  is  a logical 
choice  whenever  tetracycline  therapy 
is  indicated. 

Is  Candida  albicans  a necessary 
evil?  Hardly,  with  Mysteclin-E 
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Available  as:  Capsules  in  two  potencies:  the 
equivalent  of  250  mg.  tetracycline  hydrochloride 
with  50  mg.  amphotericin  B,  and  the  equivalent 
of  125  mg.  tetracycline  hydrochloride  with  25  mg. 
amphotericin  B,  both  buffered  with  potassium 
metaphosphate;  Syrup  (125  mg.  tetracycline 
[hydrochloride  equiv.]  buffered  with  potassium 
metaphosphate,  and  25  mg.  amphotericin  B per 
5 cc.);  Pediatric  Drops  (100  mg.  tetracycline 
[hydrochloride  equiv.]  buffered  with  potassium 
metaphosphate,  and  20  mg.  amphotericin  B 
per  cc.). 

Contraindications:  Hypersensitivity  to  either 
component. 

Warning:  If  renal  impairment  exists,  lower-than- 
usual  doses  are  indicated  to  avoid  systemic  ac- 
cumulation and  possible  liver  toxicity;  on  prolonged 
use,  tetracycline  serum  level  determinations  may 
be  advisable. 


Photodynamic  reactions,  although  rare  with  tetra- 
cycline, may  occur.  Advise  photosensitive  patients 
to  avoid  direct  sunlight. 

Precautions:  Watch  for  signs  of  secondary  infectio* 
due  to  nonsusceptible  organisms;  discontinue  drug 
or  institute  appropriate  therapy  if  they  occur.  Use 
of  tetracycline,  particularly  long-term  use.  during 
pre-  and  post-natal  tooth  development  may  cause 
discoloration  of  teeth. 

During  long-term  therapy,  perform  periodic  renal, 
hepatic  and  hematopoietic  function  studies.  In- 
creased intracranial  pressure  with  bulging  fontanels 
has  been  observed  rarely  in  infants  talung  therapeu- 
tic doses  of  tetracycline. 

Side  Effects:  Nausea,  vomiting,  and  diarrhea. 

For  full  information,  see  Package  Insert. 


Mystecliil-F 

Squibb  Tetracycline- 
Amphotericin  B 
(Fungizone®)  with 
Potassium  Metaphosphate 

broad-  spectrum 
effectiveness 
with  superior 
antifungal 
protection 

‘The  Priceless  Ingaie^icttt’ 
of  every  product  is  die 
honor  and  integrity 
00ZS6  of  its  maker. 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  ^ 


^A,  ■ 
'A^/J 


Beta-Hem^ 

Streptococci 


V-Cillin  K® provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


MIC  (meg. /ml.) 

MIC  (meg. /ml.) 

MIC 

imcg./ml.) 

Antibiotic 

Medion 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxocillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nofcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finlond,  M.:  New  Englond  J.  Med. ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


AdaD*''d  from  Griffith,  R.  S.,  and  Black,  H.  R.;  Current  Ther.  Res.,  6 253,  1964. 


V'Cillin  K I 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin*  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 
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those  who  have  previously  demonstrated  sensitivity  to  penicillin 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued.j 
Adverse  Reactions:  Although  serious  allergic  reactions  ore  nli 
less  common  with  administration  of  oral  penicillin  than  with  intram^ 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness, 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicilli 
administered,  measures  for  treating  anaphylaxis  should  be  rea 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs 
relief  of  immediate  allergic  manifestations  as  well  as  antihista 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  o 
growth  of  antibiotic-resistant  organisms;  in  such  a case,  antibioti 
ministration  should  be  stopped  and  appropriate  measures  taken. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-0 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  un 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  F 
fonts,  the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  di 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  t 
remia  may  be  treated  with  200,0(X)  to  400,000  units  three  times  a 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevenl 
velopment  of  rheumatic  fever  and/or  other  serious  complications, 
age  for  routine  streptococcus  prophylaxis  in  patients  with  a histoi 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  o 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  e> 
tion,  or  other  minor  surgery,  the  prophylactic  dose  should  be  50( 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of 
gery,  parenteral  therapy  should  be  considered.  Mild  to  moder 
severe  pneumococcus  pneumonia  has  been  treated  effectively 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  pn 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hou 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  boun 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  sy| 
should  have  a dark-field  examination  before  receiving  penicillin 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied;  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units 
bottles  of  50  and  100;  250  mg.  (400,000  units),  and  500  mg.  (8(X] 
units)  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units) 

5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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To  “catch”  your  patient’s  cold 
so  others  won’t... 


the  speckled  tablet  with 
a core  of  difference 


SUSTAINED-ACTION 


Naldecon 


Outer 

layer  Core 

(immediate  (sustained 

Each  tablet  contains:  action)  action) 

phenylpropanolamine  HCI  20  mg  20  mg 
phenylephrine  HCI  5 mg  5 mg 

phenyltoloxamine  citrate  7.5  mg  7.5  mg 

chlorpheniramine  maleate  2.5  mg  2.5  mg 

Each  teaspoonful  (5  ml)  of  syrup  contains  the 
equivalent  of  one-half  tablet 


For  rapid  and  sustained  symptomatic  relief  of  colds  and  minor  upper  respiratory  infections. 

Prescribing  Information:  For  complete  information  consult  Official  Package  Circular.  Effectiveness:  Clinical  experience  has 
shown  this  formulation  to  be  effective  in  relieving  the  symptoms  of  nasal  congestion  associated  with  pollen  allergy  or 
minor  upper  respiratory  infections  (common  cold,  nasopharyngitis,  acute  and  chronic  sinusitis).  Precautions:  Do  not  drive 
or  operate  machinery  while  taking  Naldecon.  Exceed  dose  or  give  to  children  under  6 years  old  only  on  advice  of  physi- 
cian. Contraindications:  Severe  hypertension,  hyperthyroidism,  serious  organic  heart  disease  or  severe  diabetes  mellitus. 
Usual  Dose:  Adults:  One  tablet  morning,  midafternoon  and  evening.  Naldecon  tablets  are  scored  and  may  be  broken  for 
fractional  dosage,  without  loss  of  sustained-action  effect.  Supplied:  Bottles  of  50  and  500  tablets.  Syrup,  1 pt.  bottle. 

Bristol  Laboratories 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 


not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus^”^^  and  an  acceleration 
of  endometrial  changes.i-3''7-i^  with 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problem.s  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule;  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications;  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE;  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrua!  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans.  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen.  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception.  Palo 
Alto.  Calif.,  July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  0.  0.:  Ibid.  6.  Rice-Wray,  E.. 
Goidzieher.  J.  W.,  and  Aranda-Rosell.  A.:  Fertil  StenI 
14:402  (Jul.-Aug.)  1963.  7.  Goidzieher,  J.  W.,  Moses. 
L.  E..  and  Ellis,  L.  T.;  JAMA  180:359  (May  5)  1962. 
8.  Kempers.  R.  0.:  GP  29:88  (Jan.)  1964.  9.  Tyler.  E.T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W..  Mar- 
tinez-Manautou.J.,  and  Maqueo-Topete.  M . : Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  11-  Flowers,  C.  E.,  Jr.;  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher.  J. 
W.:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  M.  Flowers.  C.  E..  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt.  R.  I.:  AppI  Ther 
6:427  (May)  1964.  16.  Newland,  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif..  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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How  long  will  it  take  him 
to  recover  from  the  flu 
if  he  just  doesn’t  care? 


Does  he  really  care? 
he  alert,  encouraged, 
)sitiye  and  optimistic 
)out  getting  out  of  bed 
id  back  to  work  soon? 
Or  is  he  giving  in  to 
e depressing  impact 
confinement? 

When  functional  fatigue 
mplicates  convalescence, 
ertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic' 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  B(j),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,t  100  mg.; 
inositol,t  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 
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New 

low-cost  tetracycline/ antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 

2.  nonpregnant  women  with  a history  of  recent 

7.  diabetic  patients  or  recurrent  monilial  vaginitis  3.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetracycline  or  cortico- 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  in- 
formation consult  Official  Package  Circular.  Indications:  i 
Infections  of  respiratory,  gastrointestinal  and  genitourinary  * 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications;  The  drug  is  con- ■ 
traindicated  in  patients  hypersensitive  to  its  components. 
learnings:  Photodynamic  reactions  have  been  produced  by  ' 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses- 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood).  Precautior^: 
Bacterial  superinfection  may  occur.  Infants  may  develop 
increased  intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  shoiild  be 
conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis,  and  allergic  reactions 
may  occur.  Usual  Adult  Dosage;  1 capsule  q.i.d.  Continue 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infec 
tions.  Administer  one  hour  before  or  2 hours  after  meals. 
Supply;  Capsules,  bottles  of  16.  Each  capsule  contains  tet 
racycline  phosphate  complex  equivalent  to  250  mg,  tetra 
cycline  HCl  activity  and  250,000  units  of  nystatin. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


Tetrex-F 


Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  unitsi 

Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products.  | 


Blood-glucose 
screening  for  ^ 
your  patients? 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix®  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
. . . meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


Marks,  V..  and  Dawson,  A.: 
Brit.  M.  J.  7:293, 1965. 


DEXTROSTIX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions'!' 


dextrostix  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


Yes— ^ your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


AIVIE 
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Wow,  now,  Mrs.  Forsythe,  we^ve  never  lost  a cold  patient  yet. 


When  she’s  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the  patient  becomes  distressed 
^bout  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

i^ovahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
logic mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
and  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention, 
taution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
thloride,  25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

.>4^^  PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 

For  relief  of  nasal  congestion. 


osone®  provides  more  antibacterial  activity 
lan  any  other  oral  erythromycin 


id  stable,  better  absorbed . . . Ilosone 
tduces  faster,  higher,  more  prolonged 
od  levels,  even  in  the  presence  of  food^^ 

2ause  it  is  the  most  active  form  of  oral 
thromycin,  Ilosone  can  help  assure 
isistently  greater  antibacterial  activity 
he  site  of  infection.  Ilosone  produces 
ik  antibacterial  blood  levels  two  to  four 
les  those  of  other  erythromycin 
parations.^’^  Not  only  are  these  levels 
ained  earlier,  but  they  are  maintained 
much  longer  periods.  Even  the 
sence  of  food  does  not  seem  to  affect 
activity  of  Ilosone. 

;he  treatment  of  patients  with  bacterial 
ections  susceptible  to  erythromycin, 
3one  has  compiled  an  excellent 
rapeutic  record.  Since  it  exerts  its 
:atest  activity  against  gram-positive 
anisms,  it  is  particularly  useful  in 
imon  respiratory  and  soft-tissue 
ferial  infections.  Ilosone  kills— not 
rely  inhibits— streptococci, 
mmococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 

Ilosone 

Erythromycin  Estolate 


700121 


le  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis, 
f Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
j mococcus  pneumonia  and  in  acute  bronchitis  with  pneumococci 
I on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 

i responded  well  to  its  use. 

I]  The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
Ij  cus  infections.  Good  therapeutic  results  have  been  obtained  in 
I soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
I factions,  and  furunculosis. 

I In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:-  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

■ Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 

ii  eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 

j drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  wert 
characterized  by  increased  direct-reacting  bilirubin,  elevate 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephalii 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutamii 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  not 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  n« 
been  reported  in  other  patients  taking  prolonged  courses  of  thi 
medication.  Patients  with  chronic  infection  have  been  given  1 1( 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  am 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  o 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  ol 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaut 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  thes: 
patients’  families,  who  were  not  taking  the  drug,  had  episodt 
of  jaundice  during  the  study  period. 

'Transaminase  and  serum  alkaline  phosphatase  levels  weti 
determined  in  a group  of  fifty-four  adults  and  children  who  tool 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  o 
rheumatic  fever  prophylaxis.  The  results  were  compared  wit! 
those  of  a similar  group  of  forty-four  patients  who  received  pe* 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevatif 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  coure 
of  treatment  was  observed  in  one  patient  treated  with  Ilosoni 
and  in  two  patients  treated  with  penicillin.  Seven  other  patient 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicillii 
group  showed  elevations  in  one  of  the  tests  at  some  time  durini 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  ww 
reported  in  102  pediatric  patients  who  received  short-term  (tee 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infec 
tions.  Results  of  liver  function  tests  in  these  patients  were  cob 
parable  to  those  in  a similar  control  group  who  had  receive 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  flf 
fects  are  observed  in  a small  proportion  of  individuals  as  a resul 
of  a local  stimulating  effect  of  the  medication  on  the  aliments^ 
tract;  however,  the  normal  intestinal  gram-negative  bactena 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  u» 
of  erythromycin,  there  have  been  occasional  reports  of  urticaria 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  bod; 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours ; fo 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  houp 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  an. 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosag 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyci: 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosag^: 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifteer 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythro- 
mycin drugs  have  not  had  adequate  evaluation  in  all  stage^i 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  par 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  ar 
recommended.  In  the  treatment  of  gonorrhea,  patients  with : 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatio: 
before  receiving  antibiotics,  and  monthly  serologic  tests  shoul 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.E,  125  and  250  mg 
(equivalent  to  base) , in  bottles  of  24  and  100. 

'Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base)] 
in  bottles  of  50.  |, 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc.  ■ 
size  packages,  with  dropper  calibrated  at  25  and  50  mg.  | 

Ilosone,  125,  for  Oral  Suspension,  N.E,  125  mg.  (equivalen:  ^ 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages  1 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.,  19fe  ^ 

2.  Griffith,  R.  S..  and  Black,  H.  R. : Antibiotics  & Chemother..  22;3  9 8,  195:' 

3.  Hirsch.  H.  A..  Pryles,  C.  V..'and  Finland.  M.:  Am.  J.  M.  Sc..  2J9:198.  I960.'  1 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  i620S. 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSir  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitro^, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste— A fresh  mint  flavor  patients  con* 
tinue  to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TVi- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  • St.  Louis,  Missouri  63102 


ON  PUBLIC  RELATIONS 

In  scientific  medical  matters,  we  all  have  heard 
Our  time  honored  profession  is  considered  superb; 
But  there  is  one  phase  where  we  can  feel  no  elation 
And  that’s  in  the  field  of  public  relation. 

One  thing  that  has  caused  our  bright  image  to  dim 
Is  because  many  doctors  have  a psychopathic  whim 
That  results  in  the  practice,  strictly  third  rate. 

Of  habitually  making  busy  patients  wait. 

The  unbiased  observer  says  this  situation 
Is  badly  in  need  of  etiologic  evaluation 
Before  the  result  becomes  malignant  inflation 
Spread  beyond  the  stage  for  effective  ablation. 

Why,  oh  why,  should  patients  sit  and  wait 
And  add  to  organic  disease  an  acute  tension  state? 
There  is  no  legitimate  reason  for  such  gross  mal- 
feasance; 

Let  us  arrive  at  the  causes  and  abolish  the  reason. 

When  planning,  unusual  problems,  doctors  fail  to 
anticipate; 

Consequently,  they  arrive  at  the  office  too  late. 
Although  some  patients  the  inconvenience  tolerate; 
In  their  subconscious  minds,  starts  an  insidious 
hate. 

Office  girls,  when  appointments  on  the  book  they 
schedule, 

Have  forgotten  many  things  that  they  learned  in 
school; 

They  neglect  to  apply  a fundamental  rule; 

That  adequate  time  must  be  allowed  each  case. 

That  the  patients  must  be  ready  and  in  their  place 
So  the  kindly  physician  need  not  slow  his  pace. 

Another  feature  we  need  to  accentuate — 

The  doctor  must  know  how  to  terminate 
Each  office  visit  on  time  and  with  tact; 

Even  the  one  with  the  verbose  hypochondriac. 

Yes,  on  time  and  with  tact,  also  with  determination. 
Using  care  to  preserve  a good  doctor-patient  rela- 
tion. 

The  crucial  factor  we  are  reluctant  to  state 
Because  it  will  the  ego  of  many  doctors  deflate; 
Some,  rather  than  face  this  fact,  are  apt  to  debate 
Because,  cause  and  effect  their  minds  won’t  relate. 

The  most  rabid  hound  in  this  principality 
Is  the  lack  of  an  adequate  personality 
On  the  part  of  the  physician  with  the  pernicious 
trait 

Of  making  his  patients  come  and  needlessly  wait. 

Now  this  revelation  accurately  puts 
The  cause  of  our  trouble  right  at  the  grass  roots. 
Like  the  arsonist,  kleptomaniac,  and  pathologic  liar. 
He  resorts  to  asocial  behavior  to  fulfill  his  subcon- 
scious desire. 

Now  if  our  good  reputation  continues  to  grow 
We  must  use  other  ways  of  feeding  our  ego 
Than  scheduling  patients  on  our  daily  slate. 

Then  submitting  them  to  a detestable  wait. 

Paul  Dudley  Keller,  MD 
Salt  Lake  City,  Utah 
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The  full  V4  grain  of  phenobarb  in  the  fo 

takes  the  nervous  edge 
...helps  bring  out  the  b 


Phenaphen 

withCodsinB 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.)  194.0  mg. 

Hyoscyamine  sulfate ........0.031  mg. 

Codeine  phosphate .%  gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Oontraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid; 
3xcessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation,'] 
and  drowsiness  have  been  reported. 


AH 


H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix- 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 

a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology —long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH— values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones.- detects  ketone  bodies  in  urine -both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  ail  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips, 
are  supplied  with  each  bottle). 


Ames  Company,  inc.,  Elkhart, 
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It  works 


Utah  State  Medical  Association 
42  South  Fifth  East  Street 
Salt  Lake  City,  Utah  84102 

Gentlemen: 

As  Governor  of  the  State  of  Utah  it  gives  me  great 
pleasure  to  extend  congratulations  to  the  Utah  State 
Medical  Association  for  its  sponsorship  of  the  first  Utah 
issue  of  the  Rocky  Mountain  Medical  Journal. 

The  people  of  Utah  are  proud  of  the  part  Utah  plays 
in  the  advancement  of  medicine  in  the  Rocky  Mountain  region, 
and  in  fact  the  entire  country.  We  are  especially  proud  of 
our  College  of  Medicine  at  the  University  of  Utah  which 
prepares  doctors,  not  only  for  our  own  State,  but  also  for 
the  surrounding  area. 

This  pride  extends  also  to  the  nearly  1,000  members 
of  the  Medical  Association  who  are  in  private  practice  and 
who  devote  many  hours  of  their  time  in  working  to  make  Utal 
a better  and  healthier  place  in  which  to  live. 

I pay  tribute  to  the  doctors  of  Utah  for  their  past 
present  and  future  contributions  to  the  betterment  of  our 
great  state. 
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On  Drug 
T esting 


'n  August  30,  1966,  James  L.  Goddard, 
MD,  Commissioner  of  Food  and  Drugs,  issued 
in  the  Federal  Register  a statement  re-defin- 
ing consent  for  use  of  investigational  drugs 
in  human  beings.  Formerly,  the  law  (Federal 
Food,  Drug  and  Cosmetic 
Act,  Section  505  (i))  regu- 
lating use  of  investigational 
new  drugs  in  human  beings, 
required  investigators  to 
. . obtain  the  consent  of  such  human  be- 
ings or  their  representatives,  except  where 
they  deem  it  not  feasible  or,  in  their  profes- 
sional judgment,  contrary  to  the  best  interest 
of  such  human  beings.” 

Dr.  Goddard’s  amended  version  of  the 
section  quoted  raises  difficulties  in  defining: 
(1)  “not  feasible”  to  mean  only  situations 
where  the  investigator  cannot  communicate 
with  either  the  patient  (e.g.,  coma)  or  his 
representative;  (2)  “contrary  to  the  best  in- 
terest of  such  human  beings,”  to  mean  those 
situations  when  informing  the  patient,  to  the 
extent  required  under  the  new  definition  of 
consent,  would  “.  . . seriously  affect  the  pa- 
tient’s disease  status  and  . . . the  patient’s 
best  interests  would  suffer  if  consent  were 
sought”;  (3)  “consent”  or  “informed  consent” 
to  mean  (in  the  course  of  some  170  words) 
that  the  patient  knows  as  much  about  the 
drug  and  the  investigation  as  the  investigator. 
Consent  must  be  obtained  in  writing. 

The  major  threat  posed  by  this  edict  is 
that  of  making  impossible  adequately  con- 
trolled clinical  trials  of  investigational  drugs. 
The  threat  is  real  because:  (a)  ultimately, 
no  test  animal  can  replace  the  human  for 
validating  either  effectiveness  or  safety  of 
drugs  intended  for  use  in  humans;  (b)  proof 
of  efficacy  and  safety  requires  nullification  of 
bias  on  the  part  of  both  investigator  and 
patient.  Bias  is  most  effectively  abolished  by 
use  of  the  double-blind  experimental  design 
in  drug  testing — neither  investigator  nor  pa- 
tient may  know  whether  the  agent  admin- 
istered is: 

1.  Active  drug  or  placebo — the  simplest 
situation  for  determining  effectiveness  and 
safety. 


2.  Drug  A,  B,  C . . . Z of  a group  of  simi- 
lar, supposedly  active  drugs — the  situation  for 
comparing  effectiveness  and  safety. 

Consider  actual  operation  of  the  new  “in- 
formed consent”  requirement.  In  the  double- 
blind trial  situation  of  active  drug  compared 
with  placebo,  it  must  be  fully  explained  to 
the  patient  that  of  two  medicines  for  treat- 
ment one  is  definitely  of  no  value  and  is 
harmless,  while  the  other  may  be  of  value 
and  may  also  provoke  undesired  effects.  Will 
patients  accept  this  situation?  Even  if  attested 
by  signature,  will  there  be  commitment  deep 
enough  to  persevere  in  trial  to  the  production 
of  actual  evidence  regarding  efficacy  and 
safety? 

Whether  from  disease  or  drug,  there  will 
be  many,  many  instances  in  which  patients 
will  be  uncomfortable;  some  will  not  do  well 
and  some  will  die.  Always,  adequate  clinical 
trial  will  be  at  the  mercy  of  the  judgment 
of  the  patient  or  the  patient’s  representative. 
Despite  the  investigator’s  best  efforts  at 
informing,  this  judgment  will  at  best  be  preju- 
diced by  inadequate  medical  knowledge,  by 
the  illness  itself,  by  awareness  that  the  drug 
being  given  may  either  be  of  no  value  at  all, 
or,  if  active,  may  itself  cause  sickness. 

The  application  of  this  most  recent,  and 
perhaps  crippling,  restriction  to  the  conduct 
of  clinical  investigation  is  paradoxical,  in 
timing  at  least.  Now  that  concern  with  proof 
of  safety  of  drugs  for  use  in  humans  is  firmly 
established,  the  Food  and  Drug  Administra- 
tion has  turned  its  attention  to  the  other  side 
of  the  drug  coin,  namely:  efficacy.  Under  a 
cqntract  for  $834,000  from  the  Food  and  Drug 
Administration,  the  National  Academy  of 
Sciences,  through  its  National  Research  Coun- 
cil, Division  of  Medical  Sciences,  has  under- 
taken in  the  next  18  months  to  evaluate  the 
effectiveness  of  some  3,000  to  4,000  drugs 
introduced  in  the  years  1938-1962.  The  irony 
lies  in  the  fact  that  the  best,  most  reliable 
evidence  regarding  efficacy  is  derived  from 
double-blind  clinical  trials  of  the  very  kind 
Dr.  Goddard’s  dictum  of  last  August  makes 
virtually  obsolete. 

Paul  D.  Hoeprich,  MD 
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-HE  TOOLS  of  our  profession  are  becoming 
increasingly  more  refined  and  precise  and  it 
behooves  us  to  take  good  care  of  them.  The 
rusty  scalpel,  the  transducer  with  poor  fre- 
quency response,  the  leaky  burette — these  we 

reject  quickly  as  un- 


Slovenly Medical 
T erminology 


worthy  instruments. 
The  strange  fact  is, 
however,  that  we 
abuse  and  neglect 
our  most  important  tool  — language  — with 
astonishing  frequency. 


The  medical  literature  appalls  many  of 
us  because  of  its  staggering  volume,  but  this 
is  a matter  beyond  our  control.  Others  are 
dismayed  by  the  deadening  and  stereotyped 
pattern  of  its  style  (“In, recent  years  investi- 
gators have  become  increasingly  interested 
in  . . .”),  the  ubiquity  of  cherished  cliches, 
and  the  general  lack  of  style  and  precision. 


We  should  all  become  irate  when  the  pre- 
cision tool  is  used  imprecisely.  “Essential”  is 
so  ingrained  in  our  professional  jargon  that 
we  no  longer  blush  at  its  meaninglessness.  We 
play  anagrams  with  a large  number  of  igno- 
rance-hiding prefixes  and  suffixes,  spawning 
such  curious  entities  as  “pseudo-lupoid-like 
nephritis.”  Consider  also  the  common  practice 
of  making  verb-forms  of  eponyms,  producing 
such  monstrosities  as  “The  patient  Cheyne- 
Stoked”  or  “The  ECG  showed  the  patient  to 
be  Wenchebaching.”  Carrying  the  latter  ex- 
ample one  appalling  step  further,  the  cardi- 
ologist may  refer  to  retrograde  second-degree 
AV  block  as  “Bachewencking.” 

Even  more  often  we  simply  use  the  wrong 
word.  “The  patient  awakened  in  the  morning 
feeling  nauseous.”  (Only  his  wife  would  know 
for  sure.)  This  word  is  misused  so  often  that 
an  anonymous  poet  felt  compelled  to  write: 


Poor  pedantic  mossy  us — 

Our  gorges  rise  at  “nauseous.” 


Medical  students  and  house  officers  are 
allowed  to  mangle  the  English  language  with 
hardly  ever  a cry  of  protest  from  members  of 
our  “learned”  profession.  Surely  the  fault  is 
partly  ours.  The  tool  badly  needs  polishing. 


Alan  E.  Lindsay,  M.D. 
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Doctor  T raining  for 
The  Great  Society 


p TO  NOW  we  have  tended  to  be  comforted 
by  the  fancy  that,  amid  the  tumult  and  con- 
fusion of  these  storm-swept  times,  the  Ameri- 
can Medical  Association  has  usually  taken 
positions  noteworthy  for  reason  and  a com- 
mendable degree 
of  perceptiveness. 
Admittedly,  we 
have  been  a bit 
abashed  by  some 
of  the  recent  kooky  pictures  on  the  cover  of 
our  overshadowing  contemporary,  the  Jour- 
nal of  the  American  Medical  Association.  A 
case  in  point  was  the  colorful  concoction  de- 
picting an  artist’s  rendition  of  the  ocular 
fundus  after  partial  retinal  detachment.  This 
imaginative  opus  entitled  “Uncertain  Sunset” 
portrayed  two  lines  of  opthalmoscopes  set 
along  the  edge  of  tears  which  had  caused 
billowing  of  the  retina,  symbolizing  the  im- 
portance of  careful  observation  of  the  lesion, 
while  two  turtles  plodded  along  the  strip  of 
intact  retina  to  “mark  the  slow  road  to  re- 
covery.” (Cover  picture,  JAMA,  July  25, 
1966.) 


Such  slightly  frivolous  whimsy  seems 
more  suited  in  tone  to  certain  commercial 
brochures  and  throwaway  medical  journals 
than  to  the  dignity  we  expect  from  our 
national  scientific  journal.  From  beyond  the 
grave,  however,  the  ancient  Romans  remind 
us  that  questions  of  taste  offer  no  sound  basis 
for  argument,  so  we  have  no  right  to  be  too 
critical.  It  can  easily  be  imagined  that  the 
younger  members  of  the  Chicago  editorial 
staff  are  eager  for  a fling,  and  there  is  evi- 
dence that  youth  often  sees  more  in  con- 
temporary art  than  is  apparent  to  their  elders. 


What  really  shook  us  up,  AMA-wise,  to 
borrow  from  the  current  vernacular,  was  the 
recent  report  of  a committee  of  13  members 
chosen  by  the  AMA  to  assess  the  status  of 
medical  education  in  these  United  States,  and 
to  set  the  course  for  the  training  of  the  physi- 
cian of  tomorrow.  According  to  newspaper 
reports,  it  appears  that  the  AMA,  in  sanction- 
ing the  project  and  choosing  its  committee, 
decided  to  assign  this  task  mostly  to  persons 
outside  the  medical  profession.  Many  physi- 
cians will  consider  this  a naive  and  reckless 
decision.  After  all,  it  seems  scarcely  necessary 
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to  point  out  the  extreme  unlikelihood  that 
the  engineering  profession,  to  take  a random 
example,  would  call  in  a group  of  doctors 
to  tell  them  how  to  design  and  construct  a 
Verrazano  Bridge,  or  how  to  train  the  kind 
of  men  who  can  do  it. 

Having  started  with  such  an  impractical 
approach,  it  is  not  too  surprising  that  the 
commission’s  report  has  a quaint  Alice-in- 
Wonderland  quality.  Our  newspaper  says  the 
panel  recommends  that  the  general  practi- 
tioner is  to  be  replaced  in  the  future  by  a 
“primary  physician”  or  “medical  coordinator.” 
He  appears  to  be  conceived  as  something  of 
a combined  sociologist  and  public  health 
worker,  not  particularly  concerned  with  the 
“episodic  handling  of  acute  conditions.”  It 
sounds  as  if  each  citizen  is  to  be  provided 
with  a local  Ann  Landers,  available  at  all 
times  for  counseling,  but  obliged  to  call  the 
doctor  at  once  if  the  going  gets  tough.  Fur- 


thermore, we  are  told  that  the  committee 
recommends  abandonment  of  the  traditional 
internship.  “It  is  the  most  wasteful  year  of 
training,”  says  chairman  John  S.  Millis.  “It 
duplicates  the  first  year  of  residency  and  the 
last  year  of  medical  school.” 

One  wonders  whether  we  may  be  con- 
fronted here  by  a suitable  application  for  the 
jocular  aphorism  about  an  expert  being  any 
man  away  from  home.  We  know  a host  of 
medical  men  who  will  profoundly  disagree 
with  these  opinions  of  the  panel.  If  lifelong, 
incessant  involvement  in  the  problems  of 
medicine  and  medical  education  offers  a basis 
for  judgment  in  such  matters,  then  these 
physicians  are  at  least  as  fitted  to  have  a 
hand  in  planning  the  training  and  sphere  of 
the  future  doctor  as  are  the  members  of  the 
AMA-sponsored  non-medical  13-man  Com- 
mission. 

Richard  P.  Middleton,  M.D. 


National  Medicolegal  Symposium  to  Be  Held  in  Miami  Beach 

Miami  Beach  has  been  selected  as  the  site  for  the  1967  National  Medicolegal  Symposium 
jointly  sponsored  by  the  American  Medical  Association  and  the  American  Bar  Association. 

To  be  held  at  the  Fontainebleau  Hotel  March  9-11,  the  meeting  is  one  of  the  most  signifi- 
cant on  medicine  and  the  law  and  is  expected  to  be  attended  by  2,000  physicians  and  lawyers. 

The  national  forum  promotes  mutual  knowledge,  appreciation,  and  understanding  be- 
tween the  two  professions.  It  affords  an  opportunity  for  lawyers  and  doctors  to  discuss 
matters  of  common  interest  and  to  seek  solutions  for  interprofessional  differences. 

Outstanding  spokesmen  of  both  professions  will  present  stimulating  and  enlightening 
information  and  opinion  on  four  major  subject  areas  with  17  specific  topics.  Subject  areas 
are: 

— Roadblocks  in  interprofessional  communications. 

— The  physician  as  a client. 

— Legal  rights  of  the  mentally  ill. 

— Legal  therapy  for  health-care  problems. 

Among  the  topics  are  compulsory  court  attendance,  compensation  for  the  medical  wit- 
ness, medical  evidence  in  jury  trial,  “battered  child”  laws,  and  combatting  health-care 
frauds. 

The  meeting  will  start  at  1 p.m.  Thursday,  March  9,  and  will  conclude  at  noon  Satur- 
day, March  11. 

Registration  fee,  which  includes  a reception  and  a copy  of  the  proceedings,  is  $30.00. 

Advance  registration  and  additional  information  may  be  obtained  by  writing  Law 
Division,  American  Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois  60610. 
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Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  V^  No.  3 

Each  tablet  contains;  Codeine  Phosphate  gr.  Vi  (Warning— May  be  habit 
forming),  Phenacetin  gr.  2 Vi,  Aspirin  gr.  3 Vi,  Caffeine  gr.  Vi. 

Keeps  the  Promise  of  Pain  Relief 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Highlights  of  early  surgery  in  Utah* 


Richard  P.  Middleton,  MD,  Salt  Lake  City 


FOR  THOSE  who  have  time  and  interest 
for  a systematic  survey  of  the  rise  and  prog- 
ress of  surgical  practice  in  Utah  since  the 
first  settlement  in  1847,  I heartily  commend 
a highly  readable  volume  entitled  “Of  Medi- 
cine, Hospitals  and  Doctors.”  Gathering  the 
data  and  writing  the  book  was  for  many  years 
a major  hobby-project  of  the  late  Dr.  Ralph 
T.  Richards,  former  senior  surgeon  of  the  Salt 
Lake  Clinic,  well  remembered  by  most  of  you. 
He  worked  long  and  hard  at  it  and,  in  1953, 
published  by  far  the  best  compendium  of 
source  material  in  this  field.  It  is  well  worth 
a place  on  the  library  shelves  of  any  Utah 
physician.  I hope  that  by  generous  cribbing 
from  several  source  materials,  including  Dr. 
Richards’  book  and  a couple  of  autobiographic 
sketches,  I may  be  able  to  recapture  a bit  of 
the  atmosphere  of  early-day  Utah  surgery 
(and  incidently  of  medicine,  which  is  so  in- 
separably bound  with  it) . 

For  our  purposes,  the  surgical  history  of 
Utah  begins  with  a period  of  25  or  30  years 
which  might  be  called  the  pre-hospital  or 
even  pre-medical  period,  coinciding  by  chance 
with  the  life-span  of  Brigham  Young  in  Utah. 
This  era  was  marked  by  the  almost  total 
absence  of  well-trained  medical  men  in  the 
territory  of  Utah  and  by  the  relative  indiffer- 
ence or  even  mild  hostility  of  the  people 
toward  those  who  were  active  in  the  medical 
field.  Their  attitude  was  not  necessarily  un- 
intelligent in  view  of  the  meagerness  of  what 
most  so-called  doctors  then  had  to  offer. 

Brigham  Young  was  unquestionably  a 
master  organizer  and  a man  of  enormous 
drive  and  sagacity  in  temporal  affairs,  who 
resolutely  pushed  his  ever-increasing  stream 
of  immigrant  converts  away  from  Salt  Lake 

♦Adapted  from  a paper  delivered  before  the  Salt  Lake 
Surgical  Society. 


City  into  all  fertile  or  promising  valleys  in 
Utah  and  often  far  beyond.  According  to  Dr. 
Richards,  in  1871  there  were  about  18,000 
people  in  Salt  Lake  City,  but  the  number  in 
the  267  outlying  Mormon  settlements  had 
already  reached  the  astounding  total  of  70,000, 
or  practically  85  per  cent  of  the  territory’s 
population.  It  appears  that  at  this  time  there 
was  not  a single  graduate  of  a regular  or 
so-called  “allopathic”  medical  college  in  the 
entire  area.  There  were,  however,  several 
Botanical  or  Thompsonian  physicians,  one  of 
whom  was  Willard  Richards,  Ralph’s  grand- 
father, who  was  among  the  most  prominent 
of  the  early  Church  leaders.  Willard  Richards 
had  paid  $20  for  a diploma  that  attested  he 
was  entitled  to  be  called  Doctor  and  had  the 
right  to  “administer,  use  and  sell  the  medicine 
secured  by  Samuel  Thompson  by  Letters  Pat- 
ent from  the  President  of  the  United  States.” 
There  was  further  provision  that  the  “rights” 
were  good  for  one  year  only.  It  thus  appears 
that  the  current  vogue  of  requiring  all  of  us 
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Fig.  1.  First  Quarters  of  St.  Mark’s  Hospital,  a 
converted  Adobe  House  on  the  corner  of  Fourth 
South  and.  Fifth  East.  This  was  the  First  Hospital 
in  Utah,  and  also  the  First  in  the  Intermountain 
West. 
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laboriously  to  fill  out  a new  form  each  year 
for  renewal  of  staff  membership  has  long 
historic  precedent  in  Utah. 

The  guiding  principles  of  the  Thompsonian 
cult  were  said  to  be  “puke  ’em,  sweat  ’em, 
and  purge  ’em.”  This  limited  and  rigorous 
program  never  had  any  great  vogue  among 
the  pioneers.  They  turned  rather  to  faith  and 
the  scriptural  injunction  for  the  laying  on  of 
hands.  On  August  31,  1875,  Brigham  Young, 
in  a tabernacle  sermon,  discussed  the  care  of 
sick  children  in  these  words,  “Instead  of  call- 
ing for  a doctor  you  should  administer  to 
them  by  the  laying  on  of  hands  and  anointing 
with  oil,  and  give  them  mild  food  and  herbs 
and  medicine  you  understand.”  In  his  last 
years,  Brigham  Young  came  to  respect  the 
function  of  trained  physicians  in  treating  the 
sick.  He  employed  doctors  to  attend  members 
of  his  family  and  himself  and  provided  money 
for  the  medical  education  of  several  young 
people  in  Eastern  schools. 

Elderly  men  and  their  families  not  infre- 
quently ask  today  what  was  done  before  the 
advent  of  prostatic  surgery  for  urinary  reten- 
tion. Brigham  Young’s  case  is  of  interest  in 
this  respect,  since  his  last  surviving  son  told 
me  his  father  was  in  complete  retention  and 
required  catheterization  for  perhaps  the  last 
10  years  of  his  life.  He  died  in  1877,  before 
the  Listerian  era,  so  the  catheter  was  obvi- 
ously never  boiled.  Brigham  Young  died  of  a 
febrile  illness  with  abdominal  pain,  which 
some  have  suggested  was  acute  appendicitis. 
In  view  of  the  comparative  rarity  of  appendi- 
citis in  the  aged  and  the  inevitable  severe 
urosepsis  accompanying  prolonged  catheter 
life  in  the  pre-aseptic  era,  is  it  not  more  prob- 
able that  he  died  of  acute  pyelonephritis? 

The  small  demand  for  physicians  and  the 
short  period  of  training  required  to  qualify 
for  practice  in  the  very  early  days  of  Utah 
caused  some  doctors  to  regard  the  profession 
as  a hobby  or  sideline.  Dr.  Willard  Richards, 
apostle,  Thompsonian  physician  and  first  ed- 
itor of  the  Deseret  News,  wrote  as  follows  in 
the  Deseret  News  of  September  18,  1852: 

“Two  physicians  have  removed  to  one  of  our 
more  distant  settlements  and  gone  to  farming; 
three  more  have  taken  to  traveling  and  exploring 
the  country;  three  have  gone  to  California  to  dig 
gold,  or  some  other  purpose;  and  one  has  gone  to 


distilling;  and  we  are  beginning  to  get  some  alco- 
hol, which  is  desirable  for  gentlemen’s  shoe-black- 
ing, hatter’s  water-proofing,  chemical  analysis, 
washing  the  bodies  of  the  well  to  prevent  sickness 
and  the  sick  that  they  may  be  made  well,  when 
such  there  be.  Those  physicians  who  remain  have 
very  little  practice  and  will  soon  have  less  (we  i 
hope).”  ■ 

Scattered  through  the  territory  in  this 
early  period  were  a number  of  shrewd  and 
stalwart  characters  with  meager  training  and 
varying  degrees  of  aptitude  who  endeavored  ' 
to  treat  fractures  and  injuries,  leaving  child-  '• 
birth  to  the  midwives  and  the  care  of  the 
sick  largely  to  the  Relief  Society  sisters.  Some 
of  them  were  known  as  “natural-born  bone- 
settlers.”  One  of  these  early  practitioners. 
Dr.  Priddy  Meaks,  came  to  Utah  in  1847  and 
soon  moved  to  Southern  Utah,  where  he  prac- 


Fig.  2.  Original  Holy  Cross  Hospital,  located 

on  Fifth  East  Street. 


ticed  assiduously  for  the  last  37  years  of  his 
life.  He  left  a very  complete  journal  of  his 
activities,  which  has  been  published  by  the 
Utah  State  Historical  Society. 

When  my  father  began  to  practice  in 
Cedar  City,  in  1894,  he  found  in  Beaver  City 
a splendid  old  character  named  Dr.  John 
Ward  Christian,  who  was  a dignified  last 
vestige  of  this  era.  Being  a youth  of  intelli- 
gence and  vigor.  Dr.  Christian  had  qualified 
both  as  a doctor  and  as  a lawyer  before  mi- 
grating to  the  West.  He  had  been  called  up 
for  military  duty  in  his  native  state  at  the 
outbreak  of  the  Civil  War.  The  examining 
physician  heard  a cardiac  murmur  and  reject- 
ed him.  He  was  sufficiently  impressed  to 
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take  a little  digitalis  leaf  each  day  for  the 
rest  of  his  life.  Either  the  Civil  War  examiner 
was  a poor  clinician  or  the  digitalis  plant  has 
miraculous  leaves:  When  Dr.  Christian  finally 
died  he  was  within  five  months  of  being  100 
years  old! 

Early-day  surgery  of  the  modern  type 
grew  out  of  the  problems  of  general  practice 
— the  typhoid  patient  with  perforation  and 
peritonitis,  the  gunshot  wound,  the  periton- 
sillar abscess,  the  strangulated  hernia,  the 
youth  with  acute  appendicitis.  Beginning  soon 
after  1890,  the  more  studious  and  aggressive 
practitioners,  even  in  some  smaller  communi- 
ties of  Utah,  were  practicing  with  increasing 
respect  for  antiseptic  requirements,  a type  of 
surgery  which,  within  its  more  limited  range, 
was  a reasonable  facsimile  of  what  goes  on 
in  our  hospitals  today.  Most  of  these  early 
modern  Utah  surgeons  had  been  graduated 
from  3-year  medical  courses  and  had  gone 
into  practice  with  no  internship  but,  by  wide 
reading  of  medical  literature  and  prolonged 
visits  at  noted  surgical  centers,  those  of  them 
with  the  knack  and  the  determination  to  be- 
come surgeons  succeeded  very  well. 

To  recapture  the  flavor  of  the  life  of  the 
general  practitioner  who  lifted  himself  by 
his  own  bootstraps  to  become  the  surgeon  of 
Utah  in  the  period  before  and  after  the  turn 
of  the  century,  it  may  be  of  interest  to  quote 
from  written  reminiscences,  first  of  Dr.  Ezra 
C.  Rich,  pioneer  surgeon  of  Ogden  and  sec- 
ondly of  my  father.  Dr.  George  W.  Middleton. 
Dr.  Rich,  who  died  in  1948,  published  his 
memoirs  in  the  Rocky  Mountain  Medical 
Journal  of  January,  1953,  under  the  title 
“Early  Practice  of  Medicine  and  Surgery  in 
Ogden.” 

Dr.  Rich  was  a man  of  affable  personality 
and  excellent  endowments  who  began  to 
practice  in  June,  1894.  He  traveled  by  horse 
and  buggy  and  sometimes  when  the  roads 
were  very  muddy,  on  horseback.  He  remarks 
that  contagious  diseases  were  very  prevalent. 
“A  family  of  county  patients  by  the  name  of 
Osborn,  at  350  28th  Street,  had  diphtheria. 
Antitoxin  for  diphtheria  had  first  been  put 
on  the  market  in  1894,  and  I had  read  of  the 
beneficial  results  of  this  antitoxin  in  the 
AMA  Journal.  Commissioner  E.  W.  Wade,  in 
charge  of  the  county  sick,  was  contacted,  and 


he  readily  ordered  antitoxin  by  telegraph.  Tt 
was  not  obtainable  in  Denver  or  San  Fran- 
cisco, but  some  was  found  at  Mulford’s  in 
Chicago.  We  were  told  there  had  never  been 
any  in  this  territory.  It  came  by  express,  but 
by  the  time  it  arrived  here  one  Osborn  child 
had  died  and  another  was  sick  with  diph- 
theria. The  antitoxin  came  in  ounce  bottles, 
one  thousand  units  to  an  ounce.  One  ounce 
was  given  to  Thomas  S.  Osborn,  a child  of 
five,  September  7,  1895.  He  recovered  and  is 
now  living  in  Ogden.  This  was  the  first  anti- 
toxin given  in  the  Utah  territory  and  I believe 
the  first  given  in  the  West.  It  is  my  belief 
that  1,000  units  of  that  antitoxin  was  as  potent 
as  10,000  units  of  what  we  use  today.” 

In  1895,  Dr.  Rich  operated  twice  for  huge 
ovarian  cysts,  weighing  42  and  48  pounds 
respectively.  The  patients  recovered  and 
lived  to  a ripe  old  age.  He  remarks,  “It  must 
be  remembered  this  was  years  before  the 
days  of  rubber  gloves,  catgut  sutures  and 
autoclaves;  marine  sponges  were  used  entire- 
ly. Marine  sponges,  as  you  know,  are  vege- 
table tissues  and  cannot  be  boiled  and  must 
be  sterilized  with  antiseptics.  They  were 
splendid  to  operate  with,  but  difficult  to 
sterilize.  I selected  some  nice  flat  ones  of 
different  sizes,  washed  the  sand  out  with 
warm  water,  then  put  them  in  a jar  of  per- 
manganate of  potash  solution  for  48  hours, 
washed  them  again  in  warm  water,  and  then 
in  a jar  of  oxalic  acid  solution  to  take  out  the 
permanganate.  After  this,  they  were  put  in  a 
jar  of  5 per  cent  carbolic  acid  solution  till 
they  were  ready  to  use.  The  room  selected 
in  the  four-room  cottage  was  thoroughly 
cleaned  and  the  walls  wiped  off  with  bichlo- 
ride solution.  The  operating  table  was  a pair 
of  carpenter  trestles  with  boards  on  them  and 
blankets  on  the  boards  and  a boiled  sheet 
over  it  all.  The  sheets  used  to  drape  the 
patient  were  boiled  and  then  immersed  in 
bichloride  solution  and  put  on  the  patient 
while  still  wet.  The  abdomen  was  prepared 
the  day  before,  a wet  bichloride  dressing 
being  applied. 

“The  first  appendix  operation  in  Ogden 
was  done  by  Dr.  Perkins.  I did  the  second 
one  in  the  spring  of  1895.  The  man  is  still 
living.  These  early  cases  were  all  cases  of 
appendiceal  abscess. 
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Fig.  3.  Early  photograph  of  L.D.S.  Hospital 
(probably  1904).  Although  now  unrecognizable, 
this  building  still  exists  as  the  central  core  of 
the  present  vastly  expanded  institution. 

“In  1897,  a hospital  was  rented  by  a group 
of  six  Ogden  doctors  and  opened  its  doors  to 
all  practicing  physicians  in  the  city  and 
county.  The  terms  were  reasonable — $10.00  a 
week  for  ward  patients  and  $15.00  per  week 
for  private  rooms.  This  included  room,  board 
and  nursing  care. 

“In  1904  we  removed  the  first  prostate 
gland  done  in  Ogden.  The  patient  was  an  old 
man  with  almost  total  retention  of  urine, 
suffering  terribly.  The  operation  was  done  in 
a private  home  with  spinal  analgesia  (tropo- 
cocaine) . All  prostate  operations  at  that  time 
were  done  through  the  perineum. 

“Dr.  Osgood  and  I bought  the  first  x-ray 
machine  in  Ogden.  It  was  a static  machine 
which  occupied  a space  8 by  10  feet,  and  we 
sometimes  gave  ten-minute  exposures  for  a 
hip-joint  picture.  When  the  picture  was  fin- 
ished it  was  rarely  of  any  benefit. 


“The  first  blood  transfusion  done  in  Og- 
den, I did  at  the  Dee  Hospital,  February  9, 
1913,  to  Mr.  Samuel  Price  of  Malad,  Idaho. 
Mr.  Price,  while  working  in  a saw-mill  near 
Malad,  was  wounded  in  the  knee  with  a cir- 
cular saw.  This  wound  did  not  enter  the 
knee-joint,  but  became  infected  and  when  he 
came  to  Ogden,  the  wound  was  wide  open  and 
bleeding.  We  dressed  the  leg  wound  and  tried 
to  clear  up  the  infection,  but  it  continued  to 
bleed,  and  he  began  hemorrhaging  from  the 
nose,  gums,  kidneys,  and  even  from  the  in- 
testinal tract.  He  became  anemic  and  it  was 
easy  to  see  that  he  was  slowly  bleeding  to 
death.  I had  never  done  or  even  seen  a blood 
transfusion,  but  had  read  of  the  marvelous 
results  obtained  in  cases  of  hemorrhage.  One 
Sunday  morning  I went  to  the  hospital;  he 
had  been  bleeding  profusely  through  the 
night.  His  lips  were  white  and  his  ears  were 
so  pale  that  light  showed  freely  through 
them.  It  was  apparent  that  if  anything  was  to 
be  done  it  must  be  done  quickly.  This  was 
several  years  before  we  knew  anything  about 
typing  of  blood  and  therefore  no  thought  was 
given  to  compatibility.  He  had  a brother  who 
volunteered  to  be  donor.  We  had  no  instru- 
ments especially  made  for  blood  transfusions, 
so  we  took  some  small  glass  tubing  and  with 
a gas  flame  drew  it  out  to  a point,  filed  it  off 
and  connected  the  two  glass  tips  with  a short 
rubber  tubing.  This  was  all  paraffined  care- 
fully and  then  the  donor’s  radial  artery  was 
dissected  and  the  recipient’s  brachial  vein 
was  dissected.  One  of  the  glass  tips  was  placed 
in  the  donor’s  radial  artery  and  the  other  end 
in  the  vein  of  the  recipient.  The  ligature  was 
then  taken  off  the  artery  of  the  donor  and 
blood  flowed  freely  into  the  recipient.  While 
receiving  the  blood,  the  color  came  into  his 
lips  and  ears  and  it  was  apparent  that  he  was 
getting  great  benefit  from  the  blood.  We  had 
no  method  of  measuring  the  amount  taken, 
but  we  let  the  blood  flow  until  the  donor 
became  faint.  The  patient  did  not  have  any 
reaction  to  the  transfusion.  By  the  next  morn- 
ing the  bleeding  had  entirely  stopped  and  he 
was  like  a different  individual.  He  is  a well 
and  healthy  man  at  the  present  time.” 

My  own  father’s  unpublished  reminis- 
cences, written  mostly  after  his  retirement, 
give  an  interesting  picture  of  early-day  rural 
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: practice  in  Southern  Utah  (Cedar  City).  He 
started  the  same  year  as  Dr.  Rich,  1894,  and 
; transferred  his  activities  to  Salt  Lake  City  in 
1 1907.  Let-  us  begin  with  some  glimpses  of  a 
j medical  school  in  the  early  90’s: 

“Those  were  the  days  of  the  so-called 
resurrectionists  or,  in  less  florid  language,  the 
body-snatchers.  Dissecting  material  was  at 
a premium  and  not  infrequently  graves  were 
robbed  to  furnish  the  necessary  cadavers.  The 
colleges  said  nothing,  but  paid  the  price  and 
pickled  the  bodies  away  where  they  would 
not  be  likely  to  be  found.  On  one  occasion  at 
the  school  which  I attended,  but  previous  to 
my  time,  a group  of  eight  students  was  as- 
signed to  a dissecting  table.  When  they  were 
all  assembled  and  the  sheet  was  removed 
from  the  cadaver  one  of  the  boys  fell  over  in 
a faint.  Investigation  showed  that  the  body 
they  proposed  to  dissect  was  that  of  his  own 
sister,  which  had  been  stolen  from  her  recent- 
ly sealed  grave. 

“In  the  early  nineties  antiseptic  surgery 
was  still  debatable  and  aseptic  surgery  was 
just  being  born.  It  was  a common  thing  to 
see  the  surgeon  hold  the  scalpel  in  his  teeth 
between  acts,  and  take  hold  of  the  close- 
hanging skeleton  to  illustrate  some  point  of 
bone  anatomy.  Rubber  gloves  were  unknown 
and  street  clothes  were  still  worn  by  the  oper- 
ators. When  they  did  wear  big  aprons  to 
protect  their  clothing,  these  were  not  steril- 
ized. 

“Swift  surgery,  a hangover  from  the  pre- 
anesthesia days,  was  the  rule.  The  surgeon 
would  cut  like  greased  lightning  and  students 
stood  on  tiptoes  to  try  to  follow  the  consecu- 
tive steps  of  the  dramatic  performer.  He 
never  seemed  to  stop  to  stanch  the  bleeding 
until  he  got  through,  and  the  arteries  would 
spurt  to  the  ceiling.  A surgical  operation  in 
those  days  was  a gruesome  thing. 

“When  I received  my  license  to  practice, 
I took  a suite  of  three  rooms  for  an  office  in 
Cedar  City  and  hung  out  my  shingle.  I was 
the  first  physician  to  settle  down  regularly 
in  that  town  and  my  1,200  fellow  townspeople 
were  pessimistic  about  my  future  and  doubt- 
ful about  my  ability  to  earn  a living.  I began 
with  riding-horses  and  then  bought  a carriage 
for  the  long  tiresome  day-and-night  trips  over 


bumpy  roads  through  primitive  country.  As 
my  time  became  more  valuable,  I used  the 
telegraph  line  to  arrange  relays  of  fresh 
horses  at  intervals  of  about  10  or  12  miles. 
The  telegraph  operators  all  became  my 
friends  and  they  would  order  my  dinner  in 
a town  ahead  so  I would  not  have  to  lose  any 
time  on  the  frequent  tedious  trips.  From  the 
first  I practiced  surgery,  limiting  myself  to 
such  operations  as  came  within  the  domain 
of  my  knowledge.  Looking  backward  now 
more  than  40  years,  my  greatest  satisfaction 
is  the  fact  that  I seemed  to  know  instinctively 
my  limitations  and  did  not  undertake  things 
I could  not  carry  through  successfully. 

“Having  no  other  physicians  or  trained 
nurses  to  assist  me,  I taught  the  fundamentals 
of  asepsis  to  young  women  of  the  locality 
who  wished  employment.  Cultures  were  made 
from  their  sleeves  and  from  under  their 
fingernails  and  then  I demonstrated  with  the 
microscope  the  growths  obtained.  These  in- 
telligent young  people  soon  became  conscious 
of  the  fact  that  bacterial  life  abounds  every- 
where. I took  a good  level-headed  farmer  and 
taught  him  to  give  ether  and  chloroform.  It 
was  amazing  the  way  these  young  assistants 
took  to  the  work  and  the  splendid  help  they 
were  soon  able  to  render. 

“I  eventually  started  a small  hospital,  but 
I was  obliged  at  first  to  do  my  operating  in 
private  homes,  utilizing  domestic  furniture 
for  equipment.  The  table  on  which  my  patient 
was  placed  was  not  infrequently  the  dining 
table  of  the  family  and  the  cooking  utensils 
were  variously  employed  to  sterilize  instru- 
ments and  dressings.  Often  I had  to  stand  in 
the  way,  like  the  angel  with  the  flaming 
sword  before  the  Garden  of  Eden,  to  keep 
multitudes  of  lay  visitors  from  soiling  my 
sterile  linen  or  contaminating  my  instru- 
ments. As  many  people  as  could  pack  into  the 
room  would  crowd  in  and  the  windows  would 
be  darkened  by  the  heads  of  inquisitive  spec- 
tators. Not  infrequently  one  and  sometimes 
several  would  fall  in  a faint  while  the  opera- 
tion was  in  progress.  Often  I had  to  utilize 
my  spectators  as  assistants.  It  is  amazing  to 
me  now  to  remember  how  well  these  farm 
people  acquitted  themselves  at  tasks  that 
were  entirely  new  and  dramatic  to  them. 
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“Early  in  my  practice  I received  an  urgent 
distress  call  from  a town  20  miles  away, 
where  I found  a little  girl  of  6 who  had  got 
something  down  her  windpipe  that  was  caus- 
ing great  and  alarming  distress.  She  was 
black  in  the  face  and  it  was  evident  there 
was  no  time  to  lose.  I hastily  sterilized  my 
instruments  and  linen.  I was  obliged  to  coach 
two  farmers  who  had  never  seen  chloroform 
before  in  giving  the  anesthetic.  Another 
farmer  was  scrubbed  up  and  adorned  with 
a sterile  apron  to  hold  retractors  and  act  as 
assistant.  Just  as  I got  the  windpipe  laid  bare, 
the  child  ceased  to  breathe,  probably  from 
an  over-dose  of  chloroform.  I quickly  plunged 
the  scalpel  through  the  trachea  and  severed 
two  or  three  rings.  Then,  with  the  farmer- 
assistant  holding  the  edges  apart  with  artery 
forceps,  I proceeded  to  do  artificial  respira- 
tion and  revived  the  patient.  After  breathing 
was  re-established,  I put  a probe  down  the 
windpipe  and  located  a metallic  substance. 
With  the  aid  of  a long  slender  forceps,  a large 
hooded  eyelet  was  brought  up,  which  had 
been  part  of  the  fastening  apparatus  of  a 
man’s  shoe. 

“The  trachea  was  swollen  and  full  of  mu- 
cus. When  I allowed  its  edges  to  fall  together 
difficult  breathing  and  cyanosis  returned. 
Having  no  tracheotomy  tube,  I resorted  to 
the  expedient  of  fastening  a string  of  heavy 
Chinese  silk  to  each  edge  of  the  incised  wind- 
pipe, tying  them  together  around  the  back 
of  the  patient’s  neck.  This  kept  breathing 
normal.  After  the  edema  subsided,  I was  able 
to  remove  the  silk  cords  and  stitch  the  parts 
together.  She  made  a good  recovery  and  has 
been  relating  the  story  of  her  escape  for  35 
years.  There  was  no  extraordinary  skill  about 
this,  but  the  dramatic  element  appealed  so 
strongly  to  those  who  witnessed  it  and  as- 
sisted with  it  that  they  wrote  letters  to  their 
friends  in  every  direction,  heralding  my  name 
far  and  wide. 

“I  went  through  medical  college  without 
seeing  an  operation  for  appendicitis.  Reginald 
Fitz  of  Boston  had  startled  the  world  by  mak- 
ing the  statement  that  nearly  all  inflamma- 
tion in  the  right  lower  abdomen  was  really 
appendicitis  at  the  beginning,  but  the  pro- 
fession was  not  quick  to  act  upon  his  wise 
generalization  and  there  were  still  descrip- 


tions in  leading  textbooks  of  typhlitis,  para- 
typhlitis and  perityphlitis.  I saw  patients  suf- 
fering with  the  group  of  symptoms  which  we 
called  inflammation  or  obstruction  of  the 
bowel,  most  of  whom  went  on  to  a fatal  issue 
with  only  expectant  treatment.  One  young 
chap  who  came  under  my  care  went  through 
the  classic  syndrome  of  peritonitis  and  died. 
I begged  the  parents  to  let  me  do  a post- 
mortem and  they  consented.  The  abdomen 
was  full  of  pus  and  when  I examined  the 
appendix  it  showed  a perforation.  I began  to 
get  wise.  My  first  operation  for  appendicitis 
was  entirely  successful  and  after  this  patients 
with  appendicitis  were  mostly  saved  by  oper- 
ation except  the  ones  that  had  been  neglected 
so  long  they  already  had  peritonitis.” 

The  early  surgeons  in  Salt  Lake  City  had 
the  advantage  of  more  adequate  hospital 
facilities  than  their  colleagues  in  smaller 
communities.  The  history  of  early  surgery  in 
Salt  Lake  City  is  largely  implicit  in  the  story 
of  the  three  large  voluntary  or  church-sup- 
ported hospitals — St.  Mark’s,  Holy  Cross,  and 
L.D.S.  Hospital.  St.  Mark’s  is  the  oldest  of 
these,  having  been  founded  in  1872  in  a small 
rented  adobe  house  on  the  corner  of  4th  South 
and  5th  East.  It  was  the  first  hospital  in  Utah, 
as  well  as  in  the  Intermountain  West.  In  1876 
the  hospital  moved  one  block  north,  where 
a brick  building  was  purchased,  doubling  hos- 
pital capacity  to  12  beds.  The  hospital  was 
organized  chiefly  for  the  care  of  industrial 
casualties  from  the  mines  and  smelters  and 
one  of  the  main  problems  was  lead  poisoning. 
This  was  the  heyday  of  the  famous  Emma 
Mine  at  Alta,  where  the  soft  ore  containing 
a high  percentage  of  lead  was  mined  under 
very  dusty  conditions.  Dr.  John  F.  Hamilton 
was  the  first  and  only  staff  member  at  St. 
Mark’s  for  20  years.  He  was  graduated  before 
the  days  of  antiseptic  surgery  and  he  never 
accepted  the  teachings  of  Lister,  but  he  had 
an  honorable  career. 

In  1893,  St.  Mark’s  Hospital  was  moved  to 
its  present  location,  the  decision  having  been 
strongly  influenced  by  the  opinion  of  a noted 
Boston  chemist,  Mr.  Charles  T.  Jackson,  that 
analysis  of  the  waters  of  the  Warm  Springs 
in  North  Salt  Lake  showed  them  to  have 
valuable  therapeutic  properties.  Through  the 
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example  of  famous  European  spas,  balneo- 
therapy was  then  in  high  esteem,  one  of  its 
most  noted  exponents  being  Dr.  Simon 
I Baruch  of  New  York  City,  father  of  Bernard 
i Baruch,  the  financier. 

Dr.  Wayne  Babcock,  outstanding  surgeon 
of  Philadelphia,  was  one  of  the  first  interns 
in  the  new  St.  Mark’s  Hospital.  He  recalls 
i that  “instruments  were  boiled  and  bichloride 
I or  carbolic  solutions  used.  No  masks,  caps  or 
! gloves  were  worn,  but  an  apron  over  parts 
1 of  street  clothing.  I do  not  recall  the  presence 
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MAIN  ST.,  SAIT  LAKE  CITY. 

Fig.  4.  Breezy  quack  medical  ad  from  the  Salt 
Lake  City  Illustrated  Directory  of  1887.  It  says 
“Syphilis,  Gonorrhea,  Gleet,  Stricture,  and  all  old 
lingering  diseases  which  vitiate  the  blood  and 
impair  the  system,  thoroughly  and  permanently 
cured.  Will  forfeit  Five  Hundred  Dollars  for  any 
case  taken  under  his  treatment  which  he  fails  to 
cure.” 

of  a microscope  and  bacterial  stains  or  tissue 
examinations  were  not  in  use.  I also  served 
as  apothecary.  I think  I gave  chloroform,  the 
preferred  anesthetic,  about  50  times  during 
the  service  without  mortality,  although  I was 
frequently  frightened  by  the  patient’s  condi- 
tion.” 

Dr.  Hamilton  was  succeeded  as  medical 
director  of  St.  Mark’s  Hospital  by  Dr.  Frank 
S.  Bascom,  whose  tenure  lasted  from  1894 
until  his  death  in  1932.  He  was  a vigorous 
character  and  an  excellent  clinician.  His  ex- 
ecutive ability  brought  high  standards  to  the 
hospital,  attracting  a superior  staff.  He  insti- 
gated the  founding  of  the  nursing  school  at 
St.  Mark’s  in  1894,  the  first  hospital  nursing 
school  in  the  Intermountain  West.  He  helped 
found  the  Utah  State  Medical  Society  and 
was  its  first  president.  Other  prominent  early- 
day  surgeons  at  St.  Mark’s  were  John  F. 
Critchlow,  Union  Worthington,  Augustus  C. 
Behle,  and  T.  B.  Beatty.  Dr.  Beatty  gradually 


withdrew  from  private  practice  and  did  a 
tremendously  valuable  service  to  Utah  in 
organizing  and  administering  for  many  years 
the  State  Board  of  Health. 

Holy  Cross  Hospital  was  opened  in  an 
abandoned  barn  on  5th  East  in  1875,  “at  the 
earnest  request  of  the  miners  and  smelter 
workers  in  the  Intermountain  territory.” 
Sisters  M.  Holy  Cross  and  Bartholomew  were 
sent  to  undertake  the  work.  In  1882  they 
purchased  the  present  10-acre  hospital  site, 
then  distant  from  the  city.  By  1890,  the 
number  of  sisters  had  increased  to  15  and  the 
average  daily  census  of  patients  was  50.  In 
1901,  a training  school  for  nurses  was  in- 
augurated. 

The  first  surgeon  at  Holy  Cross  Hospital 
was  Dr.  Joseph  M.  Benedict,  who  received 
his  surgical  training  on  the  battlefields  of  the 
Civil  War.  Dr.  Benedict  was,  in  fact,  the  only 
surgeon  permitted  to  operate  at  Holy  Cross 
from  1875  to  1886.  He  was  easily  the  dean  of 
Utah  surgeons  during  this  period,  a bold  man 
who  undertook  such  formidable  procedures 
as  amputations  at  the  hip- joint  and  shoulder- 
girdle,  radical  breast  operations,  and  abdomi- 
nal section.  He  was  never  really  converted 
to  the  new  doctrines  of  Joseph  Lister,  how- 
ever, and  this  fact  led  to  a request  for  his 
resignation  in  1886.  Some  of  the  most  prom- 
inent surgeons  at  Holy  Cross  Hospital  after 
the  turn  of  the  century  were  Dr.  Harry  N. 
Niles,  Dr.  A.  J.  Hosmer  and  Dr.  E.  F.  Root. 
The  latter  two  are  well  remembered  by  some 
of  us  here.  Their  high  repute  was  well  de- 
served. 

The  L.D.S.  Hospital  came  much  later  than 
St.  Mark’s  and  Holy  Cross.  Its  construction 
was  begun  in  July,  1903,  and  the  building 
was  ready  for  use  early  in  1905.  Impetus  for 
its  construction  was  a bequest  of  about  $80,000 
worth  of  real  estate  by  Dr.  William  H.  Groves, 
a Mormon  convert  and  an  immigrant  dentist 
from  Nottingham,  England.  Dr.  Groves  died 
in  1895.  Dr.  Joseph  S.  Richards  attended  him 
in  his  final  illness  and  dissuaded  him  from 
his  aim  to  endow  a library  by  pointing  out 
the  greater  need  for  more  hospitals.  The 
Groves  will  stipulated  that  the  institution 
should  be  known  as  the  “Dr.  Wm.  H.  Groves 
Latter-day  Saints  Hospital”  and  that  Dr. 
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Joseph  S.  Richards  should  be  “medical  di- 
rector of  the  same  as  long  as  he  lives.”  The 
actual  cost  of  the  original  building  was  sev- 
eral times  the  amount  received  from  Dr. 
Groves’  estate.  The  first  patients  were 
charged  $1.50  per  day  for  ward  and  $2.25  for 
semi-private  accommodations. 

When  the  L.D.S.  Hospital  was  opened, 
most  of  Salt  Lake’s  leading  surgeons  were  on 
the  staffs  at  St.  Mark’s  and  the  Holy  Cross 
Hospitals.  A few  of  them  transferred  to  the 
L.D.S.  staff,  including  Dr.  Joseph  Richards 
and  Dr.  S.  H.  Pinkerton,  a highly  trained  and 
very  competent  surgeon.  Dr.  Richards  was 
soon  joined  by  his  son  Ralph,  and  other  new- 
comers quickly  built  up  the  staff  to  sizable 
proportions.  Prominent  early  names  on  the 
surgical  roster  were  Samuel  C.  Baldwin, 


pioneer  orthopedist,  the  partners  Allen  and 
Middleton,  and  Joseph  E.  Tyree.  They  were 
abetted  by  several  extremely  able  internists, 
including  Gill  Richards,  who  was  Ralph’s 
cousin,  William  R.  Tyndale,  and  Eliot  Snow’s 
father,  Clarence  Snow.  Dr.  Snow  pioneered 
blood  transfusions  at  the  hospital,  using  large 
paraffin-lined  vessels  known  as  Kimpton 
tubes. 

As  we  all  know,  the  contemporary  history 
of  all  three  of  these  historic  voluntary  hos- 
pitals is  one  of  rapid  growth  in  patient  capac- 
ity and  scientific  equipment.  May  we  also  be 
capable  of  continuing  the  great  tradition  of 
steady  progress  in  the  art  of  surgery,  set  by 
our  predecessors — the  pioneer  surgeons  of 
Utah!  • 


Plastic  and  reconstructive 
surgery  in  a state  prison* 


SOCIETY  TRIES,  judges,  and  commits  many 
men  and  women  to  state  prisons  annually. 
In  some  instances  the  individual  involved  is 
forgotten  by  society  at  large  for  one  to  twenty 
years,  depending  on  the  term  of  punishment. 
None  of  these  individuals  is  forgotten  by  the 
prison  warden,  the  parole  officers,  commis- 
sioners, the  prison  doctor  and  his  staff,  or 
least  of  all,  by  the  individual  himself  and  by 
his  or  her  family.  Committed  and  uncommit- 
ted members  of  society  frequently  have  emo- 
tional and  physical  problems,  and  often  these 
problems  are  related.  Those  of  us,  at  large  in 
society,  are  at  liberty  to  seek  aid  for  our 
ills,  but  often  the  captive  does  not  have  this 
choice. 

In  1959  we  sought  and  gained  the  coopera- 
tion of  our  hospital,  the  Utah  State  Prison 
warden,  commissioners  and  prison  doctor  and 
his  staff  in  extending  our  plastic  surgery 
training  program  to  the  prison.  This  was 
designed  to  be  a service,  when  indicated,  to 

*Department  of  Plastic  and  Reconstructive  Surgery, 
Latter-day  Saints  Hospital  and  Utah  State  Prison  Hospital, 
Salt  Lake  City,  Utah. 


Jose  Garcia  Velasco,  MD,  R.  M.  Woolf,  MD,  and 
T.  R.  Broadbent,  MD,  Salt  Lake  City 

the  inmate  at  his  or  her  request  and  simul- 
taneously served  to  augment  our  Latter-day 
Saints  Hospital  based  training  program.  The 
willing  cooperation  of  all  persons  involved 
has  made  the  program  a success  in  all  re- 
spects, and  essentially  without  cost  to  persons 
or  institutions. 

During  the  years  involved,  681  operations 
have  been  performed.  Accurate  records  have 
been  kept  during  the  past  five  years  (1961- 
1966) , during  which  487  operations  were  done 
under  local  anesthesia,  of  the  following  varie- 


ties: 

Rhinoplasties  158 

Scar  Revision  94 

Submucous  Resection  55 

Blepharoplasty  42 

Rhytidectomy  36 

Otoplasty  31 

Miscellaneous  25 

Hand  Procedures  16 

Frontal  Rhytidectomy  13 

Face  Sanding 8 

Chin  Implants 5 

Excision  Tumor  Skin 4 

TOTAL  487 
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In  numerous  instances  the  inmate  attrib- 
uted some,  and  often  much,  of  his  trouble  to 
his  physical  deformity;  and  consequently 
many  of  the  procedures  done  were  of  an 
elective,  cosmetic  nature  (Fig.  1-b).  Post- 
operatively,  favorable  comments  regarding 


Fig.  1.  Face  Lift:  (A)  pre-operative;  (B)  post- 
operative. Rhinoplasty  for  Hump  Nose:  (C)  pre- 
operative; (D)  postoperative. 


Fig.  2.  Micrognathia,  synthetic  chin  implant:  (A) 
pre-operative;  (B)  postoperative.  Rhinoplasty  for 
Saddle  Nose:  (C)  pre-operative;  (D)  postoperative, 
onlay  heterogenous  graft. 


the  surgical  correction  and  its  effect  on  the 
person  as  a whole  were  made  by  the  patients 
and  the  consulting  psychologist.  Real  or  not, 
all  concerned,  including  the  doctor  and  pa- 
tient, were  of  the  opinion  that  the  project 
was  valuable. 

In  an  effort  to  evaluate  the  effectiveness 
of  this  program,  we  attempted  a comparative 
study  to  determine  whether  there  might  be  a 
lower  repeater  or  return  rate  to  the  prison  in 
operated  paroled  inmates  as  compared  to  ran- 
domly selected  unoperated  paroled  inmates. 
Follow-up  study  is  difficult  on  these  patients 


Fig.  3.  Lop  Ears:  (A)  pre-operative;  (B)  post- 
operative. Rhinoplasty  and  Submucous  Resection: 
(C)  pre-operative;  (D)  postoperative. 
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Phoio  professionally  posed 


Mike  expects  a peaicillin  inlection. 
He’s  aeeut  to  oe  pteasantty  surprised. 


His  physician  is  going  to  prescribe  an  ora!  penicillin 
— Pen'Vee®  K (potassium  phenoxymethyl  penicillin). 
It’s  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

Indications:  Infections  dueto  pathogens  susceptible  to  oral  penicillin  G. 
Prophylaxis  of  rheumatic  fever  in  patients  with  previous  history  of  the 
disease. 

Precautions;  Skin  rash,  symptoms  resembling  those  of  serum  sickness, 
or  other  manifestations  of  penicillin-allergy  may  occur.  Measures  for 
treating  anaphylaxis  should  be  readily  available:  epinephrine,  oxygen 
and  pressor  drugs  for  relief  of  immediate  allergic  reactions;  anti- 


histamines and  corticosteroids  for  delayed  effects.  Penicillin  may  delay 
or  prevent  the  appearance  of  primary  syphilitic  lesions.  Patients  with 
gonorrhea  who  are  suspected  of  concurrent  syphilitic  infections  should 
be  tested  serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  As  with  other  antibiotics  overgrowth  of  nonsusceptible 
organisms  may  occur;  if  so,  discontinue  and  take  appropriate  measures. 
Treat  P-hemolytic  streptococcal  infections  with  full  therapeutic  dosage 
for  at  least  10  days  to  prevent  development  of  rheumatic  fever  or  glo- 
merulonephritis. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Composition:  Tablets--125  mg.  (200,000  units)  and  250  mg.,  (400,000 
units);  Liquid— 125  mg.  (200,000  units)  and  250  mg.  (400,000  units) 
per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


ORAL 


Pen-Vee^K 

(potassium  phenoxymethyl  penicillin) 


after  they  leave  the  prison.  In  the  paroled  it 
is  reasonably  fruitful,  however,  for  it  is  their 
duty  to  report  regularly  to  their  parole  of- 
ficer. If  a decrease  in  return  rate  could  be 
shown,  it  would  be  of  great  significance 
socially  as  well  as  economically. 

Of  150  randomly  selected  inmates,  paroled 
from  October,  1964  to  September,  1965,  45 
(30  per  cent)  have  been  recommitted  to  the 
prison.  Of  127  inmates  on  whom  plastic  sur- 
gery was  performed  and  who  were  paroled 
during  the  past  five  years,  27  (21.3  per  cent) 
have  been  recommitted.  These  figures  im- 
mediately look  impressive  both  in  decreased 
repeater  numbers  and  in  the  longer  span  of 
time  since  parole.  We  know,  however,  of 
many  variables  in  this  survey,  such  as  the 
possibility  of  admission  to  a different  prison, 
varying  circumstances  of  stress,  basic  psycho- 
metric types,  etc.,  in  addition  to  which  accu- 
rate follow-up  is  not  always  possible.  One 
cannot,  therefore,  claim  a direct  relationship 
between  corrective  surgery  and  the  ability 


Many  cases  of  scoliosis  are  overlooked 
early — when  treatment  would  be 
most  rewarding — because  observers 
are  unaware  of  its  presence  and 
frequency.  These  simple  observations 
and  tests  should  be  routine. 

Any  physician  can  diagnose  advanced  scoli- 
osis and  make  a referral  to  an  orthopedist  for 
definitive  care.  However,  treatment  in  ad- 
vanced cases  is  never  entirely  satisfactory 
because  complete  correction  cannot  be  ob- 
tained. The  patient,  therefore,  goes  through 
life  with  a deformity  that  could  have  been 
prevented  had  it  been  recognized  earlier. 

*From  the  Denartment  of  Orthopedic  Surgery,  Salt 
Lake  Clinic,  333  South  Ninth  East,  Salt  Lake  City,  Utah. 


of  the  inmate  to  “make  good”  after  parole. 
Neither  can  one  show  a direct  corollary  be- 
tween physical  deformity  and  basic  motiva- 
tion in  crime.  The  response  of  the  inmate- 
patient,  coupled  generally  with  an  improved 
attitude,  indicates  nonetheless  the  significant 
service  the  program  is  rendering  to  this  seg- 
ment of  society. 

Currently  we  are  studying,  along  with  the 
psychologist  and  psychiatric  staff,  the  psycho- 
metric and  personality  make-up  of  a group 
of  these  patients.  We  hope  to  substantiate 
more  objectively  our  current  impression,  that 
surgical  assistance  to  the  prison  inmate, 
coupled  with  showing  an  interest  in  his  or 
her  welfare,  is  worthwhile  to  society  as  well 
as  to  the  individual. 

We  wish  to  express  our  gratitude  for  the 
cooperation  given  by  Warden  John  W.  Turner, 
prison  physician  William  C.  Knott,  M.D.,  Mr. 
Tage  S.  Sponbeck,  and  others  of  the  hospital 
staff.  • 

Scoliosis — 

Clues  to  early  recognition 

W.  E.  Hess,  MD,  Salt  Lake  City* 

The  reason  for  this  brief  and  simple  paper 
is  to  point  out  and  emphasize  methods  for 
early  recognition  of  scoliosis  so  that  the 
general  practitioner  or  pediatrician  who  has 
the  advantage  of  seeing  these  children  for 
other  problems  can  more  readily  make  the 
early  diagnosis.  We  cannot  rely  on  the  family 
to  make  early  recognition  because  they  live 
too  close  to  the  child  and  early  changes  in 
posture  of  the  spine  develop  so  subtly  and 
insidiously  that  they  are  usually  missed.  My 
experience  is  that  scoliosis  is  first  recognized 
by  a school  nurse  or  a physical  education 
teacher  who  sees  the  child  for  the  first  time 
undressed  and  sends  a note  home  to  the 
family  indicating  there  may  be  something 
wrong  with  the  spine.  Occasionally  the  dress- 
maker notices  the  deformity  and  also  occa- 
sionally the  family  doctor  notices  it  during 
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a preschool  examination.  Seldom  does  the 
orthopedic  surgeon  see  the  child  until  there 
is  an  easily  recognized  and  usually  fixed 
deformity  and  the  child  is  in  the  nine  to  six- 
teen year  age  group. 

Early  recognition  possible 

It  is  possible  to  recognize  scoliosis  in  its 
very  early  stages  long  before  it  is  fixed  and 
difficult  to  treat,  if  one  is  aware  of  certain 
early  diagnostic  signs.  It  is  like  diagnosing 
any  disease — one  must  be  aware  that  it  exists. 


Fig.  1.  Photograph  from  front  showing  early 
deformation. 


It  is  important  to  examine  the  child  un- 
dressed and  to  look  at  the  child  standing 
both  from  the  front  and  from  the  back  (Figs. 
1 and  2).  Often  one  can  detect  asymmetry 
better  from  the  front  than  from  the  back. 
Have  the  child  stand  evenly  on  both  feet  and 
look  at  the  level  of  the  shoulders.  Any  droop- 
ing of  either  shoulder  is  presumptive 
evidence  of  scoliosis.  Sprengel’s  deformity, 
Klippel-Feil  syndrome,  and  torticollis  may 
temporarily  confuse,  but  are  easily  distin- 


Fig.  2.  Photo  from  rear  showing  early  deforma- 
tion. 


guished  from  scoliosis.  In  adults,  most  pre- 
dominantly right  or  left-handed  people  have 
a slightly  lower  shoulder  on  the  side  of  the 
most  used  extremity.  This  doesn’t  hold  for 
children. 

The  next  place  to  observe  closely  is  the 
flank  area.  One  side  sinks  in  more  than  the 
other  in  the  presence  of  scoliosis.  Also  one 
iliac  crest  may  appear  higher  (Fig.  3).  Next, 
run  the  index  and  long  fingers  down  the  spine 
from  top  to  bottom,  straddling  the  easily 
palpable  spinous  processes.  If  this  is  done 
with  moderate  pressure  two  or  three  times, 
enough  erythema  will  be  produced  from  the 
pressure  to  give  one  a graphic  outline  of  the 
spine.  a 

Next,  one  looks  for  prominence  of  the  rib 
cage  to  the  convex  side  of  the  dorsal  curve. 
This  can  be  accentuated  by  having  the  child 
bend  forward  and  touch  the  floor  with  the 
fingertips  without  bending  the  knees  (Figs. 
4 and  5).  The  hump  on  the  convex  side  then 
becomes  more  apparent.  This  is  due  to  the 
fact  that  the  vertebral  bodies  involved  in  the 
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curve  always  rotate  so  that  the  spinous 
processes  point  to  the  site  of  the  concavity. 
The  ribs  on  the  concave  side,  therefore,  rotate 
forward  giving  a dished-in  appearance  and 
the  ribs  on  the  convex  side  of  the  curvature 
rotate  posteriorly,  causing  a prominence  or 
hump  more  easily  seen  when  the  child  bends 


forward.  If  this  hump  is  present,  it  usually 
means  that  there  is  a certain  amount  of  fixed 
rotation  and  therefore  a fixed  deformity. 

Have  the  child  bend  to  the  right  and  to 
the  left.  The  range  is  better  when  bending 
with  the  concavity  of  the  curve. 

Where  there  is  any  suggestion  of  asym- 
metry, or  one  is  in  doubt,  always  x-ray  the 
spine  (Figs.  6 and  7).  It  is  a well-known  fact 
that  where  there  is  clinically  visible  asym- 
metry of  the  spine,  the  x-ray  always  looks 
worse.  The  spine  should  be  x-rayed  with  the 


Fig.  5.  Forward  bend  showing  hump  on  right 
due  to  rotation. 
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Fig.  6.  Standing  roentenogram  in  7 -year-old  girl 
when  first  seen  (idiopathic  curve). 


patient  lying  down  and  with  the  patient 
standing  evenly  on  both  feet.  This  roentgeno- 
logically  verifies  any  shortening  of  one  lower 
extremity  that  may  have  been  detected  with 
the  tape  measure.  Also,  it  will  be  noted  that 
the  effect  of  gravity  (the  patient  in  the  stand- 
ing position)  increases  the  curves  about  10 
degrees. 

Summary 

The  important  things  in  the  early  recogni- 
tion of  scoliosis  are  these: 

1.  Think  scoliosis.  Be  aware  that  it  does 
exist  and  can  be  diagnosed  even  as  early  as 


Fig.  7.  Standing  roentgenogram  in  7-year-old  girl 
with  anterior  poliomyelitis  (paralytic  curve). 


age  two.  (Scoliosis  may  even  be  present  in 
the  newborn,  but  is  not  usually  of  signifi- 
cance until  the  patient  is  ambulatory.) 

2.  Look  for  a depressed  shoulder. 

3.  Watch  for  deepening  of  one  flank. 

4.  Have  the  child  bend  forward  and  see 
if  a unilateral  hump  is  present. 

5.  Take  a standing  x-ray  of  the  spine  when 

in  doubt. 


The  earlier  the  diagnosis  of  scoliosis  is 
made,  and  the  child  referred  to  the  orthopedic 
surgeon,  the  easier  and  less  prolonged  and 
less  expensive  the  treatment  and  the  better 
the  final  result.  By  making  the  early  diag- 
nosis and  getting  the  patient  under  proper 
treatment,  one  can  save  the  patient  a life- 
time of  disability.  • 
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Venous  and  lymphatic  stasis 
of  the  lower  extremity-- 

T reatment  of  chronic  changes  by  a modified  Linton  procedure 


The  underlying  pathophysiologic  processes 
that  occur  in  the  lower  extremity  associated 
with  long-standing  venous  disease  are  little 
understood.  The  changes  associated  with 
chronic  venous  insufficiency,  namely  pigmen- 
tation, atrophy  of  the  skin  and  subcutaneous 
tissues  with  loss  of  hair  and  ulceration  are 
seen  frequently,  but  there  is  scant  mention 
in  the  surgical  literature  of  such  findings  as 
fat  necrosis  with  scarring,  secondary  calci- 
fication, and  ectopic  bone  formation.  These 
pathologic  conditions  are  found  in  the  post- 
thrombophlebitic syndrome  with  secondary 
varicose  veins,  as  well  as  in  extremities  with 
primary  varicose  veins  of  long  standing. 

In  reviewing  the  literature,  little  explana- 
tion has  been  offered  to  account  for  the 
pathologic  changes  in  the  skin  and  subcu- 
taneous tissues  in  extremities  suffering  from 
the  effects  of  chronic  venous  insufficiency 
other  than  to  explain  the  damage  due  to 
abnormalities  in  venous  blood  flow. 

Ward^  in  1960  and  Beninson  and  Morales^ 
in  1964  showed  that  calcification  and  ectopic 
bone  formation  in  the  subcutaneous  tissues, 
often  not  even  adjacent  to  the  ulceration, 
might  act  as  a foreign  body  perpetuating  the 
ulceration,  or  might  actually  be  the  eventual 
cause  of  the  ulceration.  They  cite  case  reports 
in  which  the  chronic  leg  ulcers  did  not  heal 
until  the  calcium  deposits  were  removed. 
Subcutaneous  ossification  of  the  lower  ex- 
tremity is  not  an  uncommon  condition.  It  is 
always  associated  with  chronic  venous  insuf- 
ficiency and  is  found  on  the  medial  aspect 
of  the  lower  extremity  by  x-ray  studies 
(Lippmann  & Goldin)  These  authors  also 
stress  the  fact  that  the  heterotopic  bone  in 

*Dr.  Howai'd  is  Associate  Clinical  Professor  of  Surgery, 
University  of  Utah,  College  of  Medicine;  Dr.  Harris  is  Chief 
Resident,  University  Hospital,  University  of  Utah  Medical 
Center;  and  Dr.  Price  is  Chief  Resident,  Veterans  Administra- 
tion Hospital,  Salt  Lake  City,  Utah. 


Philip  M.  Howard,  MD,  Alvin  E.  Harris,  MD,  and 
Richard  R.  Price,  MD,  Salt  Lake  City* 

chronic  venous  insufficiency  is  apparently 
formed  by  a local  process,  and  represents 
metaplasia  of  one  of  the  cellular  elements  of 
the  subcutaneous  tissue  into  viable  bone.  Ost 
sification  occurring  as  a result  of  fat  necrosis 
with  calcification  has  not  been  found  in  their 
observations. 

Lymphedema  associated  with  lymphatic 
strangulation  has  been  stressed  by  Gray.^  He 
states  that  remodeling  of  anastomotic  chan- 
nels is  adversely  affected  by  even  small 
amounts  of  scar  tissue.  This  again  has  been 
emphasized  by  Crockett®  in  England  with 
his  studies  of  lymphatic  anatomy  and  lymph- 
edema. By  lymphangiographic  studies  he  has 
shown  that  lymphatic  rerouting  through  the 
deep  system  can  occur  where  there  is  obstruc- 
tion to  superficial  lymphatic  drainage  and  no 
scar  barrier  between  the  systems.  This  un- 
doubtedly explains  the  chronic  lymphedema 
associated  with  post-trombophlebitic  proc- 
esses and  varicose  veins  of  long  standing, 
where  the  lymphatic  rerouting  is  prevented 
by  strangulating  scar  and  fibrosis  as  a result 
of  chronic  venous  insufficiency.  We  have 
attempted  to  reverse  the  pathophysiologic 
processes  that  develop  in  the  lower  extremi- 
ties which  are  secondary  to  venous  and 
lymphatic  stasis. 

Utilizing  Linton’s®  principles,  we  attempt 
the  following; 

1.  To  remove  all  varicose  veins  in  the  in- 
volved extremity — namely,  the  long  and  short 
saphenous  systems  and  their  tributaries. 

2.  To  sever  the  communications  between 
the  deep  and  superficial  venous  systems  by 
ligating  and  dividing  the  communicating 
veins  on  the  medial  and  posterior  aspect  of 
the  lower  leg. 

3.  To  restore  the  lymphatic  drainage  of 
the  skin  and  subcutaneous  tissues  of  the 
lower  extremity  into  the  muscle  lymphatics 
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Fig.  1.  Lower  extremity  showing  large  varicose 
veins  wtih  changes  secondary  to  chronic  venous 
insufficiency;  namely,  pigmentation  with  atrophy 
of  the  skin  and  subcutaneous  tissues,  loss  of  hair, 
and  a pre-ulcerous  potentiality. 


Fig.  2.  A longitudinal  incision  has  been  made  from 
below  the  condyle  to  behind  the  medial  malleolus 
and  the  skin  flaps  dissected  free  from  the  under- 
lying diseased  tissue,  namely,  varicose  veins  with 
large  communicating  veins,  thickened  and  scarred 
deep  fascia  overlying  the  calf  muscles  of  the  medial 
and  posterior  aspects  of  the  leg. 


Fig.  3.  At  the  completion  of  the  procedure  all 
communicating  veins  have  been  ligated;  all  of 
the  scarred  deep  fascia  has  been  removed,  exposing 
the  muscles  of  the  medial  and  posterior  aspect  of 
the  leg.  A saphenofemoral  vein  ligation  has  been 
performed  and  the  long  saphenous  vein  stripped 
from  the  groin. 


by  resecting  the  barrier  of  indurated  and 
thickened  subcutaneous  tissues  and  scarred 
deep  fascia  of  the  lower  leg  except  in  the 
area  of  the  anterior  compartment.  It  is  essen-  < 
tial  that  all  ulceration  and  dermatitis  be  | 
healed  and  epithelialized.  Excision  and  graft-  | 
ing  may  be  necessary  before  the  definitive 
surgery. 

Procedure  ( 


A longitudinal  incision  is  made  from  be-  ; 
hind  the  medial  malleolus  to  the  area  below 
the  medial  condyle  of  the  tibia  through  the 
skin  and  deep  fascia  of  the  medial  aspect  ^ 
of  the  involved  extremity.  All  diseased  sub-  ’ 
cutaneous  tissue  and  varicose  veins  are  dis-  { 


sected  from  the  skin  flap  and  removed  with 
deep  fascia  overlying  the  posterior  muscles 
of  the  calf.  The  deep  fascia  is  removed  except 
the  portion  overlying  the  extensor  compart- 
ment of  the  lower  extremity.  All  communi- 
cating veins  are  ligated  and  divided.  The 


Fig.  4.  View  taken  seven  months  following  the 
radical  procedure,  showing  restoration  of  the 
normal  physiology;  namely,  growing  of  hair,  de- 
crease in  pigmentation,  thickening  of  the  skin, 
and  supple  tissues  without  residual  swelling  or 
induration. 
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small  saphenous  vein  is  removed  with  preser- 
vation of  the  sural  nerve.  Routine  sapheno- 
femoral  ligation  and  stripping  is  performed 
from  the  groin  to  the  knee  and  any  secondary 
vein  dissection  is  performed  at  this  time. 


Fig.  5.  Low  power  microscopic  section  shows  the 
abrupt  junction  of  vascular  fihrofatty  tissue  and 
a mature  trabecula  of  well-formed  osseous  tissue 
provided  with  its  own  fatty  bone  marrow.  In  most 
areas  the  bone  was  surrounded  by  hyalinized  or 
partially  calcified  fibrous  tissue.  Magnification 
X:100.  Bone  was  distributed  extensively  through- 
out the  gross  tissue. 


Tevdek  tension  sutures  tied  over  Telfa  or 
cotton  pads  make  an  excellent  method  for 
relieving  skin  flap  tension  with  resulting 
necrosis.  A small  Penrose  drain  can  be  used 
for  24  hours.  The  skin  and  subcutaneous  tis- 
sues are  closed  loosely  with  interrupted  4-0 
black  silk.  A large  gauze  compression  dress- 
ing is  held  with  a 4"  Ace  bandage  and  the 
extremity  elevated  for  four  to  five  days. 
Early  ambulation  is  initiated. 

Summary  and  conclusions 

Chronic  skin  and  subcutaneous  tissue 
changes  have  been  described  which  are  sec- 
ondary to  chronic  venous  insufficiency  and 
chronic  lymphatic  stasis.  The  presence  of 
calcifications,  thickened  scar  and  ectopic  bone 
formation  is  described.  This  predisposes  to 
chronicity  and  prevents  restoration  of  normal 
physiology,  healing  of  ulcerations,  etc.  The 
thick  scar  produced  by  the  fat  necrosis  with 
secondary  skin  and  subcutaneous  atrophy 
undoubtedly  produces  a strangulation  effect 
on  the  superficial  lymphatics  which  prevents 
anastomosis  with  the  deep  muscle  channels. 
The  procedure  described  attempts  to  reverse 
and  bring  about  improvement  of  the  chronic 
venous  and  lymphatic  changes  that  are  found 
in  post-thrombophlebitic  sequelae  and  pri- 
mary varicose  veins  of  long  standing.  The  use 
of  Tevdek  tension  sutures  on  the  skin  flaps 
helps  to  prevent  necrosis.  • 
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National  Association  of  Residents  and  Interns,  Inc. 

The  National  Association  of  Residents  and  Interns,  41  East  42nd  Street,  New  York 
City,  and  the  Chemical  Bank  New  York  Trust  Company  announced  recently  the  avail- 
ability of  a new  loan  program  for  residents,  interns  and  fellows  training  in  metropolitan 
New  York,  Westchester  and  Nassau  Counties. 

The  plan  enables  a young  physician  to  borrow  up  to  $750  per  year,  or  a maximum  of 
$2,250  during  his  training  years.  The  rate  of  interest  is  6 per  cent  simple  and  the  borrower 
must  pay  the  interest  only  on  a semi-annual  basis,  with  no  amortization  of  the  principal  until 
he  is  firmly  established  in  private  practice.  These  loans  are  extended  on  an  unsecured  basis. 

The  Chemical  Bank  New  York  Trust  Company  has  also  set  up  a program  of  profes- 
sional financing,  which  will  enable  young  physicians  about  to  enter  private  practice  to 
borrow  money  for  working  capital,  the  purchase  of  furnishings  and  equipment  on  an  instal- 
ment loan  basis. 
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what 
time 
is  it? 


For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


its  time 

to  tine. 


Tuberculin, 


LEDERLE  LABORATORIES,  A Divisfon  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Regional  medical  programs 

Implications  for  the  intermountain  area 

C.  Hilmon  Castle,  MD,  Salt  Lake  City* 


Public  Law  89-239  is  an  accomplished 
|i  fact.  It  has  potential  for  a great  effect 
|i  on  health  care.  What  happens  depends 
j upon  the  quality  and  interest  of  people 
I who  develop  regional  programs.  The 
I author  presents  a practical  and 
workable  concept  of  requirements 
I to  make  it  succeed. 

Currently  there  is  great  uneasiness  among 
those  concerned  with  medical  education  and 
medical  practice  because  of  unrelenting  ex- 
ternal forces  which  are  insisting  on  rapid 
changes.  To  some  extent  the  medical  profes- 
sion has  generated  these  forces  through  out- 
standing success  in  developing  new  knowl- 
edge and  capabilities.  This  unparalleled 
progress  has  given  the  public  a glimpse  of 
what  is  possible  and  now  expectations  are 
increasing  more  rapidly  than  the  medical 
profession  has  been  able  to  translate  all  new 
advances  into  practice.  In  spite  of  the  high 
cost  of  recent  progress  in  medicine,  the  public 
is  reminded  by  our  political  leaders  that  we 
can  afford  even  more.  In  order  for  the  med- 
ical profession  to  maintain  leadership  in 
achieving  better  health  for  the  people,  it  is 
essential  to  recognize  that  increasing  medical 
knowledge,  increasing  expectations  by  the 
public,  and  increasing  cost  of  medical  care 
will  result  in  certain  inevitable  changes — for 
example,  increased  specialization  and  in- 
creased institutionalization  and  regionaliza- 
tion of  health  care.  These  changes  must  be 
anticipated,  and  ways  to  accomplish  them  for 
the  greatest  benefit  to  the  people  should  be 
provided  by  the  medical  profession. 

Certain  aspects  of  medical  care  are  better 
delivered  in  the  patient’s  local  community. 
Other  more  technical  aspects  which  require 
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highly  skilled  teams  of  personnel  and  expen- 
sive facilities  are  more  effective  when  cen- 
tralized. The  advantages  of  each  can  no 
longer  be  ignored  and  a new  instrument  for 
realizing  the  maximum  benefit  from  each 
approach  is  now  at  hand  through  Public  Law 
89-239  which  deals  with  Regional  Medical 
Programs  for  Heart  Disease,  Cancer,  Stroke 
and  Related  Diseases.  The  debate  as  to  wheth- 
er it  is  desirable  for  the  Federal  Government 
to  provide  this  instrument  has  not  ended; 
however.  Public  Law  89-239  is  an  accom- 
plished fact.  There  is  no  longer  a question 
as  to  whether  people  will  be  affected  by  it, 
but  rather  Inow  they  will  be  affected  by  it. 
Whether  benefits  come  to  the  practitioner 
and  his  patients  now  or  much  later,  as  a result 
of  this  new  bill,  depends  on  a number  of 
variables,  the  most  important  of  which  are 
the  people  involved  in  developing  regional 
medical  programs.  It  would  be  unfortunate 
indeed  if  academic  institutions,  county  and 
state  medical  societies,  departments  of  public 
health,  medical  centers,  hospitals,  and  prac- 
titioners of  medical  care  fail  to  meet  the 
challenge  and  opportunity  provided  by  this 
bill  to  improve  the  health  of  all  the  people 
in  this  country. 

Public  Law  89-239  enacted  on  October  6, 
1965,  supports  the  development  of  cooperative 
arrangements  among  health  professions,  in- 
stitutions and  agencies  for  the  purpose  of 
improving  medical  care  for  patients  with 
heart  disease,  cancer,  stroke  and  related  dis- 
eases, and  may  mark  the  beginning  of  a new 
era  in  medicine.  The  medical  community  now 
has  an  instrument  for  realizing  the  highest 
quality  of  medical  care  for  people  in  every 
section  of  this  country.  This  is  to  be  done 
by  development  of  regional  cooperative  ar- 
rangements among  existing  personnel  and 
facilities  within  a coherent  geographical  re- 
gion through  local  leadership  and  initiative. 
Many  feel  that  practical  and  productive 
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mechanisms  for  decision  making  at  a regional 
level  for  improving  existing  resources  and 
developing  new  ones  to  serve  the  needs  of 
all  the  people  have  long  been  needed.  Devel- 
opment of  such  mechanisms  are  not  only- 
encouraged  by  this  bill,  their  achievement  is 
essential  for  any  true  benefit  to  come  from 
the  bill. 

Fortunately,  the  Heart  Disease,  Cancer 
and  Stroke  Bill  of  1965  was  quite  different 
from  the  proposals  made  by  the  President’s 
Commission  in  December,  1964.  Only  three 
out  of  35  original  recommendations  were  used 
as  the  basis  for  formulation  of  Public  Law 
89-239.  Even  these  three  recommendations 
were  drastically  altered.  The  original  em- 
phasis on  a highly  mechanistic  approach 
involving  the  construction  of  centers  with 
satellite  diagnostic  and  treatment  stations 
was  changed  to  one  in  which  existing  facili- 
ties and  personnel  are  provided  support  to 
determine  their  needs  and  to  implement 
methods  which  they  determine  are  appropri- 
ate for  their  own  geographical  region.  The 
original  recommendations  of  the  Commission 
asked  for  broad,  sweeping,  and  specific 
changes  in  our  present  systems  of  health  care 
which  provoked  grave  concern  and  apprehen- 
sion in  both  the  practicing  and  academic 
communities.  The  bill,  as  finally  passed,  was 
greatly  simplified  and  its  purpose  can  be 
summarized  as  follows:  Through  grants,  to 
encourage  and  assist  in  the  establishment  of 
regional  cooperative  arrangements  which 
will  enable  the  medical  profession  to  bring 
to  patients  the  latest  advances  in  the  diag- 
nosis and  treatment  of  heart  disease,  cancer, 
stroke  and  related  diseases.  It  is  important  to 
understand  that  Public  Law  89-239  does  not 
provide  a blueprint  for  a specific  program, 
but  rather  reflects  a concept  of  improving 
health  care  through  cooperative  arrange- 
ments among  existing  organizations,  agencies, 
and  institutions  within  individual  regions  to 
identify  the  needs  of  the  people  and  better 
ways  to  meet  them.  It  is  an  instrument  for 
fusion  of  the  many  resources  of  a particular 
region  with  the  hope  of  leading  to  synthesis 
of  imaginative,  effective  and  feasible  pro- 
grams. Also,  it  is  important  to  understand 
that  the  National  Institutes  of  Health,  which 
administers  the  Regional  Medical  Program, 


does  not  intend  that  the  total  support  of  a 
regional  program  for  heart  disease,  cancer 
and  stroke  be  solely  through  this  bill.  Be- 
cause of  this,  there  is  an  additional  responsi- 
bility for  those  developing  programs  to  find 
ways  to  make  use  of  all  available  resources, 
both  within  and  outside  the  region,  as  part 
of  their  effort. 

More  flexible  bill 

Even  though  this  is  a more  limited  bill, 
it  is  a far  more  flexible  one  than  originally 
proposed.  The  changes  occurred  primarily  as 
a result  of  efforts  made  by  the  organized 
health  professions.  Many  dedicated,  sincere, 
and  thoughtful  people  saw  clearly  the  poten- 
tial disadvantages  of  the  original  recommen- 
dations of  the  President’s  Commission  and 
were  effective  in  changing  the  proposal  suf- 
ficiently to  create  not  only  an  acceptable  but 
a workable  bill.  The  type  of  leadership  ex- 
hibited by  those  who  effected  the  changes 
in  the  bill  during  the  legislative  process  is 
the  kind  of  leadership  needed  in  medicine 
today.  What  happens  from  this  point  on  will 
depend  on  the  type,  the  quality  and  the 
interest  of  people  who  will  be  involved  in 
development  of  regional  programs,  both  at 
the  national  and  local  levels. 

As  finally  passed,  the  Regional  Medical 
Program  proposes  a continuous  interaction 
among  university  medical  centers,  commu- 
nity hospitals,  practicing  physicians  and  al- 
lied health  personnel,  health  agencies  and 
other  institutions  in  training,  continuing  edu- 
cation, clinical  research  and  patient  care.  It 
is  this  sort  of  interaction  that  has  helped  to 
make  medical  schools  and  their  teaching  hos- 
pitals the  “centers  of  excellence”  in  the  na- 
tion’s health  network.  Its  extension  through- 
out the  resources  of  a region  cannot  but 
benefit  each  institution,  organization,  agency, 
practitioner,  and  allied  health  personnel  as 
well  as  their  patients. 

The  Heart  Disease,  Cancer  and  Stroke  Bill 
is  in  essence  an  experiment  in  which  new 
and  improved  methods  for  wider  distribution 
of  health  care  in  the  major  disease  categories 
will  be  explored.  The  results  will  undoubt- 
edly have  an  impact  on  future  developments 
in  medical  care  in  a region.  This  is  a rational 
approach  to  a national  problem  about  which 
so  many  people  with  different  viewpoints  are 
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concerned.  Although  the  Regional  Medical 
Program  emphasizes  application  of  knowl- 
edge, there  is  no  intent  to  de-emphasize 
research.  The  high  purposes  of  this  legislation 
can  be  considered  only  because  of  the  great 
success  in  the  national  research  effort,  and 
accomplished  only  if  advances  in  new  knowl- 
edge and  technology  continue  at  a more  ac- 
celerated rate. 

The  mandate  in  the  Heart  Disease,  Cancer 
and  Stroke  Bill  is  quite  clear.  In  order  to 
receive  support  for  a program,  various  ele- 
ments within  a region  must  find  ways  to 
work  together  as  a unit.  This  requirement 
for  cooperation  is  likely  to  have  an  enor- 
mously salutary  effect  on  bringing  together 
institutions,  agencies,  and  organizations  to 
collaborate  in  finding  ways  to  achieve  the 
potential  benefits  of  the  Regional  Medical 
Program.  As  a result  of  the  bill,  dialogues 
have  developed  among  medical  groups  which 
have  never  before  talked  together  regarding 
mutual  problems.  This  accomplishment  alone 
has  caused  some  to  declare  significant  prog- 
ress already  in  the  program.  In  view  of  the 
well  established  nature  of  the  national  and 
local  organizations,  institutions  and  agencies 
involved  in  developing  Regional  Programs 
and  the  funds  which  may  be  provided,  it  is 
not  at  all  surprising  that  this  type  of  progress 
has  occurred.  Whether  effective  programs 
emerge  and  real  benefits  accrue  to  the  people 
commensurate  with  the  cost  will  require 
much  more  time  to  evaluate. 

Planning  grants  awarded 

For  the  present,  there  are  reasons  to  main- 
tain the  high  level  of  optimism  and  accentuate 
the  positive.  As  of  November  1,  1966,  17 
planning  grants  had  been  awarded.  They 
include  Hawaii;  Washington-Alaska;  New 
Mexico;  Western  Interstate  Commission  on 
Higher  Education  (WICHE) ; Utah  with  por- 
tions of  Nevada,  Idaho,  Montana,  Wyoming 
and  Colorado;  California;  Kansas;  Vermont; 
Connecticut;  Missouri;  North  Carolina;  Tex- 
as; Wisconsin;  Oklahoma;  Tennessee;  Albany, 
New  York,  including  the  northeastern  por- 
tions of  the  state;  and  Rochester,  New  York, 
and  11  surrounding  counties.  WICHE  will 
collaborate  with  other  planning  groups  in 
the  West  to  evaluate  the  needs  and  resources 
for  the  states  of  Nevada,  Idaho,  Montana  and 


Wyoming.  Of  the  approximately  40  additional 
planning  applications  under  consideration, 
four  or  five  are  likely  to  be  awarded  by  the 
end  of  1966  and  the  majority  eventually,  so 
that  practically  all  portions  of  the  country 
will  be  covered  by  planning  grant  applica- 
tions. In  the  West,  in  addition  to  the  states 
above  which  have  already  received  support 
for  planning,  Colorado  and  Oregon  are  likely 
to  receive  planning  grants  within  a few 
months.  It  is  not  expected  that  all  groups 
will  actually  develop  operational  programs; 
however,  many  will.  The  western  part  of  the 
country  appears  fortunate  indeed  to  have  not 
only  capabilities  for  meeting  the  require- 
ments of  Public  Law  89-239  early,  but  also 
the  willingness  to  concentrate  a maximum 
effort  toward  implementing  the  concepts  em- 
bodied in  this  legislation  in  the  part  of  the 
country  with  the  greatest  need  for  regional- 
ization. 

Because  the  great  need  for  continuing 
education  in  the  Intermountain  Area  has  long 
been  recognized  and  many  efforts  to  meet 
this  need  already  existed,  it  was  possible  for 
the  Intermountain  Regional  Medical  Program 
(IRMP)  which  includes  Utah  and  portions  of 
Nevada,  Idaho,  Montana,  Wyoming,  and  Colo- 
rado, to  submit  well-conceived  and  feasible 
plans  for  pilot  projects  to  the  National  Insti- 
tutes of  Health  on  October  1,  1966.  Most  of 
these  projects  have  had  several  years  of  plan- 
ning with  a more  concentrated  effort  over 
the  past  year.  Missouri  and  Albany,  New 
York,  also  submitted  applications  for  pilot 
projects  on  this  date.  The  advantages  of 
embarking  on  pilot  projects  at  this  stage  of 
development  of  regional  medical  programs 
are  considerable.  Early  exploration  of  many 
of  the  unknowns  in  this  new  endeavor  as 
well  as  a better  definition  of  its  purposes 
will  help  in  accelerating  other  regional  pro- 
grams. The  pilot  projects  submitted  by  the 
IRMP  represent  only  a small  portion  of  what 
is  eventually  planned  for  the  Intermountain 
Area,  and  deals  primarily  with  providing  in- 
formation and  developing  new  skills  for  prac- 
ticing physicians  and  nurses.  Considerably 
more  planning  is  necessary  before  additional 
pilot  projects  for  shaping  a total  program 
dealing  with  the  regional  needs  in  heart 
disease,  cancer  and  stroke  can  be  outlined. 
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Insufficient  manpower 

As  in  other  regions,  one  of  the  greatest 
problems  in  the  Intermountain  Region  is  in- 
sufficient manpower,  especially  in  remote 
communities.  Not  only  is  the  physician-pa- 
tient ratio  the  lowest  in  the  country,  there 
are  even  greater  deficiencies  among  allied 
health  personnel  such  as  nurses,  technicians, 
assistants,  etc.  Collaboration  among  the  uni- 
versities, hospitals,  and  the  medical  school  is 
essential  in  expanding  existing  training  pro- 
grams and  in  establishing  new  ones  for  in- 
creasing the  quantity  and  quality  of  person- 
nel. Cooperative  arrangements  among  exist- 
ing institutions  should  facilitate  the  creation 
of  new  schools  in  both  medicine  and  nursing. 
Better  utilization  of  highly  trained  personnel 
such  as  physicians  and  nurses  may  have  a 
significant  impact  on  improving  the  man- 
power shortage.  It  is  possible  that  special 
medical  assistants  trained  only  for  a short 
period  may  be  able  to  perform  many  routine 
tasks  which  currently  take  a substantial  part 
of  physicians’  and  nurses’  time.  Even  if  highly 
skilled  personnel  make  more  efficient  use 
of  their  time  by  use  of  special  assistants,  a 
greater  number  of  physicians  and  nurses  will 
still  be  needed  if  all  the  people  are  to  receive 
high  quality  medical  care. 

With  proper  supervision  and  assistance, 
many  community  hospitals  could  provide 
learning  experiences  comparable,  and  in  some 
aspects  better  than  university  hospitals.  It 
does  not  appear  desirable  at  this  time  to  de- 
velop training  programs  in  community  hos- 
pitals without  a close  affiliation  with  univer- 
sity training  programs  and  a full-time  faculty 
in  the  community  hospitals  with  academic 
rank.  Visiting  consultants  and  teachers  from 
university  medical  centers  will  benefit  both 
the  university  and  the  community  in  provid- 
ing a perspective  of  local  needs  and  ways  to 
meet  them.  Establishing  an  academic  type 
learning  environment  in  community  hospitals 
will  have  an  overall  salutary  impact  on 
attracting  more  young  people  in  these  com- 
munities into  the  health  fields  as  well  as 
maintaining  the  physician’s  own  enthusiasm 
for  high-quality  practice.  Although  the  rela- 
tionship to  heart  disease,  cancer  and  stroke 
may  appear  indirect,  only  by  resolution  of 
some  of  the  general  problems  dealing  with 
training  of  more  medical  personnel  and  better 


distribution  of  them,  will  significant  improve- 
ment occur  in  the  major  diseases. 

Community  hospitals  can  be  linked  to  the 
university  medical  center  by  special  commu- 
nication devices  such  as  two-way  radio,  tele- 
type, and  possibly  even  closed-circuit  televi- 
sion. The  latter  is  relatively  expensive  at 
present,  but  further  developments  in  micro- 
wave  systems  in  the  Intermountain  Area  are 
likely  to  make  this  not  only  feasible  but 
economical.  Teaching  with  television  can  be 
done  now  through  use  of  inexpensive,  port- 
able playback  facilities  in  each  hospital  and 
systems  for  production  and  distribution  of 
television  tapes.  Library  facilities  in  each  hos- 
pital in  the  region  can  be  improved  through 
services  provided  by  the  regional  program. 
Essential  to  effective  use  of  communication 
devices  and  other  teaching  aids  is  the  pres- 
ence of  a teaching  faculty  in  local  community 
hospitals  with  paid  responsibility  for  teach- 
ing. 

Plans  to  teach  skills 

Plans  are  outlined  in  the  application  for 
pilot  projects  submitted  by  the  IRMP  on 
October  1,  1966,  to  teach  specific  information 
and  skills  to  physicians,  nurses,  and  assistants 
in  cardiopulmonary  resuscitation  and  acute 
cardiac  care.  Also,  there  are  plans  to  attract 
practitioners  to  become  teachers  and  devel- 
opers of  educational  programs  in  heart  dis- 
ease, cancer,  stroke  and  related  diseases  in 
the  context  of  the  practice  of  medicine. 
Knowledge  and  experience  gained  from  these 
initial  pilot  projects  will  be  helpful  in  devel- 
oping other  educational  programs  which  will 
maintain  the  continuous  interest  and  involve- 
ment of  the  learner.  The  value  of  self-testing 
devices  in  motivating  the  learner  is  well  rec- 
ognized because  they  provide  opportunities 
for  individuals  to  identify  their  own  educa- 
tional needs  and  appropriate  ways  to  continue 
learning.  Development  of  self-testing  meth- 
ods in  heart  disease  which  are  likely  to  serve 
as  models  for  other  diseases  is  already  under- 
way. 

A computerized  tumor  registry  with  a sys- 
tem for  patient  follow-up  and  physician  edu- 
cation is  included  as  an  important  project. 
Computer  analysis  and  automated  reporting 
of  all  aspects  of  patients  with  cancer  will  be 
a useful  tool  in  allowing  each  practitioner  to 
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. evaluate  the  quality  of  care  his  patients  re- 
! ceive  and  providing  direction  for  the  develop- 
i ment  of  educational  programs  and  diagnostic 
I and  treatment  facilities  in  cancer.  Systematic 
I data  collection  and  reporting  through  a re- 
j gional  tumor  registry  may  serve  as  a model 
for  other  major  diseases  in  understanding 
||  patterns  of  diseases  within  the  region  and 
I how  local  environment  factors  influence 
them.  Collection  of  data  in  remote  communi- 
ties may  serve  to  stimulate  meaningful  clini- 
cal research  on  the  type  of  diseases  and 
patient  material  which  confront  the  practic- 
j ing  physician  rather  than  just  on  highly 
selected  patients  admitted  to  large  medical 
centers.  Clinical  research  in  community  medi- 
cine is  likely  to  catalyze  learning  in  the  local 
community  and  contribute  to  development  of 
new  centers  of  excellence  in  at  least  some  of 
the  large  communities  within  the  region. 

Expensive  equipment  can  become  an  econ- 
omy if  shared.  Sharing  of  centralized  com- 
puter facilities  is  feasible  at  relatively  little 
expense  and  can  provide  remote  areas  with 
capabilities  for  information  storage,  analysis, 
retrieval,  and  reporting,  equal  to  large  cen- 
ters. A pilot  project  has  been  submitted  to 
test  the  value  and  feasibility  of  on-line  collec- 
tion, analysis  and  automatic  reporting  by 
computer  from  several  community  hospitals 
electrocardiograms,  hemodynamic  measure- 
ments during  cardiac  catheterization,  hemo- 
dynamic alterations  in  patients  receiving 
acute  cardiac  care  following  myocardial  in- 
farction, cardiac  surgery,  etc.,  pulmonary 
function  tests  and  other  screening  procedures 
useful  in  early  detection  of  disease.  If  this 


project  proves  to  be  feasible  and  services  pro- 
vided are  of  sufficient  value  to  be  extended 
to  other  hospitals,  this  system  can  be  expand- 
ed to  include  the  entire  region  at  relatively 
little  cost. 

The  above  represent  a few  projects  we 
hope  to  implement  in  the  Intermountain  Re- 
gional Medical  Program  within  the  next  few 
months.  The  full  spectrum  of  activities  cannot 
be  outlined  in  this  early  stage  because  what 
can  be  done  specifically  under  Public  Law 
89-239  has  not  been  clearly  defined  yet.  More 
information  regarding  regional  health  needs 
must  be  obtained  and  further  interaction 
among  the  institutions,  agencies,  organiza- 
tions and  individuals  within  a region  and  the 
National  Institutes  of  Health  is  necessary  be- 
fore specific  programs  in  heart  disease,  can- 
cer, stroke  and  related  disease  can  come  into 
focus. 

The  real  implication  of  Public  Law  89-239 
to  the  Intermountain  Area  is  that  an  instru- 
ment is  now  avaliable  for  improving  the 
quality  and  quantity  of  health  care  in  the 
major  diseases  for  all  the  people  in  the  region. 
The  opportunity,  challenge,  and  responsibil- 
ity to  see  that  patients  benefit  from  this 
program  are  in  the  hands  of  the  medical  pro- 
fession. The  extent  to  which  people  in  a 
region  will  benefit  from  development  of  a 
Regional  Medical  Program  appears,  at  the 
moment,  to  depend  on  the  type  of  leadership 
provided  and  the  interest  and  willingness  of 
health  care  personnel  and  institutions  to  de- 
velop cooperative  arrangements  appropriate 
to  meet  regional  needs  in  heart  disease,  can- 
cer, stroke,  and  related  diseases.  • 
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Look  how  many  ways 

Thorazine' 

brand  of 

Ghlorpromazine 

can  help 


Tranauiiizer 

Potentiator 

Antiemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

# 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

f 

• 

Neurological  disorders 

i 

Obstetrics 

• 

• 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

Hiccups— refractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

‘Thorazine’  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  In  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
On  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages); 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include;  mydriasis;  agranulocytosis;  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  'Thorazine'  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories 
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Delayed  intracranial  pneumocyst* 

Report  of  a case  with  ar ter io graphic  study 

Ernest  L,  CasMnn,  MD,  Salt  Lake  City 


Air  within  the  cerebral  substance  (pneumo- 
encephalon, pneumocyst,  intracerebral  pneu- 
mocephalus)  constitutes  part  of  the  patho- 
logical complex  known  as  cranial  aerocele  or 
pneumocele.'^’  ® The  case  to  be  described 
would  be  considered  by  most  people  as  a 
pneumocyst  or  pneumoencephalon,  but  the 
general  term  intracranial  pneumocele  might 
be  used.  The  pathogenesis  of  this  condition 
is  not  clear.  Why  a cyst  should  develop  late 
is  not  clear.  Pendergrass,  Schaeffer,  and 
Hodes’’  emphasized  that  all  fractures  of  the 
skull  in  the  region  of  the  mastoid  and  para- 
nasal sinuses  should  have  repeated  x-ray 
examinations  and  their  physicians  should  be 
aware  of  the  development  of  pneumocepha- 
lus,  days  or  weeks  after  injury.  The  case  to 
be  described  may  have  occurred  over  a year 
later  which  is  unusual,  and  adds  emphasis  to 
Jelsma’s®  suggestion  that  this  condition  is 
often  unsuspected. 

Taveras  and  Wood^“  stated  there  must  be 
a hematoma  and  damaged  brain  tissue  which 
becomes  liquified  leaving  a porencephalic 
area  which  then  can  be  filled  with  air  enter- 
ing from  one  of  the  accessory  air  sinuses  or 
directly  through  a fracture  in  the  skull  or 
cribriform  plate.  The  occurrence  of  cerebo- 
spinal  fluid  rhinorrhea  is  mentioned  by  sev- 
eral authors,  particularly  in  the  delayed  type 
of  aerocele  or  pneumocyst.  Courville^  de- 
scribed the  air-cyst  as  related  to  the  anatomic 
relationships  and  arrangement  of  the  constit- 
uent white  fiber  bundles  of  the  adjacent 
frontal  lobe.  He  then  described  how  air  enters 
a contused  area  of  the  frontal  lobe  from  the 
frontal  sinus,  ethmoid  sinus,  or  the  cribriform 
plate  regJ.on  and.  follows  along  fibers  of  the 
forceps  major. 


‘.From  the  Veterans  Administration  Hospital,  Salt  Lake 
City. 


In  the  cases  described  in  the  literature, 
and  in  the  present  case,  the  cyst  was  approxi- 
mately 0.5  cm.  below  the  surface  of  the 
frontal  cortex  and  would  be  above  the  radiat- 
ing fibers  of  the  corpus  callosum. 

The  following  case  is  reported  to  illustrate 
a pneumocele  or  pneum.ocyst  of  the  frontal 
lobe  in  which  arteriography  was  carried  out. 
Elkin  and  Taylor^  stated  “the  diagnosis  is 
quite  apparent  on  plain  skull-films  with  no 
need  for  more  complicated  x-ray  studies.” 
The  case  illustrates  the  im.portance  of  delayed 
x-ray  study  in  cases  of  fractures  of  the  skull. 


Fig.  1.  A-P  view  on  May  9,  1964  showing  bullet 
fragments  about  the  right  orbit  and  one  large 
fragment  in  the  left  parietal  area. 
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right  eye  there  was  a beefy  red,  edematous  mass 
of  tissue  which  included  muscle  and  parts  of  the 
globe. 

Plain  roentgenograms  of  the  skull  (Figs.  1 and 
2)  showed  fractures  about  the  right  orbit  and 
frontal  sinus,  and  lead  fragments  in  the  left 
parietal  area. 

The  wound  of  entrance  was  cleansed  and  ex- 
cised under  local  anesthesia.  It  healed  per  primam, 
and  he  was  discharged  on  May  18,  1964.  He  had 
a moderate  right  hemiparesis  associated  with  ex- 
pressive asphasia. 

On  January  6,  1965,  he  had  moderate  weakness 
in  the  right  extremities,  particularly  the  hand.  He 
had  difficulty  in  carrying  out  rapidly  alternating 
movements  in  the  right  hand.  His  daughter  stated 
that  the  patient  had  been  even  better  and  the 
reason  she  had  asked  him  to  return  was  that  there 
had  been  some  detrioration  in  his  speech,  and  in 
movement  of  the  right  side.  The  patient  was  placed 
on  Dilantin  and  physical  therapy  started.  On  Janu- 
ary 25,  1965,  he  was  much  improved  and  on  April 
27,  1965,  it  was  learned  that  about  five  days  pre- 
viously he  had  suddenly  become  worse,  with 
weakness  of  the  right  extremities  and  speech  be- 
coming much  less  intelligible.  On  April  27,  he  was 
much  weaker  on  the  right  than  at  any  time  in  the 
past  and  his  speech  was  hardly  coherent. 

Plain  roentgenograms  of  the  skull  (Figs.  3 and 
4)  showed  an  air-containing  structure  in  the  left 


Fig.  4.  Lateral  view  demonstrating  no  ventricular 
filling. 


Fig.  3.  A-P  skull  roentgenogram  Apr.  27,  1965, 
showing  pneumocyst  of  frontal  lohe;  notice  close 
approximation  of  air  to  surface  of  brain. 


Report  of  a Case 

J.  J.,  a 55-year-old,  white  male  was  seen  on 
May  9,  1964.  Several  hours  prior  to  admission  he 
had  received  a gunshot  wound  of  the  head.  The 
patient  was  shot  in  the  right  forehead  in  the  area 
of  the  outer  canthus  of  the  right  eye  by  a .22 
calibre  rifle.  He  was  in  acute  distress  when  seen. 
He  said  only  a few  words.  The  wound  of  entrance 
was  about  1 cm.  posterior  and  1 cm.  superior  to 
the  outer  canthus  of  the  right  eye,  and  the  wound 
was  approximately  .5  cm.  across.  There  was  mas- 
sive swelling  about  this  area,  and  in  place  of  the 


Fig.  2.  Lateral  view. 
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frontal  lobe  which  measured  10  x 5 cm.  This  struc- 
ture appeared  to  be  within  the  substance  of  the 
brain  itself.  It  did  not  move  when  the  patient  was 
placed  in  different  positions  and  it  did  not  com- 
municate with  the  ventricular  system.  The  superior 
wall  of  the  air-structure  was  just  below  the  inner 
table  of  the  skull.  No  frontal  sinus  fractures  could 
be  visualized. 

A left  carotid  arteriogram  (Figs.  5 and  6) 
showed  shift  of  the  anterior  cerebral  vessels  to  the 
right  side,  associated  with  some  bowing  of  the 
anterior  cerebral  artery.  The  radiographic  changes 
were  typically  those  of  a frontal-lobe  mass. 

On  the  basis  of  the  x-ray  studies  and  neuro- 
logical examination  it  was  postulated  that  the 
patient  had  received  a gunshot  wound  in  the 
right  frontal  area,  that  the  bullet  had  traversed 
the  skull  just  above  the  frontal  bone  to  the  left 
orbital  area,  and  then  the  large  fragment  seen 
in  the  left  perietal  area  (Fig.  1)  had  ricocheted 
from  the  left  frontal  area  into  this  region. 

At  surgery,  the  dura  was  densely  adherent  to 
the  frontal  pole,  and  when  an  attempt  was  made 
to  separate  the  dura  from  the  brain  in  the  frontal 
area  the  effort  was  unsuccessful  and  led  to  profuse 
bleeding  from  the  cortex.  The  cortex  was  dis- 
colored, swollen,  and  severely  damaged.  A defect 
in  the  posterior  wall  of  the  frontal  sinus,  about  0.5 
cm.  across  and  3 cm.  in  length,  was  found  but 
the  dura  was  intact  in  this  area.  Mobilization  of 
the  dura  into  the  cribriform  plate  area  did  not 


Fig.  5.  A-P  carotid  arteriogram  Apr.  28,  1965, 
showing  shift  of  anterior  cerebral  vessels  to  right 
and  relationship  of  the  air  cyst  to  the  cerebral 
vessels. 


Fig.  6.  Lateral  carotid  arteriogram. 


show  a tear  in  the  dura  and  no  spinal  fluid  was 
seen  coming  through  the  dura.  Specifically,  no 
fistulous  tract  was  seen  coming  up  from  the  area 
of  the  ethmoids,  cribriform  plate,  or  frontal  sinus 
into  the  frontal  lobe.  The  left  frontal  sinus  had 
been  entered  during  the  craniotomy  and  it  was 
possible  to  place  a curette  through  a midline  sep- 
tum to  the  right  frontal  sinus.  Because  of  swelling 
and  tightness  of  the  brain,  the  pneumocyst  was 
opened.  This  led  to  collapse  of  the  brain  and  the 
cyst  was  centered.  It  measured  approximately  10 
X 5 cm.,  had  a smooth  lining,  and  no  opening  could 
be  seen  into  it. 

Discussion 

After  surgery,  there  was  improvement  in 
the  patient’s  hemiparesis  and  his  speech.  This 
improvement  has  continued  and  now  the  pa- 
tient is  as  well,  so  far  as  movement  and  speech 
are  concerned,  as  he  has  been  at  any  time 
since  the  accident. 

Exactly  when  the  pneumocyst  developed 
is  not  clear,  but  it  is  felt  that  it  developed 
almost  12  months  following  the  accident. 
Associated  with  it  was  cerebral  edema,  which 
did  not  subside  over  a period  of  days  and  was 
becoming  worse.  Rapid  improvement  follow- 
ing surgery  was  probably  due  to  release  of 
air  under  pressure  which  was  contributing 
to  cerebral  edema.  Another  possibility  is  the 
air-cyst  developed  soon  after  the  accident  and 
an  actual  or  potential  communication  with 
the  extracranial  space  was  present  from  the 
beginning.  This  communication  may  have 
assumed  a ball-valve  function  and  intermit- 
tently air  accumulated  under  pressure  in  the 
cyst.  This  would  lead  to  neurological  dysfunc- 
tion. The  final  episode  was  precipitated  by 
great  increase  of  pressure  in  the  cyst.  This 
communication  was  not  seen  at  surgery. 
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Summary 

A case  has  been  presented  of  pneumocyst 
of  the  frontal  lobe  associated  with  cerebral 
edema  or  periodic  enlargement  of  the  pneu- 
mocyst, as  established  by  arteriography  and 
craniotomy.  As  nearly  as  can  be  determined, 
it  is  the  only  case  of  this  type  in  the  literature 
where  arteriography  has  been  done.  It  is 
believed  that  the  pathogenesis  consisted  of 
severe  brain  injury  associated  with  destruc- 
tion of  a portion  of  the  frontal  lobe.  There 
was  also  a posterior  wall  frontal  sinus  frac- 
ture. One  year  after  the  accident,  or  inter- 
mittently over  the  year,  air  entered  the  area 
of  brain  destruction  from  the  sinus  and  be- 
came localized.  Cerebral  edema  developed 
later,  or  pressure  in  the  cyst  began  to  in- 
crease, and  this  led  to  neurologic  deteriora- 
tion which  was  reversed  by  surgery.  • 
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Esophageal  atresia-tracheo- 
esophageal fistula* 


Each  year  an  estimated  175,000  infants  are 
born  in  the  United  States  with  congenital 
deformities  of  importance.  Four  babies  in 
every  hundred  have  a serious  birth  mal- 
formation — from  causes  mostly  unknown. 
Among  the  malformations  seen  in  these  in- 
fants is  esophageal  atresia.  This  defect  is  of 
extreme  importance  since  it  is  incompatible 
with  life  unless  it  is  recognized  and  treated 
shortly  after  birth.  Its  incidence  is  estimated 
to  be  1 in  2000  to  1 in  2500  births.  Although 
this  malformation  was  first  described  in  1697 
there  was,  until  recently,  little  hope  for  sur- 
vival among  these  unfortunate  infants.  Prior 
to  1939  all  of  them  died.  We  are  all  well  aware 
of  the  contribution  made  in  1941  by  Dr. 
Cameron  Haight  when  he  accomplished  the 
first  successful  one-stage  repair. 

Concomitant  with  the  advances  in  thoracic 

♦From  the  Latter-day  Saints  Hospital,  Salt  Lake  City, 
Utah. 


Consecutive  Survivals 

Robert  J.  Beveridge,  MD,  Salt  Lake  City 

and  cardiovascular  surgery  during  the  past 
fifteen  years,  there  has  been  a steadily  in- 
creasing survival  among  the  little  patients 
with  this  malformation.  Many  factors  are 
responsible  for  this  increasing  survival,  in- 
cluding earlier  recognition  of  the  malforma- 
tion; better  preoperative  and  anesthetic  tech- 
nics; earlier,  more  rapid  and  less  traumatic 
surgery;  and,  probably  most  important,  me- 
ticulous attention  to  the  postoperative  phase 
of  their  care. 

This  presentation  is  to  report  a series  of 
sixteen  consecutive  survivals  in  infants  with 
this  malformation  and  to  discuss  briefly  sev- 
eral aspects  of  their  care  and  treatment  that 
we  feel  are  necessary  to  obtain  the  best 
results. 

A brief  description  of  the  malformation 
will  be  advantageous  to  our  discussion. 
Atresia  of  the  esophagus  is  the  primary  de- 
fect, with  loss  of  continuity  of  the  esophagus 
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from  pharynx  to  stomach.  Usually  the  upper 
esophagus  ends  in  a blind  pouch.  This  pouch 
varies  in  length  from  high  in  the  neck  to  low 
in  the  mediastinum,  opposite  the  bifurcation 
of  the  trachea.  The  length  of  this  pouch  and 
its  availability  for  anastomosis  with  the  lower 
esophageal  segment  is  very  important  in  the 
repair  of  this  defect.  As  is  well  known,  four 
types  or  variations  of  the  esophageal  atresia- 
tracheo-esophageal  fistula  complex  have  been 
described.  In  the  majority  of  cases,  the  upper 
esophageal  segment  ends  in  a blind  pouch  and 
the  lower  esophageal  remnant  communicates 
with  the  tracheo-bronchial  system  at  or  near 
the  tracheal  bifurcation.  This  type  of  anomaly 
will  occur  in  approximately  90  per  cent  of 
the  patients,  the  so-called  Type  II. 

On  occasion,  the  upper  pouch  will  have 
a communication  with  the  tracheo-bronchial 
system,  but  this  is  rare.  The  presence  of  a 
tracheo-esophageal  fistula  accompanying  the 
esophageal  atresia  adds  considerably  to  the 
concern  of  all  responsible  for  the  preopera- 
tive preparation  and  surgery.  The  infants 
who  have  tracheo-esophageal  fistula  not  only 
aspirate  secretions  from  the  esophageal  pouch 
into  the  respiratory  tract,  but  also  must  con- 
tend with  the  gastric  secretions  that  may 
enter  the  tracheo-bronchial  tree  by  means  of 
the  direct  communication  through  the  fistula. 
This  connection  between  the  tracheo-bron- 
chial tree  and  the  stomach  is  also  of  great 
concern  to  the  anesthesiologist  who  finds  his 
anesthetic  mixture  entering  and  distending 
the  stomach  until  vented  by  means  of  a gas- 
trostomy. 

Associated  anomalies 

Infants  with  this  malformation  have  a 
high  incidence  of  associated  anomalies.  In 
one  series,  28  per  cent  of  the  infants  had  an 
associated  anomaly.  In  another  series  it  was 
77  out  of  233.  Usually,  the  associated  malfor- 
mation is  also  of  the  gastrointestinal  tract, 
with  imperforate  anus  in  its  various  forms 
being  the  most  common.  Anomalies  of  all  the 
other  systems  have  been  seen  and  described. 

Esophageal  atresia  apparently  is  more 
common  in  males  and,  also,  it  is  often  associ- 
ated with  prematurity.  Twenty  to  25  per  cent 
of  these  infants  have  a birth-weight  of  2500 
grams  or  less. 

The  presentation  of  a small  series  such 


as  this  is  usually  of  little  value;  however,  in 
this  instance,  it  does  present  a high  percent- 
age of  survival  in  consecutive  patients.  These 
infants  had  a variety  of  congenital  malforma- 
tions associated  with  the  esophageal  atresia 
and  numerous  complications  were  encoun- 
tered. 

Statistics  of  interest 

Some  general  information  concerning  the 
series  will  be  of  interest.  The  mothers  ranged 
in  age  from  17  to  35  years,  with  eleven  moth- 
ers being  in  their  early  twenties.  All  of  the 
families  in  the  series  were  Caucasian.  In  one 
instance,  the  child  was  the  eighth  child  born 
and  in  another,  the  sixth  child  in  the  family. 
However,  in  10  instances,  the  patient  was 
the  first  or  second  child  born  in  the  family. 
The  average  hospital  stay  of  the  infants  was 
20  days.  This  included  the  total  hospitaliza- 
tion of  the  premature  infants  that  were  kept 
in  the  hospital  until  they  weighed  5 pounds 
or  more  and  also  included  three  infants  with 
multiple,  serious  associated  anomalies  that 
prolonged  the  hospitalization.  Forty  per  cent 
of  the  infants  were  premature,  the  smallest 
weighing  3 lbs.  3 oz.  Four  of  the  infants  had 
associated  anomalies  of  major  nature,  includ- 
ing three  with  imperforate  anus.  Two  infants 
of  these  four  had  multiple  major  defects.  This 
series  is  unusual  in  that,  contrary  to  the 
general  trend,  females  outnumbered  males 
9 to  7. 

Early  suspicion  that  an  esophageal  atresia 
may  be  present,  followed  by  early  diagnosis 
of  the  defect  and  recognition  of  associated 
anomalies,  forms  the  foundation  upon  which 
our  approach  to  the  problem  is  based.  In  a 
high  per  cent  of  cases,  the  nurses  in  the 
nursery  first  suspected  the  lesion  when  they 
noted  an  increase  in  oral  secretions,  cough- 
ing and/or  cyanosis,  in  the  infants.  Our  nurs- 
ery personnel  have  developed  a high  index 
of  suspicion  for  this  lesion.  In  this  series,  it 
should  be  noted  that  surgery  was  recom- 
mended and  performed  within  the  first  24 
hours  in  all  but  two  of  the  cases. 

Once  the  defect  is  suspected  an  accurate 
diagnosis  must  be  made.  A soft  plastic  or 
rubber  catheter  is  first  passed  through  the 
nasopharynx  into  the  upper  esophagus  in  an 
attempt  to  enter  the  stomach.  If  it  cannot  be 
made  to  pass  into  the  stomach  it  is  then  taped 
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into  position  and  an  anterior-posterior  full 
length  x-ray  is  taken.  If  the  upper  esophagus 
ends  in  a pouch  the  catheter  will  be  seen 
curled  in  this  pouch,  thus  establishing  the 
diagnosis.  At  the  same  time  other  informa- 
tion is  obtained.  In  those  patients  with  a 
tracheo-esophageal  fistula,  air  will  be  noted 
in  the  gastrointestinal  tract.  In  the  patients 
that  do  not  have  a tracheo-esophageal  con- 
nection, no  air  is  visible  in  the  intestinal 
tract.  These  latter  infants  more  often  tend  to 
be  premature  than  those  with  a tracheo- 
esophageal fistula  and  their  birth  is  accom- 
panied by  polyhydramnios  in  a rather  high 
per  cent  of  cases,  estimated  to  be  60  per  cent 
or  more. 

TABLE  1 

CONGENITAL  ESOPHAGEAL  ATRESIA 
16  CONSECUTIVE  SURVIVALS 

Average  weight 5 lbs.  1 oz. 

Average  time — birth  to  surgery  (hours) 11 

Average  age  of  mothers 23 

Number  of  prematures 7 

Males  7 

Females  9 

Number  with  associated  anomalies 4 

We  have  found  that  it  is  not  necessary  to 
instill  a radiopaque  substance  into  the  cathe- 
ter to  outline  the  upper  tract.  If,  however, 
one  feels  oil  is  needed,  then  iodized  oil  should 
be  used  and  retrieved  through  the  catheter 
before  it  is  removed.  Barium  should  never  be 
used.  We  no  longer  use  any  foreign  substance. 
The  full  length  x-ray  will  occasionally  reveal 
other  defects  and  complications  such  as  pneu- 
monia, situs  inversus,  malrotation,  etc. 

Early  recognition  of  the  malformation 
often  prevents  one  of  the  most  common  and 
lethal  complications,  that  of  pneumonia, 
which,  when  first  seen,  usually  involves  the 
right  upper  lobe.  This  pneumonia  is  a product 
of  several  factors,  the  major  one  being  reflux 
of  oral  secretions  into  the  trachea,  carrying 
with  them  bacteria  from  the  esophageal 
pouch  and  mechanically  obstructing  the  up- 
per-lobe bronchus.  Also,  when  a tracheo- 
esophageal fistula  exists,  there  is  reflux  of 
gastric  juices  through  the  lower  segment  and 
into  the  tracheo-bronchial  tree.  The  general- 
ized pneumonitis  produced  by  this  occurrence 
presents  a serious  and  often  fatal  complica- 
tion. These  infants  should  be  kept  in  head- 
elevated  position  until  surgical  repair  can  be 


undertaken.  As  soon  the  diagnosis  has  been 
established,  the  infant  should  be  transported 
to  an  institution  which  is  capable  of  handling 
this  type  of  patient. 

We  feel  that  surgery  should  be  instituted 
as  soon  as  possible,  delaying  only  for  diag- 
nostic studies,  necessary  laboratory  proce- 
dures and  anesthetic  preparation.  Many  more 
complications  are  avoided  by  early  surgery 
than  are  avoided  by  delaying.  Dehydration, 
if  present  to  a severe  degree,  can  be  alleviated 
in  a few  hours  while  proceeding  with  the 
other  preparations.  I have  been  very  fortu- 
nate in  having  an  excellent  group  of  pedi- 
atricians to  share  the  responsibility  and,  also, 
anesthesiologists  with  wide  experience  in 
pediatric  anesthesia.  These  physicians  are 
not  only  available  when  this  problem  arises, 
but  have  a high  interest  in  these  infants.  If 
pneumonia  should  be  present,  penicillin  is 
immediately  administered  and  systematic  and 
frequent  oro-pharyngeal  aspiration  of  secre- 
tions is  instituted.  While  awaiting  surgery, 
the  infant  is  kept  in  a warmed  isolette  and 
oxygen  is  administered  by  a funnel. 

TABLE  2 
DIAGNOSIS 

1.  Suspicion — Excess  salivation 

Choking 

Cyanosis 

2.  Intubation — Number  6-12  catheter 

3.  Full-length  x-ray  with  catheter  in  place 
(Contrast  media  not  needed) 

As  soon  as  all  preoperative  preparations 
are  complete  and  the  operating  room  is  in 
readiness,  the  infant  is  ready  for  the  surgical 
approach.  Two  procedures  are  performed  im- 
mediately, both  under  local  anesthetic:  First, 
a cut-down  is  made  for  the  insertion  of  an 
intravenous  catheter  which  must  function 
for  at  least  48  hours  and  usually  longer.  This 
plastic  catheter  is  inserted  through  the  saphe- 
nous vein  at  the  ankle  to  a position  high  in 
the  thigh.  It  is  kept  open  with  5 per  cent 
glucose  in  water.  Immediately  upon  complet- 
ing the  cut-down,  a tube  gastrostomy  is 
established  by  inserting  a No.  10-14  rubber 
mushroom  catheter  through  a purse-string 
suture  of  3-0  chromic  catgut  in  the  anterior 
wall  of  the  stomach.  This  is  done  through  a 
small  left  rectus  muscle-splitting  incision. 
The  catheter  is  trimmed  so  that  only  a small 
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rim  o,f  the  mushroom  flange  remains  to  hold 
the  catheter  within  the  stomach.  The  same 
suture  that  closes  the  purse-string  about  the 
catheter  is  then  used  to  close  the  peritoneum 
and  assures  a union  between  the  stomach  and 
abdominal  wall.  It  is  only  after  this  gastric 
vent  has  been  put  into  place  that  the  anes- 
thesiologist can  safely  switch  to  general  endo- 
tracheal anesthesia. 

TABLE  3 

OPERATIVE  PROCEDURES 


Venous  cutdown 
Gastrostomy 
Transpleural  approach 
Immediate  closure  of  the  fistula 
One  layer  oblique  anastomosis 
Accurate  blood  replacement 

The  anesthetic  is  conducted,  utilizing  the 
endotracheal  technic  and  employing  oxygen, 
nitrous  oxide  and  cyclopropane.  The  infant 
is  placed  on  a water-bath  at  105°  to  minimize 
heat  loss  but,  even  so,  temperatures  as  low 
as  96-95°  are  commonly  seen.  The  tempera- 
ture is  monitored  during  the  surgery  by  a 
rectal  thermocouple. 

Extreme  care  is  exerted  to  avoid  over- 
hydration with  the  intravenous  fluids.  Blood 
is  replaced  as  lost  with  low  titer  “O”  negative 
blood  and  seldom  is  more  than  20  cc.  neces- 
sary. 

TABLE  4 

POSTOPERATIVE  CARE 

Accurate  fluid  replacement 

Minimal  handling  of  infant 

Warm,  moist  environment  with  oxygen  at  30% 

Progressive  gastrostomy  feedings 

Progressive  oral  feedings 

Family  education 

The  patient  is  placed  on  his  left  side  and 
the  head  is  held  horizontal  with  the  body  by 
a small  towel.  The  neck  is  flexed  so  as  to 
make  the  esophageal  pouch  as  available  as 
possible  during  the  dissection  and  anasto- 
mosis. The  right  pleural  cavity  is  entered 
through  a postero-lateral  circumscapular  in- 
cision overlying  the  5th  innerspace.  A trans- 
pleural approach  is  made  to  the  mediastinum, 
with  the  lung  retracted  anteriorly  and  interi- 
orly by  a piece  of  smooth,  transparent  plastic 
drape  to  minimize  trauma  to  the  lung  surface. 

Attention  is  first  directed  to  the  lower 
esophageal  segment  in  the  area  of  the  bifur- 


cation of  the  trachea.  Careful  dissection 
isolates  the  tracheo-esophageal  communica- 
tion in  this  area.  Great  care  must  be  utilized 
to  preserve  every  millimeter  of  length  of  the 
lower  esophageal  segment  and  also  not  to 
compromise  the  rather  precarious  blood  sup- 
ply to  this  lower  segment.  The  lower  segment 
is  then  severed  from  the  tracheal  communica- 
tion and  the  tracheal  side  is  closed  as  flush 
with  the  tracheal  wall  as  possible  with  two  or 
three  stitches  of  5-0  silk.  As  soon  as  the 
tracheo-esophageal  fistula  is  closed,  the  an- 
esthesiologist can  be  more  secure  with  his 
little  patient. 

Attention  is  then  turned  to  the  upper 
mediastinum  and  the  upper  esophageal  pouch. 
A catheter  is  inserted  by  the  anesthesiologist 
into  the  superior  pouch  to  help  identify  this 
structure  and  make  its  dissection  from  sur- 
rounding tissue  easier.  This  is  particularly 
necessary  in  the  area  of  the  solid  attachment 
to  the  trachea  where  a perforation  of  the 
trachea  may  occur.  As  the  two  segments  are 
dissected  free,  it  soon  becomes  apparent 
if  a primary  anastomosis  will  be  possible. 
If  this  is  not  possible,  the  end  of  the  upper 
pouch  is  brought  out  anterior  to  the  left 
sternocleidomastoid  muscle  as  a cervical 
esophagotomy. 

The  anastomosis  is  made  on  the  oblique 
by  cutting  both  the  pouch  and  the  lower 
segment  at  a corresponding  angle.  This  will 
tend  to  decrease  the  amount  of  postoperative 
stricture  and  provide  a larger  lumen.  The 
anastomosis  is  made  with  a single  row  of  5-0 
black  silk  stitches,  8 to  10  usually  being  nec- 
essary for  adequate  closure.  Anterior  and 
posterior  guide-sutures  are  placed  and  tied 
and  the  left  side  of  the  esophagus  is  sutured 
first,  tying  the  knots  on  the  inside.  The 
remainder  of  the  esophagus  is  then  closed, 
after  having  inserted  the  catheter  through 
the  superior  pouch  and  into  the  lower  seg- 
ment. This  splints  the  esophagus  for  further 
suturing  and  prevents  inadvertent  inclusion 
of  the  opposite  wall  in  a stitch.  Following 
the  anastomosis,  the  catheter  is  removed. 
The  mediastinal  pleura  is  left  open,  the  lung 
re-expanded  and  the  wound  closed  in  layers 
with  4-0  and  5-0  silk.  A single  No.  12  catheter 
is  placed  in  the  posterior-lateral  aspect  of  the 
thorax  from  base  to  apex  and  brought  out 
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through  a stab-wound  in  the  10th  posterior 
interspace.  This  chest-tube  is  then  attached 
to  a waterseal  of  small  size  to  facilitate  easy 
transportation  and  handling. 

The  infant  is  returned  to  the  intensive 
care  unit  in  a pre-warmed  and  pre-oxygen- 
ated  isolette.  The  oxygen  is  kept  at  a level 
of  around  30  per  cent  as  measured  by  an 
oximeter.  The  temperature  is  maintained  at 
approximately  100°  and  mist  is  constantly 
kept  in  the  isolette.  The  infant  is  placed  in 
a head-up  position  of  15-20  degrees  and  for 
the  next  week  is  disturbed  only  as  is  abso- 
lutely necessary. 

Postoperative  precaution 

We  have  felt  that  minimal  handling  in 
the  immediate  postoperative  stage  is  essential 
in  these  extremely  weak  and  fragile  patients. 
Their  temperature  is  not  taken  nor  are  they 
weighed  daily.  They  are  clothed  only  with 
a diaper  which  is  changed  when  necessary. 
The  gastrostomy  tube  is  kept  elevated 
through  the  hole  in  the  top  of  the  isolette 
and  the  intravenous  tubing  is  brought  out 
through  a side-port.  For  the  next  48  hours 
the  total  amount  of  fluid  and  nutrients  are 
given  to  the  infant  through  the  intravenous 
catheter,  utilizing  5 per  cent  glucose  in  water. 
After  the  48th  hour,  feedings  are  started 
through  the  gastrostomy.  The  infant  is  in- 
clined approximately  30  degrees  at  this  time 
to  facilitate  the  gastrostomy  feedings.  Glu- 
cose water  is  used  initially  and,  if  tolerated, 
the  child  is  rapidly  advanced  to  half-strength 
formula  and  then  to  full-strength  formula. 
These  feedings  are  given  every  2 hours  in 
increments  of  approximately  5 cc.  initially 
and  increased  to  30  cc.  per  feeding  as  soon 
as  it  is  tolerated. 

On  the  eighth  day,  if  there  is  no  evidence 
of  esophageal  disruption  and  leak,  oral  feed- 
ing is  started,  utilizing  glucose  water  given 
by  eye-dropper.  This  small  amount  that  is 
available  through  an  eye-dropper  is  to  pre- 
vent disruption  of  the  esophageal  suture-line 
by  a large  bolus  of  liquid.  On  the  10th  day, 
half-strength  formula  is  given  by  bottle 
through  a nipple  with  a small  hole  so  that 
the  infant  cannot  swallow  a large  bolus  at 
any  time.  On  the  13th  and  14th  day  the  infant 
is  getting  full-strength  formula  and  is  being 
fed  and  cared  for  by  the  mother,  so  she  no 


longer  has  fear  of  handling  her  child.  If  no 
feeding  complications  occur,  the  gastrostomy 
tube  is  removed  on  the  12th  postoperative 
day.  No  sutures  are  needed  to  close  the 
gastrostomy  and  only  a small  tape  dressing 
is  used. 

We  have  been  very  satisfied  with  the 
single  layer,  oblique  anastomosis  of  the 
esophagus.  Still,  we  have  found  it  necessary 
to  dilate  six  of  the  cases  postoperatively  to 
date.  There  has  been  only  one  postoperative 
disruption  of  the  anastomosis  and  this  was 
caused  approximately  6 hours  after  surgery, 
by  too  vigorous  pharyngeal  aspiration.  This 
leak  closed  spontaneously  without  complica- 
tions. 

TABLE  5 
COMPLICATIONS 


Preoperative 
Pneumonitis 
Atelectasis 
Associated  anomalies 
Dehydration 

Postoperative 

As  above  plus — 

Esophageal  anatomic  leak 
Stricture 

Subsequent  perforation 
Empyema,  etc. 


It  is  my  opinion  that  the  overall  good 
results  obtained  in  this  series  has  been  due 
to  many  things.  Most  important,  in  my  esti- 
mation, is  early  recognition  and  operation 
under  ideal  conditions,  utilizing  the  trained 
operating  room  personnel  and  the  excellent 
anesthesia  that  we  have  available.  Second, 
rapid  transpleural  surgery  utilizing  an 
oblique  anastomosis  in  one  layer  and  pre- 
ceded by  gastrostomy  in  all  instances.  This 
gastrostomy  provides  a vent  during  the  in- 
duction and  early  part  of  the  surgery  and 
is  later  used  for  feeding  the  infant  when  fluid 
and  protein  requirements  are  necessarily 
high.  Third,  the  excellent  postoperative  care 
and  attention  these  infants  get  in  our  inten- 
sive care  area.  They  are  observed  constantly 
but  handled  only  when  absolutely  necessary. 
In  two  instances,  we  have  had  cardiac  and 
respiratory  arrests.  These  have  been  immedi- 
ately recognized  and  the  infants  resuscitated 
by  an  excellent  nursing  staff.  I cannot  pay 
too  high  a tribute  to  these  dedicated  nurses. 
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TABLE  6 

FLUIDS  AND  FEEDING 


Intravenous  only  48  hours 

Gastrostomy  48  hours — 8 days 

Glucose  water — progressive  formula 

5 cc-60  cc 12  hours 

Oral ....After  8 days 

Eyedropper  2 days 

Glucose  water — progressive  formula 


Conclusion 

In  assuming  responsibility  for  these  small 
patients,  one  must  develop  a philosophy  best 
exemplified  by  the  attending  pediatrician  in 
one  case.  When,  as  multiple  defects  became 
apparent,  I asked  if  we  would  be  justified  in 
operating  on  this  child  he  answered,  “Do  we 
have  any  justification  for  not  operating?” 


I know  of  no  patients  who  need  more  inten- 
sive and  alert  postoperative  care  and  none 
who  present  a more  difficult  overall  problem. 
The  successful  management  of  a complicated 
esophageal  atresia-tracheo-esophageal  fistula 
patient  is  an  overall  team-effort  from  recog- 
nition to  discharge.  • 
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University  of  Utah  nurse- 
midwifery  program* 

Joyce  Cameron,  MSN  (R.N.),  and  Irwin  H.  Kaiser,  MD,  Salt  Lake  City 


These  dedicated  women  are 
not  poorly  prepared  doctors, 
but  expertly  prepared  nurses. 

Despite  a gradual  fall  in  the  national  birth 
rate,  the  absolute  number  of  births  is  pres- 
ently stable  and  is  due  to  rise  toward  6 million 
births  a year  from  its  present  level  of  4 
million.  This  burden  comes  at  a time  of 
national  acceptance  of  the  safety  and  comfort 
of  hospital  obstetrics,  so  that  there  is  a great 
and  increasing  dearth  of  obstetrical  person- 
nel. This  shortage  is  presently  seen  most 
clearly  among  physicians  in  large  hospitals 
devoted  to  care  of  indigents  in  great  metropo- 
lises. It  is  perhaps  actually  even  more  severe 
among  nurses. 

In  September,  1965,  the  University  of  Utah 
College  of  Nursing  inaugurated  a two-year 
graduate  program  in  Maternal  and  Newborn 
Nursing  leading  to  a Master  of  Science  degree 

*From  the  University  of  Utah  College  of  Nursing,  and 
Department  of  Obstetrics  and  Gynecology,  College  of  Medi- 
cine. 


and  a certificate  in  Nurse-Midwifery.  It  is  the 
third  major  to  be  developed  in  the  graduate 
school  of  the  college. 

This  two-year  program  was  developed  to 
prepare  highly  competent  clinical  specialists 
in  nursing  and  nurse-midwifery  who  can  also 
function  as  teachers,  supervisors,  consultants 
or  research  workers  in  nursing.  The  need  for 
such  prepared  individuals  is  acute  through 
the  United  States.  A recent  survey  of  hos- 
pitals in  Utah  with  50  or  more  beds  disclosed 
that  of  the  twenty  maternity  nursing  service 
supervisory  positions,  only  one  was  filled  by 
a nurse  with  a graduate  degree  as  evidence 
of  advanced  training  and  that  degree  had  not 
been  obtained  in  maternal  and  newborn 
nursing.  Several  hospitals  are  without  a 
supervisor.  Furthermore,  diploma,  associate 
degree  and  basic  collegiate  programs  within 
the  state  are  in  need  of  teachers  with  gradu- 
ate specialization  in  maternal  and  newborn 
nursing.  To  date,  only  a few  of  the  approxi- 
mately twelve  individuals  teaching  in  this 
area  have  advanced  degrees. 
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Dean  Mildred  D.  Quinn  of  the  University 
of  Utah  College  of  Nursing  has  stated  that 
“the  University  of  Utah  is  the  only  university 
in  Utah  and  in  several  of  the  adjoining  states 
to  have  a nationally  recognized,  accredited 
graduate  program  in  nursing.  We  do  and 
should  supply  to  institutions  in  our  own  state 
and  in  nearby  states  a large  proportion  of  the 
clinical  specialists,  teachers  and  administra- 
tors in  nursing.” 

Nurse-Midwifery — a specialty 

To  prepare  the  highly  skilled  maternity 
nurse  specialist,  it  is  necessary  that  she  be 
competent  in  care  throughout  the  maternity 
cycle,  including  normal  delivery.  It  is  for  this 
reason  that  ours  became  the  first  graduate 
program  in  the  west  to  include  nurse-mid- 
wifery as  an  integral  part  of  the  major.  East- 
ern universities  which  offer  similar  programs 
are  Yale,  Columbia,  The  Catholic  University 
of  America  and  the  New  York  Medical  Col- 
lege. 

To  many  physicians  and  nurses  the  term 
“midwife”  conjures  up  an  image  of  a woman 
without  professional  nurse  preparation,  who 
by  virtue  of  either  casual  training  or  unsuper- 
vised experience  delivers  babies.  Until  re- 
cently the  State  of  Utah  had  a law  which 
regulated  the  licensure  and  practice  of  mid- 
wives. Utah  is  unique  in  that  it  was  one  of 
the  few  states  to  provide  special  training  and 
preparation  for  selected  women  in  the  early 
days  of  its  founding.  The  practice  of  many 
of  these  women  was  of  excellent  quality  for 
the  period  of  time  in  which  they  functioned. 
However,  the  modern  nurse-midwife  in  our 
country  today  is  a person  completely  apart 
from  the  lay  midwife. 

The  American  College  of  Nurse-Midwifery 
recognizes  the  nurse-midwife  as  a specialist 
in  much  the  same  way  that  medical  specialty 
boards  recognize  physicians.  It  has  defined 
the  nurse-midwife  as  “.  . . a Registered  Nurse 
who  by  virtue  of  added  knowledge  and  skill 
gained  through  an  organized  program  of 
study  and  clinical  experience  recognized  by 
the  American  College  of  Nurse  Midwifery, 
has  extended  the  limits  (legal  limits  in  juris- 
dictions where  they  pertain)  of  her  practice 
into  the  area  of  management  of  care  of 
mothers  and  babies  throughout  the  maternity 


cycle  so  long  as  progress  meets  criteria  ac- 
cepted as  normal.” 

The  nurse-midwife,  prepared  at  the  mas- 
ter’s level,  is  a clinical  specialist  in  maternal 
and  newborn  nursing,  with  additional  prep- 
aration and  experience  in  obstetric  manage- 
ment of  normal  mothers  and  newborns.  Her 
preparation  enables  her  to  function  effective- 
ly as  a teacher  in  basic  baccalaureate  or 
graduate  nursing  programs;  as  an  instructor 
or  director  of  parent  education  programs;  a 
supervisor  of  obstetrical  nursing  services, 
clinics  or  maternity  centers;  a consultant  to 
official  and  voluntary  agencies;  a researcher 
in  nursing  and  nurse-midwifery;  a participant 
in  special  projects  in  maternal  and  child  care; 
or  in  direct  practice  as  a nurse-midwife.  In 
direct  practice  she  may  be  employed  in  rural 
areas,  in  large  city  or  county  hospitals,  in 
foreign  service  such  as  the  Peace  Corps  or 
World  Health  Organization,  or  as  a part  of 
a private  group  practice,  with  a team  of 
obstetricians  and  gynecologists.  In  such  a 
position  she  could  provide  comprehensive 
care  including  preparation  for  childbirth  and 
parenthood  for  all  patients,  and  in  addition 
manage  the  obstetrical  care,  including  de- 
livery, of  selected  normal  patients.  Some  of 
these  roles  not  only  free  the  physician  for 
more  time  with  patients  who  have  obstetric 
and  gynecologic  pathology,  but  as  a nurse- 
midwife  she  adds  a new  dimension  to  pro- 
fessional nursing  care  which  has  unique 
benefits  for  patients  and  increased  satisfac- 
tion for  herself.  It  should  be  noted  that  in 
any  position  of  direct  practice,  the  nurse- 
midwife  is  never  an  independent  practitioner, 
but  always  functions  in  a setting  where 
competent  medical  consultation  and  guidance 
are  available  when  needed. 

Expertly  prepared  nurses 

Vera  Keane,  President  of  the  American 
College  of  Nurse-Midwifery  and  Director  of 
Maternity  Center  Association,  states  that 
“nurse-midwifery  helps  the  nurse  who  is 
seriously  interested  in  maternity  care  to  do 
excellently  what  she  must  now  do  merely 
adequately,  or  in  some  instances,  inadequate- 
ly, because  of  lack  of  preparation.  . . . She 
can  do  these  things  only  if  she  maintains  a 
clear  vision  of  herself  as  a nurse  in  the  fullest 
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sense,  making  her  unique  contribution,  rec- 
ognizing the  safe  limits  of  her  own  practice. 
. . . We  are  not  poorly  prepared  doctors,  but 
expertly  prepared  nurses.” 

The  graduate  student  in  nursing  must 
meet  the  same  requirements  for  entrance  and 
graduation  as  do  other  students  in  the  Gradu- 
ate School  of  the  University.  She  takes  classes 
in  research,  writes  a thesis  and  has  one  quar- 
ter practicum  in  either  teaching,  supervision 
or  consultation.  She  attends  core  classes  with 
other  graduate  nurse  students  and  has  a 
minor  or  supporting  work  in  other  depart- 
ments of  the  University.  Approximately  two- 
thirds  of  her  clinical  and  theory  hours  in 
nursing  classes  are  allotted  to  maternal  and 
newborn  nursing  and  one-third  to  nurse-mid- 
wifery. 

Training  through  experience 

Experience  is  provided  in  teaching  prep- 
aration for  childbirth  and  parenthood  classes 
and  in  giving  nursing  care  to  patients  during 
labor,  delivery,  and  the  postpartum  period. 
A major  focus  is  on  the  family  as  a unit  and 
on  prevention  of  perinatal  problems,  such  as 
prematurity,  through  intensive  prenatal  guid- 
ance and  support.  The  student  has  an  oppor- 
tunity to  develop  specific  knowledge  and 
skills  needed  for  care  of  normal,  premature, 
and  ill  infants. 

The  nurse-midwifery  portion  of  the  pro- 
gram is  conducted  in  cooperation  with  the 
Department  of  Obstetrics  and  Gynecology  at 
the  University  Medical  Center.  Resident  and 
staff  physicians  participate  in  teaching  both 
in  the  clinical  areas  and  in  formal  classes. 
Students  attend  regular  obstetrical  confer- 
ences and  rounds,  and  sit  in  on  some  of  the 
classes  given  for  medical  students,  in  addi- 
tion to  their  own  classes  taught  by  faculty 
in  the  College  of  Nursing. 

A description  of  how  the  nurse-midwifery 
service  actually  functions  at  the  University 
Medical  Center  may  be  of  interest.  During 
the  academic  year  the  graduate  students  func- 
tion as  nurse-midwives  in  managing  the  pre- 
natal course  of  a group  of  selected  patients, 
both  in  the  clinic  and  at  home.  When  their 
patients  come  into  the  hospital,  they  give 
them  nursing  care  throughout  labor,  delivery, 
and  the  postpartum  period.  During  selected 


periods  of  the  year  they  function  as  nurse- 
midwives  in  the  hospital  areas  as  well. 

At  the  first  prenatal  visit  the  nurse-mid- 
wife takes  a history  and  evaluates  the  patient 
obstetrically  under  the  direction  of  her  in- 
structor. This  includes  examination  of  the 
breasts,  abdomen,  legs  and  pelvis  (measure- 
ments, Pap  smear,  speculum  and  bimanual 
exam).  The  information  obtained  is  charted 
and  reported  to  the  resident,  who  then  does 
a complete  medical  examination  and  also  con- 
firms the  findings  of  the  pelvic  exam.  If 
the  patient  is  found  to  be  essentially  normal 
with  prognosis  for  spontaneous  delivery,  the 
nurse-midwife  service  is  explained  to  the 
expectant  mother  and  a verbal  consent  is 
obtained  for  care  by  the  nurse-midwives.  To 
date  only  one  or  two  mothers  out  of  over  a 
hundred  have  refused  this  care. 

On  subsequent  visits  the  patient  is  exam- 
ined by  the  nurse-midwife  student  and  he;r 
instructor  and  the  findings  charted.  Time  is 
spent  at  each  visit  in  preparing  the  expectant 
mother  for  her  coming  experiences  and  in 
helping  her  to  cope  more  comfortably  and 
capably  with  current  questions,  problems,  or 
discomforts.  The  resident  is  consulted  when- 
ever there  is  any  question  regarding  devia- 
tion from  the  normal  course  of  events.  Con- 
sultation is  readily  available  as  the  resident 
who  is  supervising  the  medical  students  in 
their  prenatal  clinic  is  just  a few  doors  away 
from  where  the  nurse-midwifery  patients  are 
being  seen.  The  residents  write  prescriptions 
as  needed  for  the  nurse-midwifery  patients. 

Three  patient  categories 

When  the  patient  is  admitted  in  labor  she 
is  placed  in  one  of  the  following  categories: 

1.  Nurse-Midwifery  Management.  These 
are  the  patients  who  have  been  seen  by  the 
nurse-midwives  in  the  clinic  and  other  select- 
ed normal  patients.  All  decisions  regarding 
labor  and  delivery,  including  medication,  are 
made  and  carried  out  by  the  nurse-midwife 
student  under  the  direct  instruction  and 
supervision  of  the  nurse-midwifery  instruc- 
tor. All  orders  for  medication  are  signed  by 
the  resident.  The  nurse-midwife  manages  the 
course  of  labor,  gives  supportive  nursing  care 
and  delivers  the  infant.  She  starts  I.V.’s,  does 
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paracervical  and  pudendal  blocks  and  episi- 
otomies  when  these  procedures  are  appro- 
priate. 

2.  Nursing  Management.  Patients  in  this 
group  include  unregistered  patients,  private 
patients,  patients  with  complications  or  pa- 
tients who  are  normal  and  not  being  carried 
by  the  nurse-midwifery  service.  The  nurse- 
midwife  follows  the  course  of  labor,  does  any 
examinations  or  workup  as  requested  and 
gives  supportive  nursing  care.  Decisions  re- 
garding the  management  of  labor  and  deliv- 
ery are  made  by  the  physician  and  he  delivers 
the  patient.  The  student  nurse-midwife  may 
scrub  in  to  assist  or  for  her  own  learning. 

3.  Medical  Management — Nurse-Midwije- 
ry  Delivery.  These  are  the  few  patients  whose 
medical  condition  is  such  that  they  would  not 
be  candidates  for  the  nurse-midwifery  serv- 
ice, but  whose  obstetrical  course  in  labor  and 
delivery  is  expected  to  be  essentially  normal. 
The  resident  manages  the  case,  the  nurse- 
midwife  cares  for  the  mother  as  described  in 
2 (above)  and  delivers  her.  The  instructor 
and  resident  together  decide  which  aspects 
o,f  obstetrical  management  will  be  retained 
and  which  delegated. 

On  admission,  all  patients  have  a medical 
examination  by  the  intern  or  resident.  The 
resident  is  always  notified  whenever  a patient 
is  taken  to  the  delivery  room.  The  instructor 
and  student  scrub  together  and  manage  the 
second  and  third  stage,  examine  the  infant, 
write  up  the  delivery  and  evaluate  and  care 
for  the  mother  in  the  first  postpartum  hours. 
Postpartum  orders  are  signed  by  the  resident. 

The  mother  and  baby  are  examined  every 
day  and  findings  charted.  Nursing  care,  in- 
cluding teaching,  is  carried  out.  The  nurse- 
midwife  does  the  postpartum  discharge  exam 
with  the  resident.  At  the  six  weeks  checkup 
the  nurse-midwife  takes  a history,  obtains 
the  blood  pressure,  hematocrit,  weight,  and 
examines  the  breasts,  abdomen  and  legs.  She 
then  reports  to  the  resident  who  does  a com- 
plete medical  examination.  They  do  the  pelvic 
examination  together. 

At  all  times  the  mother  is  aware  that  the 
physician  is  immediately  available  should  he 
be  needed,  yet  she  has  the  additional  satis- 


faction of  a close  personal  relationship  with 
someone  who  has  the  time  to  answer  her 
questions,  prepare  her  for  the  experience  and 
become  acquainted  with  her  family  and  their 
needs  and  concerns  in  relation  to  her  child- 
bearing. This  team  approach  is  evidenced  by 
the  excellent  working  relationship  between 
the  nurse-midwives  and  the  resident  and  at- 
tending staff.  Consultation  is  sought  unhesi- 
tatingly, and  physician  and  nurse-midwife 
together  confer  and  agree  upon  the  best 
course  of  action.  Although  both  recognize 
that  the  ultimate  decision  is  the  physician’s,  I 
every  effort  is  made  to  arrive  at  decisions 
jointly.  Both  recognize  the  contribution  of 
the  other  as  adding  a unique  component  to 
the  total  care  of  the  mother  and  infant. 

Our  aim — to  improve  quality  of 
obstetrical  care 

This  program  is,  of  course,  in  its  infancy 
and  it  would  be  presumptuous  to  state  its 
eventual  achievements.  So  far  it  has  met  with 
acceptance  by  all  the  professionals  involved, 
despite  some  skepticism  at  the  outset.  Pa- 
tients have  responded  well.  The  nurse- 
midwife,  whose  field  of  practice  and  area 
of  concern  are  inherently  more  restricted 
medically  than  that  of  the  physician  is  liber- 
ated thereby  to  lavish  attention  on  the  very  | 
areas  the  physician  is  likely  to  leave  un-  ' 
touched— the  intimate  womanly  details — and 
patients  appreciate  this. 

It  is  our  expectation  that  the  severe  short- 
ages of  supervisory  and  teaching  nursing  per- 
sonnel are  such  that  even  when  pressure  due 
to  the  expansion  of  the  number  of  births— 
an  expansion  expected  to  outstrip  by  far  the 
number  of  physicians  trained  in  obstetrics — 
becomes  severe,  that  the  number  of  nurse- 
midwives  in  practice  will  remain  restricted. 
Such  regions  as  remote,  sparsely  populated 
areas  will  certainly  have  to  be  serviced  first. 

The  extent  to  which  the  nurse-midwife  will 
fit  into  the  pattern  of  hospital  and  group 
medicine  can  only  be  learned  from  experi- 
ence. Whatever  the  fate  of  nurse-midwifery 
is  will,  in  the  final  analysis,  depend  on  the 
way  in  which  it  helps  to  improve  the  quality 
of  obstetrical  care.  • 
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Acute  renal  failure  following 
incompatible  blood  transfusion* 


The  nature  of  the  renal  lesion  following 
incompatible  blood  transfusion  reactions  is 
described,  and  special  problems  related  to  the 
clinical  course  and  management  of  the 
ensuing  acute  renal  failure  are  discussed. 
Although  many  patients  are  successfully 
treated  with  conservative  measures,  effective 
methods  of  dialysis  ( artificial  kidney  and 
peritoneal  dialysis ) may  be  applied  in  the 
more  severe  cases. 

Intravascular  hemolysis  following  the  ad- 
ministration of  incompatible  blood  is  a serious 
complication  of  transfusion  therapy  and  fre- 
quently leads  to  acute  renal  failure  (ARF) 
and  death.  The  true  incidence  of  hemolytic 
reactions  is  difficult  to  determine  but  is  said 
to  vary  from  0.1  to  0.5  per  cent.®  This  tragic 
consequence  of  a valuable  and  often  life- 
saving measure  may  be  the  result  of  either 
technical  errors  in  the  blood-bank  or  errors 
of  administration  on  the  ward  or  in  the  oper- 
ating room.  The  more  severe  large-volume 
transfusion  reactions  occur  while  the  patient 
is  undergoing  surgery.  The  masking  of  the 
usual  signs,  and  particularly  the  symptoms, 
of  a transfusion  reaction  in  the  anesthetized 
patient  presents  a particular  challenge  to  the 
anesthesiologist,  since  little  more  than  hypo- 
tension may  indicate  the  occurrence  of  a 
reaction  and  evidence  of  hemolysis  may  not 
be  immediately  apparent.  In  this  paper  atten- 
tion will  be  focused  on  the  problem  of  the 
ensuing  renal  failure  and  its  management. 

The  nature  of  the  renal  lesion 

It  is  not  known  with  certainty  why  in- 
travascular hemolysis  leads  to  acute  renal 
failure.  A pattern  of  patchy  tubular  degen- 
eration with  disruption  of  the  basement 
membrance,  so  elegantly  described  by  Oliver,® 
is  the  usual  pathologic  process  in  many  cases 
of  ARF  following  shock,  burns,  trauma,  trans- 

*From  the  Intermountain  Clinic,  Salt  Lake  City,  Utah. 
The  author  is  Assistant  Clinical  Professor  of  Medicine, 
University  of  Utah  College  of  Medicine. 
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fusion  reactions,  and  inadvertent  introduction 
of  distilled  water  into  the  blood  stream.  The 
presence  of  large  number  of  hemoglobin  casts 
in  the  renal  tubules  suggests  a causative  role 
in  the  sense  of  mechanical  tubular  blockage. 
Intravenously  administered  purified  human 
hemoglobin  does  not  in  itself  cause  renal 
damage,  and  it  is  currently  assumed  that 
other  factors  must  be  operative. 

It  is  likely  that  the  precipitation  of  hemo- 
globin in  the  tubules  follows,  rather  than 
causes,  a tubular  function  abnormality  and 
is  influenced  by  volume  of  urine  flow  and 
pH  of  tubular  urine.  Despite  the  technical 
difficulties  of  measuring  the  renal  blood  flow 
in  the  face  of  oliguria,  some  investigators 
believe  that  renal  ischemia,  incident  to  the 
release  of  a vasoconstrictor  substance  or 
resulting  from  hypotension  during  the  active 
period  of  intravascular  hemolysis,  is  the  most 
important  factor  in  the  production  of  renal 
damage,^  but  this  concept  remains  contro- 
versial. Franklin  emphasizes  that  “.  . . the 
most  successful  production  of  acute  renal 
failure  in  animals  has  been  achieved  by  the 
administration  of  hemoglobin  or  its  break- 
down products  in  conjunction  with  renal 
ischemia.”® 

Clinical  course  of  acute  renal  failure 

Enormous  advances  in  the  recognition, 
understanding,  and  management  of  ARF  have 
been  made  since  the  late  World  War.  Despite 
the  diversity  of  causes  that  may  lead  to  ARF, 
the  clinical  course  in  most  patients  runs  a 
rather  stereotyped  course  and  may  conveni- 
ently be  divided  into  three  phases. 

1.  ONSET:  Rapidly  diminishing  urine  vol- 
ume follows  an  appropriate  provocation  — 
surgery,  intravenous  hemolysis,  massive 
blood  loss,  burns,  and  shock  from  almost  any 
cause.  A low  urine  volume,  particularly  when 
associated  with  a specific  gravity  around 
1.010,  and  a relatively  high  sodium  concentra- 
tion, should  alert  the  physician  to  the  possi- 
bility of  acute  tubular  damage.  Under  these 
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circumstances  water-loading  to  “force  a 
larger  urine  volume”  is  unwise  and  merely 
induces  rapid  expansion  of  body  water  which 
may  lead  to  water  intoxication  and  pul- 
monary edema. 

2.  PHASE  OF  SUSTAINED  OLIGURIA: 
This  phase,  with  urine  volumes  ranging  from 
ten  to  several  hundred  ml.  daily,  may  persist 
from  several  days  to  several  weeks.  Complete 
absence  of  urine  formation  is  unusual  and 
generally  indicates  an  obstructive  urinary 
tract  lesions.  The  uremic  syndrome  with  its 
protean  clinical  manifestations  and  rapidly 
advancing  azotemia,  anemia,  hyponatremia, 
acidosis,  hyperkalemia,  and  alterations  in 
water  balance  constitutes  a serious  threat  to 
the  patient’s  survival. 

3.  PHASE  OF  DIURESIS:  After  a vari- 
able period  of  oliguria  diuresis  ensues, 
abruptly  in  some  patients,  more  gradually  in 
others,  and  after  a period  of  days  or  weeks 
during  which  the  patient  passes  large  quanti- 
ties of  dilute  urine,  the  chemical  and  clinical 
abnormalities  of  the  oliguric  phase  gradually 
return  toward  normal.  Although  connoting 
“recovery”  of  the  renal  tubular  lesion,  this 
phase  carries  with  it  a high  mortality  rate, 
and  death,  either  from  intensification  of 
uremia  or  hyperkalemia  during  the  early 
days  of  diuresis,  or,  more  commonly,  from 
infection  or  other  deleterious  residua  from 
the  original  disease  process,  may  occur. 
Should  these  hazards  be  avoided,  however, 
one  can  anticipate  complete  “clinical  recov- 
ery” in  one  to  two  months,  although  abnor- 
malities in  renal  function  may  persist  for  a 
longer  period  of  time. 

Within  this  brief  space  one  unfortunately 
cannot  describe  the  many  other  fascinating 
facets  of  ARF,  the  intriguing  variability  of 
the  syndrome,  or  the  many  special  biochemi- 
cal and  clinical  problems  that  arise. 

Fig.  1 illustrates  a fairly  mild  case  of 
ARF.  The  patient,*  a 22-year-old  woman,  was 
given  one  pint  of  blood  because  of  postpartum 
bleeding  three  days  before  her  transfer  to 
the  Latter-day  Saints  Hospital.  The  patient 
had  been  given  Rh-positive  blood,  despite 
the  fact  that  she  was  Rh-negative  and  had 
received  a transfusion  of  Rh-positive  blood 


♦Permission  to  include  this  ease  was  kindly  granted  by 
Dr.  A.  Hamer  Reiser  of  Salt  Lake  City,  Utah. 


from  the  same  donor  previously.  During  the 
transfusion  she  felt  chilly  and  noticed  twitch- 
ing. During  the  following  day  only  300  ml. 
of  urine  was  passed  (evidence  of  hemoglo- 
binuria or  hemoglobinemia  had  not  been 
sought),  and  by  the  time  of  her  admission 
to  the  Latter-day  Saints  Hospital  urine  vol- 
ume had  decreased  to  10  ml.  per  24  hours. 
Her  oliguric  phase  persisted  for  ten  days, 
and  despite  progressive  azotemia  she  re- 
mained remarkably  asymptomatic,  never 
exhibiting  hypertension,  bleeding,  or  the 
gastrointestinal  or  nervous  system  symptoms 
commonly  seen  in  uremia.  Indeed  she  was 
ambulatory  throughout  most  of  her  course 
and  seemed  quite  content  with  her  daily  oral 
ration  of  900  ml.  of  water  and  jelly-beans. 
Hyperkalemia  never  became  a problem.  Clin- 
ical recovery  was  complete  after  a short 
diuretic  period. 
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Fig.  1.  Graphic  record  of  BUN,  serum  K,  and 
urine  vol.  of  patient  with  acute  renal  failure. 


Although  our  artificial  kidney  team,  estab- 
lished in  1958,  has  had  considerable  experi- 
ence with  dialysis  in  ARF  following  shock, 
burns,  and  trauma,  and  has  treated  a number 
of  poisoned  patients,  an  occasion  to  dialyze 
a severely  oliguric  patient  following  incom- 
patible blood  transfusion  has  not  arisen. 

‘^^Conservative^’  management 

Because  the  tubular  degeneration  in  ARF 
is  potentially  a reversible  lesion,  one  can 
optimistically  anticipate  improvement  in 
renal  function  in  many  cases.  The  problems 
in  management,  therefore,  are  largely  direct- 
ed toward  “tiding  over”  the  patient  during 
the  period  of  oliguria  and  early  diuresis  with 
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the  aid,  in  more  severe  cases,  of  dialyzing 
; procedures.  Measures  directed  toward  the 
^ kidney  lesion  itself,  such  as  renal  decapsula- 
' tion,  have  now  been  largely  abandoned.  In 
broad  terms,  the  inclination  of  the  attending 
physician  is  usually  to  do  too  much  for  the 
patient  rather  than  too  little.  Fortunately, 
however,  the  days  seem  to  be  past  when  over- 
i zealous  treatment  would  result  in  water- 
logged, over-alkalinized,  over-salted  patients, 
who  would  frequently  die  with  pulmonary 
edema,  cerebral  edema  and  convulsions. 

‘ WATER  BALANCE:  There  is  general 
agreement  that  water  given  to  the  patient, 

I either  in  the  form  of  oral  fluids  or  intra- 
venous hypertonic  glucose  solutions,  should 
j not  exceed  the  average  insensible  daily  water 
loss  (500  to  700  ml.)  added  to  the  24-hour 
urine  volume.  Electrolytes  should  not  be 
given,  unless  there  is  a significant  loss  of 
gastrointestinal  fluids  which  may  be  replaced 
quantitatively  with  0.45  per  cent  saline  solu- 
tion. 

ACIDOSIS:  Measures  to  correct  metabolic 
acidosis  are  generally  not  needed  except  in 
the  more  severe  cases.  If  the  CO2  combining 
power  falls  to  less  than  about  10  mEq. /liter, 
intravenous  sodium  bicarbonate  or  sodium 
lactate  may  be  given.  The  intent  should  be 
to  correct  the  acidosis  only  partially,  not  to 
raise  the  CO2  combining  power  to  normal. 

ANEMIA:  A fall  in  the  volume  of  packed 
red  cells  to  levels  of  20  to  30  per  cent  is  almost 
universal  in  ARF,  and  reflects  both  red  cell 
hemolysis  and  hemodilution  due  to  increase 
in  plasma  volume.  Unless  active  hemorrhage 
occurs  or  the  VPRC  falls  below  20,  it  is  gen- 
erally wise  not  to  give  blood  transfusions, 
both  because  of  the  risk  of  acute  pulmonary 
edema  and  because  the  anemia  is  usually  but 
little  improved  by  transfusion.  Should  blood 
replacement  become  necessary,  packed  red 
cells  should  be  slowly  administered  intra- 
venously. 

HYPONATREMIA:  The  level  of  the  serum 
sodium  is  rarely  of  any  practical  help  in  the 
management  of  ARF,  as  hyponatremia  (levels 
of  120  to  130  mEq. /liter  are  common)  is  uni- 
versal and  represents  serum  electrolyte  dilu- 
tion rather  than  “lack  of  salt.”  Efforts  to 
“raise”  the  low  serum  sodium  level  are  to  be 


condemned  as  useless  and  frequently  harmful 
to  the  patient. 

HYPERKALEMIA:  Some  degree  of  serum 
potassium  elevation  is  seen  in  nearly  every 
patient  with  ARF.  Those  patients  with  se- 
questered blood,  a purulent  infection,  high 
fever,  or  serious  crushing  wounds  of  any  type 
are  particularly  likely  to  release  large  quan- 
tities of  intracellular  potassium  into  the 
extracellular  fluid  with  the  attendant  danger 
of  sudden  death  due  to  cardiac  arrest.  No 
given  level  of  serum  potassium  can  be  cited 
as  “the  danger  point,”  as  this  is  highly  vari- 
able, but  it  is  good  practice,  when  the  potas- 
sium has  risen  to  6mEq. /liter  to  check  both 
the  serum  level  and  the  electrocardiogram 
at  12-hour  intervals.  Death  from  hyperka- 
lemia has  occurred  even  several  days  after 
the  onset  of  the  diuretic  phase  (this  early 
dilute  urine  removes  little  potassium)  so  vigi- 
lance must  not  be  relaxed.  Cation  exchange 
resins  may  be  helpful  in  lowering  the  serum 
potassium,  and  intravenous  glucose  and  in- 
sulin may  be  life-saving  for  an  hour  or  two, 
but  only  dialytic  measures  (see  below)  can 
effectively  remove  potassium  at  a rate  suffi- 
ciently rapid  to  remove  the  danger  of  hyper- 
kalemia for  a significant  period  of  time. 

UREMIC  SYNDROME:  No  attempt  will 
be  made  in  this  brief  report  to  detail  the 
symptomatic  treatment  of  the  uremic  syn- 
drome. However  it  seems  important  to  point 
out  that  attempts  to  feed  a nauseated,  an- 
orectic patient  are  frequently  futile  and  lead 
to  marked  discomfort.  Carbohydrate  by 
mouth  is  sometimes  well  tolerated,  but  large 
amounts  of  carbohydrate  may  now  be  given 
comfortably  by  the  intravenous  route  using 
50  per  cent  glucose  with  small  amounts  of 
added  prednisone  in  peripheral  veins  without 
much  danger  of  thrombophlebitis.  Adminis- 
tration of  protein  in  any  form  is,  of  course, 
to  be  avoided. 

Using  the  above  general  principles  of 
management,  one  can  successfully  treat  many 
patients  with  ARF  without  recourse  to  di- 
alysis. 

Dialysis  in  acute  renal  failure 

There  are  two  prime  indications  for  di- 
alysis in  this  condition: 

1.  HYPERKALEMIA:  Serum  potassium 


for  Januaby,  1967 


71 


levels  about  7mEq. /liter,  or  lower  levels  that 
are  rising  rapidly,  especially  if  associated 
with  the  characteristic  electrocardiographic 
changes  of  hyperkalemia,  are  generally  ac- 
cepted as  indications  for  immediate  dialysis. 
With  the  use  of  the  artificial  kidney  the 
serum  potassium  can  be  lowered  rapidly  and 
the  electrocardiographic  changes  swiftly  re- 
versed toward  normal  (Fig.  2) . 

n V2 


Fig.  2.  Typical  ECG  changes  of  patient  with 
hyperkalemia. 

2.  PROGRESSIVE  UREMIC  SYMPTOMS: 
Stupor,  nausea  and  vomiting,  twitching,  and 
a generally  deteriorating  clinical  course  can 
be  benefited  by  dialysis.  The  absolute  level 
of  the  blood  urea  nitrogen,  correlating  as  it 
does  only  imperfectly  with  the  severity  of 
the  uremia,  cannot  be  used  as  the  sole  guide 
to  the  proper  time  of  dialysis.  A rapidly  rising 
blood  urea  nitrogen,  and  a rapid  downhill 
clinical  course,  serve  as  more  accurate  indica- 
tions. In  recent  years  enthusiasm  has  been 
expressed  in  some  dialysis  centers  for  “pro- 
phylactic dialysis,”  applied  daily  as  soon  as 
ARF  is  apparent,  in  an  effort  to  prevent  the 
uremic  syndrome  and  its  complications  rather 
than  to  treat  it  later  on  an  emergency  basis  in 
a critically  ill  patient. 

Two  effective  methods  of  dialysis  are 
available  today: 

1.  EXTRACORPOREAL  DIALYSIS:  The 
recent  development  of  a commercially  avail- 
able artificial  kidney  (the  Kolff  “twin-coil” 
kidney)  has  made  it  possible  for  larger  gen- 
eral hospitals  across  the  country  to  have 
available  this  rapid  and  effective  method  of 
dialysis.®  The  technics  and  indications  for  its 
use,  thoroughly  described  in  the  literature, 
will  not  be  detailed  here.  It  has  other  im- 


portant clinical  applications  besides  ARF. 
Among  these  are  removal  of  exogenous  pois- 
ons (barbiturates,  salicylates,  bromides,  etc.) 
and  its  ability,  by  ultrafiltration,  to  remove 
water  from  the  body  of  patients  with  con- 
gestive heart  failure  and  other  edematous 
states.  It  must  be  emphasized  that  a trained 
team  of  physicians  and  technicians  is  essen- 
tial to  its  proper  use. 

2.  PERITONEAL  DIALYSIS:  This  useful 
procedure,  which  can  be  performed  at  the 
bedside,  has  gained  popularity  in  the  last  few 
years  because  the  solutions  and  abdominal 
cannulae  have  been  made  commercially  avail- 
able.® A sterile  electrolyte  solution  is  intro- 
duced through  a cannula  into  the  peritoneal 
cavity;  after  an  appropriate  period  of  equi- 
libration, the  fluid  is  removed  by  gravity  and 
fresh  dialyzing  fluid  is  introduced.  In  general 
it  may  be  said  that  peritoneal  dialysis  can 
achieve  the  same  results  as  the  artificial 
kidney,  although  at  a considerably  slower 
rate.  The  risk  of  peritonitis  is  very  small, 
and  peritoneal  dialysis  can  be  used  in  smaller 
outlying  hospitals  where  an  artificial  kidney 
might  not  be  available. 

Prognosis  and  mortality 

ARF  has  in  general  a more  favorable  prog- 
nosis when  caused  by  incompatible  transfu- 
sion reactions  than  when  caused  by  trauma, 
burns,  or  severe  shock.  Important  determi- 
nants in  prognosis  are  the  age  of  the  patient, 
the  degree  of  accompanying  tissue  necrosis 
and  infection,  and  the  integrity  of  the  cardio- 
vascular-renal system  before  the  initiating 
event.  It  is  interesting  that  even  before 
dialytic  measures  were  available,  and  indeed 
even  before  the  pathophysiology  of  ARF  was 
understood  to  any  appreciable  degree,  a large 
number  of  these  patients  made  full  recov- 
eries. For  instance,  mention  might  be  made 
of  Goldring’s  report  in  1936  of  seven  cases 
of  ARF  following  intravenous  hemolysis,  of 
whom  four  recovered.^  Binder  reports  six 
cases  with  oliguria  lasting  longer  than  48 
hours,  with  only  one  death.^  None  of  these 
patients  was  dialyzed. 

It  is  difficult  to  judge  the  true  mortality 
of  this  condition  because  many  cases  are  not 
reported  and  those  that  are  reported  are  gen- 
erally more  severe  cases  requiring  dialysis. 
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Barlas  and  Kolff  report  sixteen  cases  of  ARF 
following  blood  transfusions.^  Four  patients 
recovered  after  conservative  therapy.  Twelve 
patients  required  treatment  with  the  artificial 
kidney,  with  recovery  in  nine.  The  authors 
stated  that  “In  six  of  them  recovery  would 
have  been  very  difficult  or  impossible  with- 
out hemodialysis.”  • 
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Glutethimide — long-term  use 

Thomas  Ray  Broadbent,  MD,  and  Robert  M.  Woolf,  MD,  Salt  Lake  City 


This  case  report  on  long-term  use  of 
Glutethimide,  or  Doriden,  bears  out, 
with  clinical  and  laboratory  data,  the 
safe  use  of  this  fairly  effective  sedative. 

Medical  journals  frequently  publish  single 
case  reports  of  bizarre  or  dangerous  side  ef- 
fects which  have  been  drug-induced.  Not 
often  does  the  physician  read  about  an  emi- 
nently satisfactory  result  with  a sedative 
known  to  be  subject  to  frequent  abuse.  Many 
scientific  papers  have  documented  (to  a 
greater  or  lesser  degree)  acute  and  chronic 
intoxication,  as  well  as  addiction,  even  while 
admitting  the  efficacy  of  the  compound  if 
used  in  recommended  dosage.  The  following 
single  case  report  records  the  history  of  a 
patient  who  took  glutethimide  daily  for  about 
eight  years. 

Report  of  a case 

Mr.  C.N.B.,  aged  81,  was  involved  in  an  auto- 
mobile accident  on  April  25,  1954,  when  his  car 
ran  into  an  open  sewer  trench.  On  hospital  admis- 
sion, examination  revealed  multiple  fractures  of 
the  nose;  compound,  comminuted  fractures  of  the 
mandible  bilaterally;  and  a basal  skull  fracture. 
The  remainder  of  his  physical  examination  was 
normal  for  his  age  with  his  blood-pressure  recorded 
at  100/80;  temperature,  99°  F.;  pulse,  74;  and  res- 
pirations, 18.  Blood  and  urine  examinations  were 
likewise  normal. 

On  April  30,  1954,  after  supportive  therapy 
following  his  injury,  an  open  reduction  under 
general  endotracheal  anesthesia  was  done  with 
wire-fixation  and  pinning  of  the  mandible  and 
realignment  of  the  fractured  nose.  Lacerations 
were  repaired,  and  the  basal  skull  fracture  was 


treated  expectantly.  Repeated  complete  blood- 
count  and  urinalyses  on  the  same  day  were  normal. 

He  was  discharged  on  May  4,  1954,  following  an 
uncomplicated  postoperative  course.  At  that  time 
he  was  placed  on  glutethiniide  0.5  gm.  each  night 
for  assistance  in  sleeping. 

The  patient  progressed  well.  In  later  follow-ups 
and  upon  re-examination  five  years  later  (Novem- 
ber 4,  1959),  he  had  no  problems  relative  to  his 
injury.  The  following  history  was  obtained;  By 
preference,  he  had  continued  to  take  glutethimide 
0.5  gm.  at  bedtime  in  order  to  improve  his  sleep. 
He  reported  no  side  effects,  no  craving  for  the 
drug,  but  had  noted  improvement  in  its  effect  by 
increasing  the  dose  to  two  tablets  (1  gm.)  and 
had  been  on  that  dose  each  night  for  about  one 
year.  He  experienced  no  drugged  or  “hangover” 
effect  in  the  mornings  and  had  experienced  no 
gastrointestinal  upsets  due  to  the  glutethimide. 
Though  he  was  not  experiencing  pain  or  distress, 
he  decided  to  continue  this  medication. 

The  sedative  was  allowed  for  sleep,  but  the 
dose  was  decreased  to  0.5  gm.  at  bedtime.  Off  and 
on,  the  patient  voluntarily  increased  this  to  1 
gram.  On  January  19,  1963,  at  age  89,  the  patient 
expired  in  cardiac  failure. 

A review  of  his  lab  work  revealed  the  fol- 
lowing: 
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COMPLETE  BLOOD  COUNTS 


4/25  4/30  11/4  11/25  12/23  12/11 
/54  /54  /54  /59  /59  /62 


Hgb  (gms)  ..  13.0  15.4  12.4  12.4 

Hgb  (%)  86.5  99  80 

Hematocrit 

(%) 43  50  40 

WBC  4,600  7,050  5,900  6,000  6,450  7,250 

Polys  57  71  57 

Lymphs  37  18  39 

Mono  5 4 3 

Eosin  15  1 

Baso  0 1 0 

Myelo 0 0 0 

Metamyelo  ..0  1 0 

Platelets  adq.  adq.  adq. 


Summary 

Though  on  glutethimide  0.5  gm.  at  bed- 
time (and  often  1.0  gm.)  from  May,  1954,  to 
January,  1963,  an  elderly  patient  experienced 
assistance  in  better  sleeping  without  any  sub- 
jective complaints  relative  to  use  of  the  drug. 
On  no  occasion  did  he  have  any  clinical  or 
hematological  signs  of  toxicity.  • 


Samuel  Clifton  Baldwin 
pioneer  orthopedist* 

Robert  W.  Carson,  MD,  Salt  Lake  City 


For  the  Western  Orthopedic  Association’s 
first  meeting  in  Salt  Lake  City,  it  is  appro- 
priate to  pay  tribute  to  Utah’s  first  ortho- 
pedist and  to  establish  his  proper  place  in 
history.  Dr.  Baldwin  has  been  overlooked  in 
the  previous  histories  of  Western  Orthopedics 
published  by  Drs.  Winnet  Orr  and  Warren 
White,  probably  because  he  was  not  a pro- 
lific writer  or  inventor  and  was  hundreds  of 
miles  from  the  nearest  medical  center.  He 
was,  however,  the  third  orthopedic  surgeon 
in  the  West;  despite  a limited  education  he 
became  internationally  known  and  respected 
by  his  contemporaries  as  a dedicated  practi- 
tioner. Although  he  has  no  long  bibliography, 
his  work  on  muscular  dystrophy  led  to 
grants  for  the  University  of  Utah  which  have 
amounted  to  several  million  dollars.  These 
grants  now  support  a significant  proportion  o^ 
the  research  budgets  of  the  departments  of 
Medicine  and  Biochemistry  and  in  these  de- 
partments he  is  still  remembered  with  some 
reverence.  He  also  deserves  a place  in  the 
memory  of  the  orthopedic  community. 

Dr.  Baldwin  came  to  medicine  at  a rela- 
tively late  age.  Born  in  Louisville,  Kentucky, 
in  1855,  his  schooling  was  interrupted  at  the 
age  of  16  by  his  father’s  death,  and  only  after 
ten  years  as  family  breadwinner  did  he  begin 

*Read  at  the  Western  Orthopedic  Association  Meeting, 
Salt  Lake  City.  October  12,  1965. 


his  medical  studies.  He  spent  a year  of  pre- 
ceptorship  with  a Louisville  physician  and 
then,  after  two  five-month  terms  at  the  Louis- 
ville College  of  Medicine,  was  awarded  his 
degree  in  1884.  During  the  summer  of  1883, 
young  Baldwin’s  preceptor  had  taken  him  to 
lectures  at  Belleview  Hospital,  where  he 
came  under  the  influence  of  Dr.  Louis  Sayre. 
Here,  undoubtedly,  the  twig  was  bent.  The 
era  of  specialization  was  just  beginning,  and 
it  was  said  that  a doctor  should  have  ten 
years  of  general  practice  before  becoming  a 
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specialist.  Dr.  Baldwin  fulfilled  this  require- 
‘ ment  by  practicing  three  years  in  Kentucky 
and  seven  in  Montana  before  moving  to  Salt 
I Lake  City  to  become  an  orthopedic  surgeon. 

! When  Dr.  Baldwin  arrived  in  1894,  Salt 
Lake  City  with  a population  of  45,000  was 
the  fifth  largest  city  in  the  West.  San  Fran- 
cisco and  Denver  were  much  larger;  Los  An- 
geles, Portland  and  Seattle  were  of  similar 
size;  and  Tucson  and  Phoenix  were  mere  vil- 
j lages  of  4,000  to  5,000  people.  At  this  time, 
there  were  only  two  orthopedists  west  of 
Kansas  City — Dr.  Harry  Sherman  had  been 
I in  San  Francisco  for  eight  years,  and  Dr. 

I George  Packard,  a charter  member  of  the 
American  Orthopedic  Association,  had  been 
practicing  in  Denver  for  three  years. 

Dr.  Baldwin  gradually  acquired  his  spe- 
cialty education  by  traveling  extensively  in 
the  East  and  in  Europe.  As  a disciple  of  Dr. 
Sayre,  he  was  an  artist  with  plaster  and  a 
firm  advocate  of  plaster-fixation  for  back 
problems.  For  the  application  of  body  jackets, 
his  high-ceilinged  plaster  room  was  occupied 
by  a large  tripod  from  which  his  patients 
were  suspended  by  a leather  collar.  Disc  sur- 
gery was  unknown  before  Dr.  Baldwin  was 
80,  and  his  results  with  casts  were  probably 
better  than  those  obtained  with  most  earlier 
surgical  methods. 

As  a widely  travelled  orthopedist.  Dr. 
Baldwin  arranged  for  Dr.  Adolph  Lorenz  of 
Vienna  to  visit  Salt  Lake  in  1902.  Lorenz 
had  been  commissioned  by  the  Armour  family 
of  Chicago  to  perform  his  bloodless  hip  sur- 
gery on  their  daughter,  Lolita,  reportedly  for 
a fee  of  $50,000.  After  holding  several  clinics 
in  Chicago,  Dr.  Lorenz  moved  westward, 
holding  clinics  in  Denver,  Salt  Lake  City  and 
San  Francisco.  Dr.  Baldwin  arranged  a clinic 
of  congenital  hips  for  him  at  Holy  Cross  Hos- 
pital. Orthopedic  surgery  has  probably  never 
received  such  widespread  publicity  as  attend- 
ed Dr.  Lorenz’s  sweep  across  the  country; 
the  great  surgeon  was  heralded  as  an  inter- 
national hero.  In  the  Salt  Lake  Tribune,  two 
feature  articles  preceded  his  visit  and,  on  the 
following  day,  two  full  center-columns  of  the 
front  page  recorded  the  local  drama.  The 
patients’  families,  reporters,  and  curiosity 
seekers  congregated  in  the  operating  room, 
responding  to  his  theatrics  with  gasps  and 


applause.  At  the  next  AOA  meeting,  con- 
genital hips  were  the  focus  of  attention  and, 
when  follow-up  reports  of  Dr.  Lorenz’s  cases 
were  presented,  a controversy  raged  over  the 
press-agentry  and  the  originality  and  merit 
of  his  method.  At  this  1903  meeting.  Dr. 
Baldwin  was  installed,  becoming  the  third 
member  in  the  West,  and  bringing  the  total 
membership  to  fifty-six. 

When  World  War  I finally  closed  the  era 
of  strap-and-buckle  orthopedics.  Dr.  Baldwin 
was  in  his  sixties.  In  his  presidential  address 
to  the  Utah  State  Medical  Association  in  1917, 
he  emphasized  the  Army’s  need  for  experi- 
enced older  doctors,  then  promptly  volun- 
teered as  a lieutenant.  He  rapidly  rose  to  the 
rank  of  Lieutenant  Colonel  and  ultimately 
served  as  Chief  Surgeon  for  the  Port  of  New 
York  Authority  Hospital  System.  He  was  dis- 
charged shortly  after  the  Armistice  and  was 
soon  promoted  to  full  colonel  in  the  Army 
Reserves.  He  was  denied  a request  for  active 
duty  at  the  beginning  of  World  War  II  be- 
cause of  his  age. 

Devotion  to  crippled  children 

Throughout  his  career.  Dr.  Baldwin’s  ma- 
jor interest  was  in  the  treatment  of  crippled 
children.  At  the  inception  of  the  Mormon 
Primary  Association’s  program  for  the  care 
of  crippled  children  in  1911,  and  for  many 
years  thereafter.  Dr.  Baldwin  served  as  its 
only  orthopedist.  When  the  Primary  Chil- 
dren’s Hospital  was  incorporated,  he  organ- 
ized the  first  medical  staff  and  served  as 
Chief  of  Staff  until  his  resignation  in  1937, 
at  the  age  of  82.  He  gave  constant  devotion 
to  “his  children”  and  “his  hospital”  for  more 
than  twenty-four  years. 

In  his  last  years.  Dr.  Baldwin  devoted 
more  and  more  of  his  time  to  the  project  that 
ultimately  became  his  legacy  to  medicine. 
For  years  the  doctor  had  been  compiling  a 
series  of  muscular  dystrophy  cases  and  ex- 
perimenting with  various  forms  of  treatment. 
He  determined  that  these  were  definitely 
hereditary  and  more  common  in  the  Inter- 
mountain West  than  would  be  expected  from 
published  reports.  There  were  large  poly- 
gamous families  in  Utah  and  the  thorough 
geneological  records  of  the  Mormon  church 
afforded  an  ideal  opportunity  for  the  study 
of  hereditary  diseases.  A barrier  of  supersti- 
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tion  existed,  however,  and  crippled  children 
were  often  hidden  from  outsiders.  Where 
other  groups  failed  in  their  attempts  to  ferret 
out  these  “stigmatized”  children.  Dr.  Baldwin 
gained  the  confidence  of  their  families  and 
convinced  them  of  his  sincere  intent.  By  1941, 
he  had  collected  more  than  400  dystrophy 
cases.  He  had  corresponded  with  private 
charities  such  as  the  Carnegie  and  Rockefeller 
foundations  and  with  other  authorities  on 
muscular  dystrophy,  seeking  support  for  his 
project,  but  without  success.  Eventually  he 
persuaded  the  president  of  the  University  of 
Utah  to  appropriate  a very  small  sum  of 
money  and  to  provide  a brief  leave  of  absence 
for  a professor  of  genetics  to  study  his  cases. 
Finally,  in  1944,  a little  political  maneuvering 
set  the  stage  for  a development  beyond  Dr. 
Baldwin’s  wildest  dreams. 

Senator  Elbert  Thomas  of  Utah  was  chair- 
man of  the  Senate  Committee  which  held  the 
purse  strings  for  the  United  States  Public 
Health  Service.  Dr.  Thomas  Parran,  Surgeon 
General  for  the  Public  Health  Service,  was 
invited  to  Utah  to  give  the  commencement 
address  for  the  first  graduating  class  of  the 
new  four-year  medical  school  in  September, 
1944.  On  this  occasion,  both  Dr.  Baldwin  and 
Dr.  Parran  were  awarded  honorary  doctorates 
of  science.  Dr.  Baldwin  spent  most  of  the 
day  with  Dr.  Parran,  showing  him  dystrophy 
cases  and  telling  him  of  this  unique  oppor- 
tunity for  research.  Within  one  month.  Dr. 
Baldwin  died  of  coronary  thrombosis.  Several 
months  later,  the  U.  S.  Public  Health  Service 
opened  its  new  post-war  program  of  medical 
research  grants  to  replace  those  of  the  Armed 
Services,  begun  during  the  war.  This  pro- 
gram, which  now  amounts  to  almost  a billion 
dollars  a year,  began  twenty  years  ago  with 
an  allotment  of  one  hundred  thousand  dol- 
lars. That  first  year  the  entire  amount  came 
to  the  University  of  Utah  in  the  name  of  Dr. 
Max  Wintrobe  for  the  study  of  hereditary 
diseases.  This  grant  is  still  active  and  now, 
along  with  ancillary  grants,  some  of  which 
are  grouped  together  as  the  Baldwin  Me- 
morial Fund,  amounts  to  four  hundred  thou- 
sand dollars  a year.  The  earliest  papers 
concerned  the  muscular  dystrophies  and  were 
published  by  Doctors  Wintrobe,  Tyler  and 
Stephens  in  the  Annals  of  Internal  Med- 
icine, 1950.  One  pedigree  of  fascio-scapulo- 


humeral  dystrophy  is  still  the  largest  ever 
published.  A polygamous  Utah  settler  from 
England  was  traced  through  six  generations 
and  1,249  descendants  among  whom  159  cases 
of  dystrophy  were  found.  Since  then,  the 
studies  have  expanded  into  other  areas  of 
hereditary  and  degenerative  diseases  and,  to 
date,  some  550  papers  have  been  published. 

Dr.  Baldwin  is  described  as  quiet  and  mod- 
est, a courtly  gentleman  of  the  old  South.  He 
was  short  of  stature  with  handsome  features 
and  impeccable  attire  — usually  pinstripe 
trousers,  cutaway  coat,  carefully  knotted 
maroon  tie  and  a fresh  red  boutonniere.  His 
coat  pockets  carried  jelly  beans  to  be  dis- 
pensed to  the  children  on  his  daily  rounds. 
The  doctor  was  elderly  when  the  automobile 
arrived  and  though  he  was  quick  to  adopt  this 
new  device,  he  never  quite  mastered  it.  Al- 
legedly, even  on  the  highway,  he  drove  his 
car  in  low  gear.  The  doctor  had  little  regard 
for  money  and  was  never  known  to  send  a 
bill.  He  lived  modestly  and  accumulated 
almost  no  estate  except  for  his  home.  His 
only  indulgence  was  travel,  to  improve  his 
knowledge  and  skill  as  an  orthopedist.  He 
had  an  eye  for  bargains  and  apparently  never 
scrapped  anything.  He  once  bought  the 
canned  goods  from  a burned  out  grocery 
store,  providing  his  family  with  an  almost 
infinite,  albeit  unpredictable  variety  of  meals. 
His  roll  top  desk  was  legendary  for  its  pre- 
carious accumulation  of  journals  and  mail  but 
he  kept  no  records  except  for  his  dystrophy 
collection. 

Although  sometimes  stern  in  surgery  and 
emphatic  in  the  conference  room,  he  had  a 
brusque  wit  and  was  generous  and  kind  to 
his  younger  colleagues.  His  last  years  were 
marked  by  the  loneliness  of  a man  who  had 
totally  dedicated  himself  to  his  work  and  had 
outlived  his  contemporaries.  He  was  a fa- 
miliar figure  at  the  annual  meetings  of  the 
American  Orthopedic  Association  (AO A) , 
and  the  American  Academy  of  Orthopedic 
Surgeons  (AAOS),  where  he  was  a guest  at 
the  presidential  table  several  months  before 
his  death. 

Dr.  Baldwin  died  at  the  age  of  89  after 
sixty  years  of  service  as  a physician.  He  had 
actively  practiced  in  Salt  Lake  City  for  fifty 
years  and  was  known  affectionately  as  the 
“Dean  of  Medicine”  in  Utah.  • 
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following 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B,  (Riboflavin)  10  mg 

Vitamin  B,  (Pyridoxine  HC!)  2 mg 

Vitamin  B,2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

626-6—3612 


COLORADO  WINTER  CLINICS 

of  the  Colorado  Medical  Society 

February  28  through  March  3,  1967 
at  the  Brown  Palace  Hotel  in  Denver,  Colorado 


TUESDAY,  FEBRUARY  28 

“The  Fetus;  Erythroblastosis  Fetalis, 
Pathogenesis,  Treatment  and  Prevention” 

ALVIN  ZIPURSKY,  M.D. 

University  of  Manitoba 
RICHARD  BASHORE,  M.D. 

University  of  California  Center  for  Health  Sciences 


THURSDAY,  MARCH  2 

“The  Airway” 

ROY  F.  GODDARD,  M.D. 
Lovelace  Foundation,  Albuquerque 

DAVID  ALLAN,  M.D. 

Chicago  Memorial  Hospital 


WEDNESDAY,  MARCH  1 

Luncheon:  “Government  Medical  Challenges” 

MISS  CHARLINE  BIRKINS 

Director  of  Colo.  State  Dept,  of  Public  Welfare 

“Surgery  of  the  Heart” 

ALBERT  STARR,  M.D. 

Portland,  Oregon 

☆ ☆ 


FRIDAY,  MARCH  3 

“Hypertension” 

JEROME  W.  CONN,  M.D. 

University  of  Michigan  Medical  Center 

RAY  W.  GIFFORD,  JR. 

The  Qeveland  Clinic 

☆ 


DAILY’ — Yampa  Valley  Mail  leaves  Union  Station  for  skiing  at  Winter  Park 
(Take  the  Medi-car  on  Wednesdays  and  Thursdays) 
Scientific  Movies 

Scientific  and  Technical  Exhibits 
Colorado  Sport,  Boat  and  Travel  Show  at  Coliseum 

Receptions  and  dinner  meetings  of  specialty  organizations 
Woman’s  Auxiliary  activities 

Feb.  28  and  March  3 — Denver  University  Hockey 


☆ ☆ ☆ 


The  Colorado  Nursing  Association  and  the  Colorado  Medical  Society  will  sponsor  scientific  meetings  on  obstetrics  (Fitzsimons 
Hospital  on  February  28)  and  pediatrics  (Children’s  Hospital  on  March  2)  for  nurses. 

Meetings  of  the  House  of  Delegates  of  the  Society  are  scheduled  for  Tuesday  and  Friday  mornings.  All  scientific  programs  will 
be  held  in  the  afternoons. 

☆ ☆ ☆ 

Visiting  guest  speakers: 


Richard  A.  Bashore,  M.O.  Jerome  W.  Conn,  M.D.  Ray  W.  Gifford,  Jr.,  M.D.  Roy  F.  Goddard,  M.D.  Albert  Starr,  M.D. 


☆ ☆ ☆ 

AAGP  credit  available;  Registration  fee  $10.00  Colorado  M.D.’s;  $20.00  out-of-Colorado  Doctors;  $5.00  for  one 

afternoon. 

Write  Colorado  Medical  Society,  1809  East  18th  Avenue,  Denver,  Colorado  80218,  for  complete  program. 
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USMA  Briefs 

Dr.  Ernest  L.  Wilkinson,  Salt  Lake  City  in- 
ternist, was  recently  elected  to  serve  a three-year 
term  on  the  board  of  directors  of  the  American 
Heart  Association.  He  has  been  a member  of  the 
Utah  Heart  Association  since  1954,  and  served  as 
president  of  that  group  during  1963-64. 

Hi  Ha 

Dr.  Mark  B.  Jenson,  Provo  ophthalmologist, 
recently  received  a MEDICO  Certificate  of  Appre- 
ciation for  his  work  at  the  Beni  Messous  Hospital 
in  Algiers,  Algeria  in  1965.  Dr.  Jenson  spent  a 
month  at  the  hospital  doing  eye  surgery  under 
the  MEDICO  program  which  sends  physicians, 
nurses  and  technicians  to  underprivileged  areas 
of  the  world. 

4;  « ;|c 

A Logan  pediatrician.  Dr.  Paul  E.  Stowell,  has 
been  appointed  to  Utah’s  Advisory  Committee  for 
the  eight-state  project:  Designing  Education  for 
the  Future.  Dr.  Stowell  is  one  of  15  representative 
Utahans  who  will  advise  on  planning  studies, 
analyzing  data  and  developing  recommendations 
for  the  statewide  citizen’s  study  on  the  improve- 
ments in  Utah  education  to  meet  the  anticipated 
changes  in  American  society  during  the  next  15 
years. 

* * * 

Dr.  Kathryn  E.  Brandon,  director  of  the  Weber 
County  Health  Department,  was  re-elected  secre- 
tary and  program  chairman  of  the  school  health 
section  during  the  recent  convention  of  the  Ameri- 
can Public  Health  Association  in  San  Francisco. 

« * * 


Electricity 
does  so  much 
costs  so  little 


UTAH  POWER  & LIGHT  CO. 


Dr.  George  W.  J.  Smith,  Salt  Lake  City  psychi- 
atrist, has  been  awarded  honorary  life  membership 
by  the  Utah  Conference  on  Social  Welfare  “in 
recognition  of  his  outstanding  service  and  leader- 
ship to  the  people  of  the  state  of  Utah  in  the  field 
of  Social  Welfare.”  Dr.  Smith  is  the  first  physician 
so  honored  by  this  agency.  He  was  especially  com- 
mended for  his  service  to  agencies  and  his  multiple 
efforts  in  behalf  of  children  and  adolescents. 

* * * 

Two  members  of  the  Utah  State  Medical  Asso- 
ciation were  successful  in  their  bids  for  public 
office  during  the  recent  elections.  Dr.  G.  Stanford 
Rees,  Gunnison  general  practitioner,  was  re-elected 
to  the  State  Senate  from  his  district  in  Beaver, 
Millerd  and  Sanpete  Counties.  Dr.  Richard  A.  Call, 
Provo  pathologist,  was  elected  also  to  the  State 
Senate  from  his  district  in  Provo.  This  was  Dr. 
Call’s  first  attempt  at  public  office.  Dr.  Rees  will 
be  serving  his  second  term. 


UTAH  NATIONAL  BANK 

‘*Where  your  savings  earn  more’’ 

INSURED  TO  $15,000.00 

5% 

INTEREST  ON  NEW  SAVINGS 
CERTIFICATES 

$100  Minimum  6 Months  or  Longer 

Interest  on  pass  book  savings — 
credited  four  times  o year. 


UTAH  NATIONAL  BANK 

PROVO,  UTAH 

Corner  of  University  and  Center 
Phone  374-1110 


for  Januaby,  1967 
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Colorado  Interniets  Schedule 
Scientific  Meeting 

The  American  College  of  Physicians  (ACP) 
will  hold  a regional  meeting  January  27-28  for 
internal  medicine  specialists  in  Colorado  at  the 
Broadmoor  Hotel  in  Colorado  Springs,  Colorado. 
The  regional  meeting  is  one  of  30  scientific  sessions 
sponsored  each  year  by  the  ACP  throughout  the 
United  States  and  Canada.  It  serves  to  help  keep 
College  members  abreast  of  developments  in  the 
basic  sciences  and  clinical  medicine.  The  ACP 
represents  some  13,000  specialists  in  internal  medi- 
cine and  related  fields. 

Special  guest  for  the  two-day  meeting  will  be 
R.  Carmichael  Tiighman,  MD,  Baltimore,  Md., 
ACP  Regent  and  Associate  Professor  of  Medicine 
at  the  Johns  Hopkins  University  School  of  Medi- 
cine. The  meeting  is  under  the  general  direction 
of  Charley  J.  Smyth,  MD,  Denver,  ACP  Governor 
for  Colorado  and  Associate  Professor  of  Internal 
Medicine  at  the  University  of  Colorado  School  of 
Medicine. 


Course  in  Electroencephalography 

A continuation  course  in  “Clinical  Electro- 
encephalography” will  be  conducted  on  June  5-7, 
1967  in  Philadelphia,  Pennsylvania.  This  is  the 
second  course  sponsored  by  the  American  EEG 
Society  (aided  by  a grant  from  the  Bureau  of 
State  Services,  U.S.P.H.S.)  and  is  designed  for 
physicians  who  have  had  little  or  no  formal 
EEG  training.  Inquiries  about  further  details  of 
the  course  and  registration  procedure  should  be 
addressed  to  Dr.  Donald  W.  Klass,  EEG  Course 
Director,  Mayo  Clinic,  Rochester,  Minnesota. 


Mid-Central  States  Orthopaedic  Society 

The  14th  Annual  Meeting  of  the  Mid-Central 
States  Orthopaedic  Society  will  be  held  in  Kansas 
City,  Missouri,  May  11-13,  1967,  at  the  Sheraton- 
Prom  Motel,  Dr.  Paid.  W.  Meyer,  President,  pre- 
siding. Region  VIII  of  the  American  Academy  of 
Orthopaedic  Surgeons  has  accepted  an  invitation 
to  hold  their  general  meeting  in  conjunction  with 
that  of  the  Mid-Central  States  group. 

For  further  information,  contact  H.  O.  Marsh, 
M.D.,  Secretary,  Mid-Central  States  Orthopaedic 
Society,  14  Douglas  Parkway,  Wichita,  Kansas 
67206. 


American  Cancer  Society — ^Kansas  Division 

The  19th  Annual  Midwest  Cancer  Conference 
will  be  held  at  the  Lassen  Hotel  in  Wichita, 
Kansas,  March  31  and  April  1,  1967.  The  meeting 
is  sponsored  by  the  Medical-Scientific  Committee 
of  the  American  Cancer  Society,  Kansas  Division, 
Inc.  Dr.  Jack  Walker  of  the  Kansas  University 
Medical  Center  is  in  charge  of  the  program. 

The  theme  for  the  conference  is  “Cancer  in 
Children”  and  several  nationally  known  cancer 
specialists  will  present  papers  on  leukemia  and 
tumors  of  childhood,  covering  procedures  and 
techniques  of  diagnosis,  chemotherapy,  radiology 
and  surgery. 

No  registration  fee;  no  advance  registration 
necessary;  AAGP  credit  allowed.  For  further 
information,  write  American  Cancer  Society,  Kan- 
sas Division,  Inc.,  824  Tyler  Street,  Topeka,  Kan- 
sas 66612. 


Arthritis-Medical,  Surgical  and  Pediatric 

A symposium  sponsored  by  the  Southeastern 
Chapter  of  the  Colorado  Academy  of  General 
Practice  will  be  held  on  Sunday,  April  23,  1967 
at  the  Ramada  Inn  in  Pueblo,  Colorado.  An  out- 
line of  the  program  is  as  follows: 

“A  Sound  Approach  to  the  Treatment  of 
Rheumatoid  Arthritis”  and  “Diagnosis  and  Treat- 
ment of  Gout”— -Norman  O.  Rothermich,  M.D., 
Columbus,  Ohio. 

“Surgery  of  the  Hand  in  Arthritis”  and  “Sur- 
gery of  the  Hip  in  Arthritis” — Lee  J.  Cordrey, 
M.D.,  Tampa,  Florida. 

“Arthritis  in  Childhood”  and  “Rheumatic 
Fever” — Edward  A.  Mortimer,  M.D.,  Professor  of 
Pediatrics  at  the  University  of  New  Mexico. 

Colonel  Wilfred  McCormick,  a noted  author, 
will  give  the  luncheon  program  on  Kit  Carson. 

After  the  all-day  meeting,  a free  cocktail 
party  is  scheduled  for  Sunday  evening. 


Obstetrical  and  Gynecological  Forum 

The  Sixteenth  Annual  Obstetrical  and  Gyneco- 
logical Forum  will  be  held  on  Saturday  and  Sun- 
day, February  11-12,  1967,  at  the  Ambassador 
Hotel,  Los  Angeles.  Sponsored  by  the  Los  Angeles 
Obstetrical  and  Gynecological  Society,  the  Forum 
is  designed  primarily  for  younger  specialists  and 
general  practitioners  who  emphasize  obstetrics  and 
gynecology  to  acquaint  them  with  the  latest  de- 
velopments in  this  specialty.  Residents  and  interns 
are  welcome  to  attend.  This  course  has  been  ac- 
credited by  the  American  Academy  of  General 
Practice  for  fifteen  elective  hours. 

Regular  registration  fee  is  $30.00;  special  fee 
for  residents  and  interns,  $10.00.  These  fees  include 
luncheons  both  days.  Advance  reservations,  ac- 
companied by  check  for  the  full  fee,  should  be 
sent  to  the  Los  Angeles  Obstetrical  and  Gyneco- 
logical Society,  5410  Wilshire  Boulevard,  Los  An- 
geles, California  90036,  telephone  (213)  934-1551. 
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New  from  Du  Pont 

Symmetrel 

(Amantadine  HCl) 

The  first  oral  chemical  virostat  for  the  prevention  of  influenza  A2 


Influenza  virus 

Protein  shell  enclosing 
the  core  of  nucleic 
acid  (RNA) — artist's 
representation 


3 


The  incidence  of  influenza  A2 . In  this  country,  where  influenza  is  one  of  the  leading 
causes  of  morbidity,  influenza  A2  (Asian)  continues  to  be  a serious  medical  problem.  In  1957 
influenza  A2  was  responsible  for  approximately  40,000  excess  deaths  in  a three-month  period. 
Since  that  year  the  most  prevalent  influenza  virus  has  been  A2  (Asian). 


What  is  Symmetrel®?  "Symmetrel”  (amantadine  HCl)  is  a new  synthetic  chemical  which 
acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for  the  first  time  specific  oral  medi- 
cation for  the  prevention  of  respiratory  infections  caused  by  influenza  A2  (Asian)  viruses — an 
entirely  new  approach  in  preventive  medicine. 


For  prescribing  information,  see  last  page  of  this  presentation 


what  Symmetrel®  (amantadine  HCl)  means  to  you 

. . . the  first  and  only  oral  chemical  agent  to  prevent  influenza  Ao  ( Asian ) . 

. . . not  a vaccine  or  antibiotic,  but  a new  synthetic  chemical  unrelated  to  any  other  chemotherapeutic  agent. 
. . .unique  mode  of  action:  prevents  virus  penetration  of  the  host  cell  without  affecting  vital  cell  functions. 
...specifically  active  against  all  influenza  A^  viruses  tested  to  date. 


...not  indicated  for  the  prevention  of  influenzal  or  respiratory  illness  other  than  influenza  Ao  or  for  the 
treatment  of  established  disease. 

...does  not  interfere  with  normal  antibody  response;  acts  in  concert  with  pre-existing  antibody. 


What  Symmetrel®  means  to  your  patient 

...possible  immediate  influenza  A2  protection  when  taken  following  suspected  contact. 

. . . may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients  in  whom  the  occur- 
rence of  influenza  A2  is  especially  hazardous. 

. . . a high  degree  of  safety  in  clinical  use. 

. . . simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


How  Symmetrel®  (Amantadine  HCl)  prevents  virus  invasion^ 


Our  current  knowledge  leads  us  to  believe  "Symmetrel”  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  "Symmetrel” — -located  at  the  cellular  membrane — effectively  prevents 
(blocks)  virus  penetration.  Thus,  "Symmetrel”  does  not  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  virus 
invasion  of  animal  cells  (tissue).  Artist's  conception  based  on  current  scientific  knowledge. 

1.  "Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture”,  Hoffmann,  C.  E.;  Neumayer,  E.  M.;  Haff,  R.  F.;  and  Goldsby, 
R,  A.,  Journal  of  Bacteriology  90,623  (1965). 


How  the  influenza  virus  invades  and  destroys  the  untreated  cell 


RECEPTOR  AREA 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


CELL 
CELL  CYTOPLASM 


1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


I. 


I: 


Safety  of  Symmetrel®  Confirmed.  When  used  as  indicated,  is  generally  well  tolerated.  No  kidney, 
liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 

Indications:  "Symmetrel”  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  Ao  in  persons  of  all  age 
groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  A2. 
"Symmetrel”  should  especially  be  considered  for 
high  influenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
persons. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza A2  or  for  the  treatment  of  established  disease. 
Warnings:  Administration  to  patients  with  central 
nervous  system  disease,  particularly  geriatric  patients 
with  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  "seizures,”  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
verse Reactions).  Patients  taking  psychopharmaco- 
logic  drugs,  central  nervous  system  stimulants,  or 
alcoholic  beverages  should  be  observed  for  possible 
evidence  of  intolerance.  Those  patients  who  experi- 
ence central  nervous  system  effects  or  blurring  of 
vision  should  be  cautioned  against  driving  or  working 
in  situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
tive studies  in  rats  and  rabbits.  Studies  in  pregnant 
women  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
taken only  after  weighing  the  possible  risks  to  the 
fetus  against  benefit  to  the  pregnant  patient.  It  should 
not  be  administered  to  nursing  mothers  since  it  is  not 
known  whether  the  drug  is  secreted  in  the  milk. 
Precautions:  Ineffective  against  bacterial  infections. 
Patients  should  be  observed  for  idiosyncratic  reac- 
tions as  with  all  new  drugs.  Geriatric  patients  with 
pre-existing  serious  medical  illnesses  with  mental  or 
physical  deterioration  should  be  followed  carefully 
medically  while  taking  "Symmetrel.”  (See  Adverse 
Reactions.) 

Adverse  Reactions:  With  higher  than  indicated  doses 
manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  lightheadedness, 
drunken  feeling,  slurred  speech,  ataxia,  inability  to 
concentrate  and  some  psychic  reactions  including  de- 
pression and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage;  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9yrs.  of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day).  Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HCl. 
Syrup:  Bottles  of  1 pint.  Each  5 mi  (1  teaspoonful) 
contains  50  mg  amantadine  HCl. 
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Symmetrel* 

(Amantadine  HCl) 

A molecular  barrier  to  virus  penetration 


Sleep-interfering 
anxiety  and  tension 
can  usually  be  relieved 
with 

EQUANir 

(meprobamate)  Wyeth 


Cautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in 
dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be  with- 
drawn gradually  to  avoid  possibly  severe  with- 
drawal reactions  including  epileptiform  seizures. 
Side  effects  include  drowsiness  and,  rarely, 
allergic  or  idiosyncratic  reactions.  These  reac- 
tions, sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  v/ith  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous 
maculopapular  rash.  Acute  non-thrombocytopenic 
purpura  with  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very 
rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomati- 
tis and  proctitis  (1  case)  and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  distur- 
bances occur,  dose  should  be  reduced.  If  symptoms  persist,  patients 
should  not  operate  vehicles  or  dangerous  machinery.  A few  cases  of 
leukopenia,  usually  transient,  have  been  reported  following  prolonged 
dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic  anemia- 
have  occurred  rarely,  almost  always  in  the  presence  of  known  toxic 
agents.  One  fatal  case  of  bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone  has  been  reported. 
Prescribe  very  cautiously  for  patients  with  suicidal  tendencies. 
Suicidal  attempts  should  be  treated  with  immediate  gastric 
lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition;  Tablets,  200  mg.  and  400  mg.  mepro- 
li  hamate.  Coated  Tablets,  Wyseals®  Equaniu 

(meprobamate)  400  mg.  Continuous-Release 
Capsules,  Equanil  L-A  (meprobamate)  400  mg. 


Wyeth  Laboratories 
Philadelphia,  Pa. 


University  of  Colorado  Medical  Center 

Dr.  Joseph  Butterfield,  assistant  clinical  pro- 
fessor of  pediatrics  in  the  University  of  Colorado 
School  of  Medicine,  is  co-editor  of  a monograph, 
“Intrauterine  Transfusion  and  Erythroblastosis  Fe- 
talis,” newly  published  by  the  Ross  Laboratories 
of  Columbus,  Ohio.  Dr.  Butterfield  is  director  of 
the  Newborn  Center  at  Children’s  Hospital.  He  was 
a member  of  the  full-time  pediatric  faculty  of  the 
C.U.  medical  school  from  1960  to  1965  and  has 
continued  as  a member  of  the  volunteer  faculty. 

In  addition  to  Dr.  Butterfield,  contributors  to 
the  120-page  monograph  include  the  following 
members  of  the  CU  medical  faculty:  Dr.  Frederick 
C.  Battaglia,  associate  professor  of  pediatrics  and 
obstetrics-gynecology;  Dr.  Watson  A.  Bowes,  Jr., 
assistant  professor  of  obstetrics  and  gynecology; 
Dr.  Joseph  V.  Brazie,  assistant  professor  of  pedi- 
atrics; Dr.  Paul  D.  Bruns,  former  professor  of 
obstetrics  and  gynecology;  Dr.  Frank  J.  Cozzetto, 
associate  clinical  professor  of  pediatrics  and  medi- 
cal director  of  Children’s  Hospital;  Dr.  John  H. 
Githens,  professor  of  pediatrics;  and  Dr.  C.  W. 
Reiquam,  assistant  clinical  professor  of  pediatrics 
and  pathologist  at  Children’s  Hospital. 

% 4s  « 

Dr.  Edward  G.  Billings,  Denver  psychiatrist  and 
a volunteer  member  of  the  faculty  of  the  Uni- 
versity of  Colorado  School  of  Medicine,  has  been 
elected  to  a three-year  term  on  the  16-member 
Medical  Board  of  the  University  Hospitals.  The 
board  represents  the  volunteer  and  full-time 
physicians  who  serve  as  the  staffs  of  Colorado 
General  and  Colorado  Psychopathic  Hospitals. 

Dr.  Billings  is  a diplomate  of  both  the  Ameri- 
can Board  of  Psychiatry  and  Neurology  and  the 
American  Board  of  Internal  Medicine. 

* * * 

The  Honors  Achievement  Award  of  the  Angi- 
ology  Research  Foimdation  has  been  presented 
to  a team  of  University  of  Colorado  Medical  Cen- 
ter investigators  for  their  work  in  developing 
a “window”  technique  by  which  the  living  lung 
can  be  observed  as  it  functions.  The  award  was 
presented  to  Wiltz  W.  Wagner,  Jr.,  research 
physiologist,  and  Dr.  Giles  F.  Filley,  associate 
professor  of  medicine  in  the  CU  School  of  Medi- 
cine, for  the  lung  observation  studies  undertaken 
in  the  Cardiovascular  Pulmonary  Laboratory  at 
the  CU  Medical  Center.  The  investigations  of 
Mr.  Wagner  and  Dr.  Filley  and  their  associates 
have  been  supported  by  grants  from  the  U.  S. 
Public  Health  Service,  the  Colorado  Heart  Assn, 
and  the  National  Science  Foundation. 


Also  recognized  in  the  presentation  were  four 
consultants  who  assisted  the  research  team  with 
their  project:  Michael  Bustin,  a research  tech- 
nician; James  Kottenstette,  an  engineer;  James 
Donaldson,  a plastics  expert;  and  Edwin  Licht,  a 
microscopist.  * * * 

The  $l-million  Eleanor  Roosevelt  Institute  for 
Cancer  Research  at  the  University  of  Colorado 
Medical  Center  was  formally  dedicated  in  cere- 
monies December  3. 

Plans  for  the  dedication  were  announced  in 
New  York  City  by  Matthew  B.  Rosenhaus,  chair- 
man of  the  board  of  the  Eleanor  Roosevelt  Cancer 
Foundation,  which  established  the  institute  in 
1961.  The  institute’s  director  is  Dr.  Theodore  T. 
Puck,  professor  and  chairman  of  the  Department 
of  Biophysics  of  the  C.U.  School  of  Medicine,  who 
earlier  in  the  week  was  appointed  a lifetime 
research  professor  of  the  American  Cancer  Society. 

The  institute  and  its  staff  are  embarked  upon 
a program  of  basic  cellular  and  molecular  research 
into  the  genesis  of  cancer  and  discovering  differ- 
ences in  behavior  between  normal  and  malignant 
cells. 

The  Eleanor  Roosevelt  Cancer  Foundation,  the 
only  organization  to  which  Mrs.  Roosevelt  gave 
her  name  during  her  lifetime,  established  the 
institute  at  the  C.U.  Medical  Center  with  an  initial 
grant  of  funds  in  1961.  Several  additional  grants 
completed  funding  for  construction  of  the  insti- 
tute’s facilities  at  a cost  of  nearly  $1  million. 

The  foundation  also  is  the  originator  of  the 
Eleanor  Roosevelt  International  Fellowship  Pro- 
gram for  Cancer  Research,  now  a part  of  the 
American  Cancer  Society’s  international  activities. 
The  foundation  supplied  funds  which  helped  to 
establish  other  cancer  research  institutes  at  the 
University  of  Utah  and  Jefferson  Medical  College 
in  Philadelphia.  # # # 

Dr.  Roger  S.  Mitchell,  director  of  the  Webb- 
Waring  Institute  for  Medical  Research  at  the  Uni- 
versity of  Colorado  Medical  Center,  has  been  ap- 
pointed to  a new  commission  of  the  National 
Tuberculosis  Association  designed  to  serve  as  a 
focal  point  for  citizen  action  in  the  campaign  for 
clean  air.  The  new  national  group  has  been  named 
the  National  Air  Conservation  Commission. 

A distinguished  authority  in  the  field  of  respira- 
tory diseases.  Dr.  Mitchell  is  an  associate  professor 
of  medicine  in  the  CU  School  of  Medicine  and 
serves  as  head  of  its  Division  of  Pulmonary  Dis- 
eases. * * * 

Dr.  Theodore  T.  Puck  has  been  appointed 
American  Cancer  Society  Research  Professor  of 
Biophysics  in  the  University  of  Colorado  School 
of  Medicine.  Dr,  Puck,  who  has  been  professor  and 
chairman  of  the  CU  Department  of  Biophysics 
since  1948,  becomes  the  twenty-third  lifetime  re- 
search professor  sponsored  by  the  ACS.  He  also 
serves  as  director  of  the  Eleanor  Roosevelt  Insti- 
tute for  Cancer  Research,  established  in  1961  and 
formally  dedicated  in  ceremonies  on  Dec.  3. 
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j University  of  Utah  College  of  Medicine 

Dr.  Louis  S.  Goodman,  professor  and  head  of 
' the  Department  of  Pharmacology,  University  of 
I Utah  College  of  Medicine,  has  been  appointed  a 
member  of  the  National  Advisory  Council  on 
Health  Research  Facilities  of  the  U.  S.  Public 
] Health  Service.  As  a member  of  the  Council,  Dr. 
Goodman  will  participate  in  determination  of  how 
Federal  funds  for  construction  of  medical  research 
, facilities  will  be  expended.  He  was  invited  to  serve 
on  the  Council  by  Surgeon  General  William  H. 
Stewart. 

Dr.  Goodman  has  also  been  appointed  as  a con- 
sultant to  the  National  Institute  of  General  Medical 
I Sciences  of  the  National  Institutes  of  Health. 

j * * * 

A test  is  now  being  given  at  the  University  of 
Utah  Hospital  which  will  avoid  or  sharply  reduce 
speech  and  hearing  problems  among  very  young 
children. 

Under  the  supervision  of  Dr.  David  A.  Dolowitz, 
all  newborn  babies  at  the  University  Hospital  are 
now  being  tested  with  a “Newborn  Audiometer” 
which  indicates  the  infants’  hearing  level. 

There  is  a great  advantage  to  the  discovery  of 
defective  hearing  as  early  as  possible.  An  infant 
with  undetected  hearing  loss  has  great  difficulty 
in  learning  to  talk.  Such  children  in  the  past  have 
frequently  been  considered  to  be  mentally  retarded 
because  they  do  not  react  normally.  These  tests 
should  eliminate  this  type  of  problem  in  the  future. 
* * * 

Dr.  Maxwell  M.  Wintrobe  of  the  University 
of  Utah  Medical  Center  has  been  appointed  to  the 
National  Advisory  Allergy  and  Infectious  Diseases 
Council  to  serve  a 4-year  term  beginning  Feb- 
ruary 1,  1967.  Dr.  Wintrobe  is  professor  and  head 


of  the  department  of  internal  medicine  at  the 
University  of  Utah  Medical  Center,  Salt  Lake  City. 

Dr.  Wintrobe,  whose  research  interests  include 
hematology,  clinical  and  experimental  nutrition, 
leukemia  and  related  neoplastic  diseases,  has 
held  his  present  position  at  the  University  of  Utah 
since  1943  and  has  been  director  of  the  laboratory 
study  of  hereditary  and  metabolic  disorders  there 
since  1945.  An  international  authority  in  the 
field  of  hematology,  he  is  a corresponding  mem- 
ber of  several  European  societies,  a fellow  of 
the  American  College  of  Physicians,  and  a diplo- 
mate  of  the  American  Board  of  Internal  Medicine. 

Dr.  Wintrobe,  a native  of  Canada,  received 
A.B.,  M.D.,  B.S.,  and  honorary  Sc.D.  degrees  from 
the  University  of  Manitoba,  and  a Ph.D.  degree 
in  internal  medicine  from  Tulane  University. 
Before  going  to  the  University  of  Utah,  he  taught 
at  Tulane  and  Johns  Hopkins  Universities  and 
was  a physician  at  Johns  Hopkins  Hospital  from 
1930  to  1943. 

* . * * 

In  a surprise  announcement  in  New  York  City 
December  1,  the  Department  of  Pharmacology  at 
the  University  of  Utah  College  of  Medicine  was 
named  recipient  of  the  first  Lennox  Award  of 
the  American  Epilepsy  Society,  for  the  year  1966. 

The  award  carries  a cash  gift  of  $1,000  for  the 
Department,  and  is  presented  in  the  name  of  the 
late,  famed  Dr.  W.  G.  Lennox  of  Harvard  Medical 
School,  considered  the  world  leader  in  the  study 
of  epilepsy  until  his  death  in  1960. 

Dr.  Dixon  Woodbury  presented,  on  special  invi- 
tation, the  fourth  annual  W.  G.  Lennox  Memorial 
Lecture  of  the  Society,  also  receiving  an  award 
of  $1,000  as  an  honorarium. 


College  Fellowship  Program 

The  American  College  of  Chest  Physicians  in  an  effort  to  advance  knowledge  of 
chest  ..diseases  and  their  treatment  in  other  countries  has  established  a Resident  Fellow- 
ship Program  through  which  medical  graduates  from  other  countries  can  receive  assist- 
ance in  taking  postgraduate  medical  training  in  chest  diseases  in  the  United  States  or  in 
any  country  other  than  their  own. 

The  following  fellowships  are  being  offered  by  the  College  at  this  time; 

Eudowood  Fellowship  for  Tuberculosis  with  a grant  of  $2,500.00  per  year  for 
postgraduate  training  in  the  United  States  in  tuberculosis.  Candidates  must  hold 
a standard  ECFMG  certificate. 

Li  Shu  Fan  Fellowship  for  Postgraduate  Study  in  Chest  Disease  appropriates 
$1,200.00  annually  for  a twelve  month  period  of  postgraduate  study  in  any  coun- 
try other  than  that  of  the  candidate.  If  the  postgraduate  training  is  taken  in  the 
United  States,  the  standard  ECFMG  certificate  would  be  required. 

Physicians  who  are  interested  in  the  above  fellowships  should  contact  Dr.  Andrew  L. 
Banyai,  Chairman  of  the  Council  on  International  Affairs,  at  the  Executive  Offices  of 
the  American  College  of  Chest  Physicians,  112  East  Chestnut  Street,  Chicago,  Illinois 
60611,  USA,  for  application  forms. 


for  Jantjaky,  1967 
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George  Washington 

told  the  truth  (as  usual) 


“My  manner  of  living  is  plain  and  I do  not  mean 
to  be  put  out  of  it.  A glass  of  wine  and  a bit  of  mutton 
are  always  ready,  and  such  as  are  content 

to  partake  of  that  are  always  welcome.” 


DEAR  DOCTOR: 


George  Washington  told  the  truth  [as  usual]  about  cherry  trees 
and  wine.  He  liked  wine,  as  you  see  above.  He  hoped  his 
guests  would  like  it,  too.  And  his  wife  Martha  (a  famous  cook 
—do  you  know  her  book?)  liked  it,  too. 


So  we  do  not  hesitate.  Doctor,  to  recommend  California  wines 
in  the  diets  of  yourself  and  many  of  your  patients.  As  you 
know,  they  provide  antibacterial  pigments.  Vitamin  B,  amino 
acids,  iron,  sugars,  polyphenols,  and  just  plain  pleasure.  We 
believe  that  pleasure,  for  someone  in  your  demanding  profes- 
sion, is  very  important.  Here’s  to  your  pleasure  and  health,  as 
well  as  that  of  your  patients! 

We’d  like  very  much  to  send  you  [at  the  drop  of  a note  on 
your  letterhead]  two  most  interesting  free  booklets:  “WINE 
COOKERY-THE  EASY  WAY,”  which  will  make  a kitten  of 
your  wife  and  a barbecue  lion  of  yourself;  and  “USES  OF 
WINE  IN  MEDICAL  PRACTICE,”  newly  revised,  64  pages, 
which  summarizes  a quarter  of  a century  of  scientific  research 
on  wine  and  its  relation  to  your  patients’  well-being.  We  are 
quite  sure  you  will  find  it  useful. 


Will  you  drop  us  a note?  You’ll  receive  both  booklets  free. 
Here’s  to  your  health  again.  Doctor,  with  wine! 


WINE  ADVISORY  BOARD,  717  MARKET  ST.,  DEPT.  2,  SAN  FRANCISCO,  CALIF.  94103 
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DORSEY 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.D.,  Director  of  Medicine. 


this  issue:  the  nose  as  a shock  organ 


the  nose  as  a shock  organ 

by  Charles  J.  Shagoury,  M.D., Chelmsford,  Massachusetts 


"Is  it  a cold,  hay  fever,  or  has  he  been  reprimanded 
by  his  boss  ?”  Occasionally,  you  will  ask  yourself  this 
question  when  confronted  by  a patient  with  abrupt 
onset  of  rhinorrhea,  nasal  obstruction,  and  sneezing. 
Usually  the  history  will  elucidate  the  problem,  but 
examination  of  the  nose  will  often  provide  valuable 
clues  to  the  correct  diagnosis. 

The  nose  is  a shock  organ  in  a double  sense.  First,  it 
is  in  the  nose  that  the  confrontation  takes  place  with 
the  surrounding  atmosphere.  For  twenty-four  hours 
a day,  the  nose  must  meet  the  varying  challenges  of 
the  inspired  air,  containing  perhaps  noxious  chemi- 
cals, dust,  dirt,  bacteria,  viruses,  fungi,  and  indus- 
trial pollutants  of  all  kinds,  and  render  it  clean, 
virtually  sterile,  and  fit  for  the  sensitive  alveoli  of 
the  lungs.  Whatever  the  temperature  or  humidity 
of  the  atmosphere,  the  nose  must  transmit  it  to  the 
lungs  at  approximately  98  °F,  and  with  a humidity 
of  approximately  40 '/o.^ 

Second,  in  particularly  susceptible  patients,  the  nose 
acts  as  a shock  organ  in  a manner  totally  unrelated 
to  its  normal  function.  Persons  with  hay  fever  re- 
spond to  ordinarily  harmless  materials  by  extreme 
nasal  congestion,  with  marked  rhinorrhea  and  vio- 
lent spasms  of  sneezing.  In  some  patients,  exposure 
to  threatening  or  disagreeable  agents,  or  situations 
involving  mental  conflict  may  result  in  a reaction 
which  is  exclusively  nasal,  with  swelling  of  the 
turbinates,  and  marked  hypersecretion.^ 

flasal  symptoms  usually  result  when  the  nose  seeks 
to  perform  its  function  of  getting  rid  of  noxious  and 
dangerous  elements  in  the  atmosphere,  and  prevent 
their  admission  to  the  trachea  and  lungs.  Small  par- 
ticles are  removed  by  the  mucous  coating  which 
blankets  the  nasal  passages.  This  mucous  blanket 
contains  a bacteriostatic  agent,  lysozyme,  which 
destroys  most  air-borne  bacteria.^  The  mucinous 
content  renders  the  surface  sticky,  causing  dusts  and 
small  particles  to  adhere.  It  has  been  postulated  that 
this  process  is  rendered  more  effective  through  ad- 
sorption because  of  a surface  electrical  charge  on 
the  nasal  mucosa.'^  The  cilia  then  sweep  the  particu- 


late matter  to  the  pharynx.  The  nose  can  prevent 
entrance  into  the  lungs  of  particles  as  small  as  three 
microns  in  diameter,  but  smaller  particles  elude  the 
nasal  barrier.  Most  bacteria  causing  respiratory  in- 
fections are  one  to  three  microns  in  diameter,  but 
since  they  usually  are  inhaled  in  clumps,  they  are 
efficiently  removed  as  a rule.  V iruses,  which  are  of  the 
order  of  1 /1 000  of  this  size,  are  less  efficiently  dealt 
with,  unless  they  occur  in  very  large  aggregates.^ 

The  nose  will  react  in  a more  or  less  similar  manner, 
whatever  the  nature  of  the  offending  agent,  whether 
it  be  an  irritant  chemical,  virus,  pollen,  or  distasteful 
emotional  situation.  In  acute  coryza,  the  most  char- 
acteristic sign  is  a profuse  watery  discharge.  The 
volume  of  secretion  may  rise  from  practically  noth- 
ing to  nearly  60cc  in  twenty-four  hours. ^ The  mucous 
membrane  is  reddened  and  engorged,  while  the 
turbinates  are  markedly  swollen.  After  the  first  day 
or  two,  the  secretion  becomes  thicker,  yellowish,  and 
more  difficult  to  expel.  The  surface  cells  are  largely 
destroyed,  contributing  to  the  copious  discharge, 
which  now  also  contains  numerous  inflammatory 
cells  which  have  migrated  to  the  area.  Gradually, 
over  a period  of  a few  days,  or  a week,  the  flood 
abates,  the  swelling  and  redness  subside,  and  the 
nasal  epithelium  resumes  a healthy  appearance. 

Repeated  attacks  of  rhinitis,  particularly  if  there  is 
an  underlying  element  of  obstruction,  may  result  in 
chronic  rhinitis.  The  mucous  membrane  is  constantly 
swollen  and  reddened.  Sticky,  mucopurulent  secre- 
tions are  a continuous  feature,  and  the  glandular 
elements  are  hypertrophied.  Commonly,  the  mu- 
cosal surface  takes  on  an  irregular,  rounded  "mul- 
berry” appearance,  and  nasal  passages  are  occluded 
by  the  swollen  turbinates  and  redundant  mucosa. 


While  all  of  us  are  susceptible  to  colds,  the  victim  of 
hay  fever,  or  allergic  rhinitis,  displays  a marked 
nasal  reaction  to  materials  in  the  air  which  leave  his 
associates  unaffected.  In  such  a patient,  the  nasal 
mucosa  has  become  an  allergic  "shock”  organ.  Con- 
tact with  the  nasal  allergen  causes  local  release  of 
histamine,  with  vasodilatation,  increased  vascular 
permeability,  and  severe  nasal  congestion,  similar  to 
the  "wheal”  and  "flare”  reactions  in  the  skin,  when 
the  epidermis  is  the  allergic  shock  organ.  While  we 
eagerly  await  the  coming  of  spring,  the  hay  fever 
sufferer  dreads  the  blooming  season,  whose  invisible 
pollens  are  poisons  to  his  sensitive  nose.  His  neigh- 
bor’s cat  or  dog  may  provoke  paroxysms  of  uncon- 
trollable sneezing.  In  some  cases  a specific  allergen 
t is  not  identified,  but  the  triad  of  rhinorrhea,  nasal 
obstruction,  and  sneezing  is  present.^  The  nose  in 
these  cases  shows  a pale,  boggy,  edematous  mucosa, 
with  a thin  mucoid  secretion.  The  mucous  mem- 
I brane  shows  extreme  retractility  to  1%  cocaine  or 
ti  ephedrine.  If  the  patient  has  medicated  himself 
prior  to  examination,  the  nasal  passages  may  appear 
! abnormally  patent,  or  show  exaggerated  congestion 
due  to  rebound  reaction.  The  secretion  may  show  a 
large  number  of  eosinophils  particularly  after  an 
attack  of  sneezing  or  rhinorrhea.  Touching  the  mu- 
cosal surface,  especially  of  the  inferior  turbinate, 
leaves  an  indentation,  showing  that  the  swelling  is 
due  to  stasis  and  edema,  rather  than  actual  hyper- 
plasia of  the  mucous  membrane  as  in  chronic  hyper- 
trophic rhinitis.  Though  the  pale  swollen  mucosa  is 
the  hallmark  of  allergic  rhinitis,  as  usually  seen  by 
the  physician,  exposure  of  allergic  subjects  to  their 
known  allergens  results  in  a brief  hyperemic  phase, 
followed  by  pallor  and  edema.® 

I In  the  later  stages  of  allergic  rhinitis,  the  chronic 
edema  of  the  mucous  membrane  results  in  the  for- 
1 mation  of  polyps,  clusters  of  grape-like  masses 
hanging  from  the  roof  of  the  nose,  with  a pale 
glistening  surface,  contributing  significantly  to  the 
sense  of  nasal  obstruction  and  oppression. 

A large  group  of  patients  show  symptoms  of  nasal 
congestion  when  confronted  by  adverse  life  situa- 
tions.^ In  these  unfortunate  persons,  anxiety,  frus- 
tration, and  resentment  are  often  accompanied  by  a 
runny  nose  and  nasal  obstruction.  Lacrimation  adds 
to  the  nasal  stuffiness.  This  autonomic  response, 
mediated  by  the  parasympathetic  nervous  system, 
may  be  part  of  a general  parasympathetic  reaction, 
or  may  possibly  represent  in  part,  a symbolic  effort 
to  wash  out  and  crowd  out  the  offending  situation. 


Nasal  congestion  may  also  occur  in  some  patients  at 
times  of  sexual  stimulation,  and  in  women  during 
menstruation  and  pregnancy,  even  to  the  point  of 
epistaxis.^°  The  relationship  is  obscure;  castration 
results  in  atrophy  of  the  nasal  glands,  and  their 
action  is  inhibited  by  the  hormones  of  the  hypo- 
physis and  the  thyroid. “ The  nose  may  be  the  shock 
organ  in  drug  therapy.  The  nose  may  also  bear 
the  brunt  of  industrial  stress,  in  those  who  work  in 
a hot  dry  atmosphere,  or  those  exposed  to  acid 
fumes,  or  irritating  dusts.  As  the  air  in  our  cities  is 
increasingly  polluted  by  exhaust  fumes,  and  indus- 
trial irritants,  whole  urban  populations  may  suffer 
from  chronic  nasal  and  respiratory  symptoms. 

Of  course,  nasal  reactions  are  not  just  infectious,  or 
allergic,  or  emotional.  Particularly  in  the  chronic 
sufferers,  there  is  an  interdependence  of  all  three. 
Death  of  a relative,  or  other  psychic  shock  can  pre- 
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it’s  a 
comforting  thing 
to  know 


For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 


Each  timed-release  tablet  contains; 

Phenylpropanolamine  hydrochloride  50  mg 

Pheniramine  maleate  25  mg 

Pyrilamine  maleate  25  mg 


keep  patients  comfortable  'round  the  clock.  24-hour  de 
congestion  on  just  a single  tablet  dosed  morning,  mid 
afternoon  and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 
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cipitate  an  attack  of  rhinorrhea  in  hay  fever  suf- 
ferers.'^ Others  develop  attacks  of  vasomotor 
rhinitis  following  change  in  temperature,  chilling, 
or  exposure  to  the  sun,  or  simply  warm  bedclothes. 


the  complex  interplay  of  allergy  and  infection  is 
largely  unclear.  Allergy  to  the  viruses  and  bacteria 
which  cause  infection  has  been  postulated,  but  is 
difficult  to  demonstrate.  The  swollen  obstructed  al- 
lergic nose  is  more  susceptible  to  infection.  At  the 
same  time,  infection  often  precedes  or  precipitates 
an  allergic  attack.  Exposure  of  a susceptible  patient 
to  an  allergen  can  activate  latent  virus  organisms 
leading  to  infection.'^  This  "jolt”  reaction  repre- 
sents a summation  of  an  allergen  and  a virus  leading 
to  symptoms  in  the  nose  as  a shock  organ,  which 
neither  could  have  produced  alone.  In  childhood, 
repeated  attacks  of  bronchitis  and  colds  may  be  in- 
flammatory reactions  to  an  allergen,  or  precipitated 
by  exposure  to  an  allergen.  These  children  may  later 
develop  typical  allergic  rhinitis.  On  the  other  hand, 
children  with  typical  allergic  histories,  eczema, 
asthma,  and  allergic  familial  backgrounds,  may  later 
develop  typical  infectious  rhinopathies.  Skin  tests  in 
such  patients  are  usually  positive. 

Nasal  reactions  are  part  of  the  systemic  response  of 
the  patient  to  an  unwelcome  stimulus.  In  cases  of 
respiratory  infection  and  exposure  to  atmospheric 
irritants,  the  reactions  are  useful,  and  to  some  extent 
desirable.  They  are  usually  self-limited,  disappear- 
ing within  a few  days,  or  upon  removal  of  the  pro- 
voking agent.  Here  the  distressing  symptoms  can  be 
ameliorated  with  appropriate  decongestant  agents, 
or,  in  the  case  of  severe  or  complicated  respiratory 
infections,  antibiotics  may  be  given,  with  reasonable 
confidence  of  a cure.  On  the  other  hand,  when  nasal 
reactions  are  the  peculiar  response  of  an  individual 
to  an  allergen,  or  to  an  undesirable  situation,  they 
serve  no  useful  purpose.  The  nose  here  is  a shock 
organ  in  a stressful  situation,  but  can  furnish  no 
response  of  value.  It  merely  causes  the  patient  symp- 
toms which  add  to  his  problems.  In  these  cases. 


symptomatic  treatment  is  of  great  benefit,  but  often 
the  underlying  faulty  pattern  of  response  cannot  be 
altered.  Such  a patient  may  literally  be  considered 
to  be  paying  his  way  in  life  "through  the  nose.” 
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RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic* 


provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 

Each  Tussagesic®  timed-release  tablet  contains: 

Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 

mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen 325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
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when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 
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Each  tablet  contains:  Triaminic®  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyriiamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine 


PHARMACOLOGY;  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS:  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES:  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability;  safety;  economy;  ease 
of  administration;  freedom  from  potential 
sensitization  to  broad-spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 

DORSEY  LABORATORIES  • a 


tion.  WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovasculardisease 
and  diabetes.  ADVERSE  REACTIONS;  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


0.167  Gm.) 

one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK-  ‘ 
AGE  INFORMATION;  Trisulfaminic  Tablets; 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 
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Addresses  on  Psycho-analysis:  By  J.  J.  Putnam.  London,  1921, 
Hogarth  Press.  470  p.  Price;  $5.00. 

Biomechanics  and  Related  Bio-engineering  Topics:  Edited  by 
R.  M.  Kenedi.  Oxford,  1965,  Pergamon.  493  p.  Price:  $20.00. 
Brief  Separations:  By  Christoph  Heinicke.  N.  Y.,  1965,  Inter- 
national Univ.  Pr.  355  p.  Price:  $8.50. 

Cellular  Concepts  in  Rheumatoid  Arthritis:  Edited  by  Charles 
A.  L.  Stephens,  Jr.  Springfield,  111.,  1966,  Thomas.  212  p. 
Price:  $14.75. 

Clinical  Management  of  Behavior  Disorders  in  Children:  By 

Harry  Bakwin.  3d  ed.  Phila.,  1966,  Saunders.  652  p.  Price: 
$14.50. 

Color  Atlas  of  Dermatology:  By  Joseph  Kimmig.  3d  ed.  Phila., 

1965,  Saunders.  304  p.  Price:  $45.00. 

The  Consumers  Union  Report  on  Family  Planning:  2d  ed. 
Mount  Vernon,  N.  Y.,  1966,  Consumers  Union  of  U.  S.  191  p. 
Price:  $1.75. 

Cross-cultural  Studies  in  Mental  Health:  Edited  by  Kenneth 
Soddy.  London,  1961,  Tavistock.  271  p.  Price:  $5.50. 
Cunningham’s  Manual  of  Practical  Anatomy,  v.  1,  Upper  and 
Lower  Limbs:  Revised  by  G.  J.  Romanes.  13th  ed.  London, 
New  York,  1966,  Oxford  Univ.  Pr.  256  p.  Price:  $5.75. 

The  Current  Status  of  Intensive  Coronary  Care;  A Symposium 
presented  by  the  American  College  of  Cardiology  and  Presby- 
terian-Unlversity  of  Pennsylvania  Medical  Center.  N.  Y., 

1966,  Charles  Press.  88  p.  Price:  $3.00. 

Deviant  Children  Grown  Up:  By  Lee  N.  Robins.  Balt.,  1966, 

Williams  & Wilkins.  351  p.  Price:  $11.50. 

Dream  Analysis:  By  Ella  Freeman  Sharpe.  London,  1937, 
Hogarth  Press.  211  p.  Price:  $5.00. 

The  Ethics  of  Psychoanalysis:  By  Thomas  S.  Szasz.  N.  Y., 
1965,  Basic  Books.  226  p.  Price:  $5.50. 

The  Family  and  Human  Adaptation:  By  Thoedore  Lidz.  N.  Y., 
1963,  International  Univ.  Pr.  120  p.  Price:  $3.00. 

Games  People  Play:  By  Eric  Berne.  N.  Y.,  1964,  Grove  Press. 
192  p.  Price:  $5.00. 

Geriatric  Psychiatry:  Edited  by  Martin  A.  Berezin.  N.  Y., 
1965,  International  Univ.  Pr.  380  p.  Price:  $7.50. 

Gray’s  Anatomy  of  the  Human  Body:  Edited  by  Charles  M. 
Goss.  28th  ed.  Phila.,  1966,  Lea  & Febiger.  1448  p.  Price:  $22.50. 
Handbook  of  Poisoning:  By  Robert  H.  Dreisbach.  5th  ed.  Los 
Altos,  Calif.,  1966,  Lange.  483  p.  Price:  $5.00. 

Handbook  of  Physiology:  Section  III:  Respiration:  Edited  by 
Wallace  O.  Fenn.  Washington,  D.  C.,  1964-65,  American 

Physiological  Society.  2 v.  Price:  $60.00. 

Homosexuality;  Its  Cause  and  Cure:  By  Albert  Ellis.  N.  Y., 
1965,  Lyle  Stuart.  288  p.  Price:  $7.95. 

Human  Development;  Edited  by  Frank  Falkner.  Phila.,  1966, 
Saunders.  644  p.  Pi-ice:  $20.00. 

Impotence  and  Frigidity:  By  Edwin  W.  Hirsch.  N.  Y.,  1966, 
Citadel.  284  p.  Price:  $5.95. 

Interpersonal  Perception:  By  Ronald  D.  Laing.  N.  Y.,  1966, 
Springer.  179  p.  Price:  $4.75. 

Introduction  to  Developmental  Psychiatry:  By  Beulah  C. 
Bosselman.  Springfield,  111.,  1965,  Thomas.  139  p.  Price:  $6.50. 
The  Juvenile  Homosexual  Experience:  By  Robert  H.  V. 
Ollendorff.  N.  Y.,  1966,  Julian  Press.  245  p.  Price:  $7.00. 
Leonardo  da  Vinci:  Psychoanalytic  Notes  on  the  Enigma:  By 
K.  R.  Eissler.  N.  Y.,  1961,  International  Univ.  Pr.  375  p. 
Price:  $12.50. 

A Manual  of  Tropical  Medicine:  By  George  W.  Hunter.  4th  ed. 
Phila.,  1966,  Saunders.  931  p.  Price;  $18.50. 

Mechanisms  and  Therapy  of  Cardiac  Arrhythmias:  Edited  by 
Leonard  S.  Dreifus.  N.  Y.,  1966,  Grune.  704  p.  Price:  $23.00. 
The  Nails  in  Disease:  By  Peter  D.  Samman.  Springfield,  111., 
1965,  Thomas.  130  p.  Price:  $8.50. 

Personality,  Social  Class,  and  Delinquency:  By  John  J.  Conger. 
N.  Y.,  1966,  Wiley.  249  p.  Price  $7.95. 


The  Psychotherapies  of  Marital  Disharmony:  Edited  by 
Bernard  L.  Greene.  N.  Y.,  1965,  Free  Press.  191  p.  Price:  $7.95. 
Psychotherapy  and  the  Behavioral  Sciences;  By  Lewis  R. 
Wolberg.  N.  Y.,  1966,  Grune.  198  p.  Price:  $6.75. 

A Primer  of  Electrocardiography:  By  George  E.  Burch.  5th  ed. 
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Principles  of  Group  Treatment:  By  Eric  Berne.  N.  Y.,  1966, 
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The  Psychiatric  Emergency:  By  Raymond  M.  Glasscote.  Wash- 
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Psychotherapy,  Confidentiality,  and  Privilege  Communication; 
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Pulmonary  Embolism:  By  Frank  D.  Gray,  Jr.  Phila.,  1966, 
Lea  & Febiger.  234  p.  Price:  $8.50. 

Radiology  in  World  War  II:  Medical  Dept.  U.  S.  Army.  Edited 
by  Arnold  Ahnfeldt.  Washington,  1966,  Office  of  the  Surgeon 
General.  1087  p.  Price:  Gift. 

Schizophrenia  and  the  Family:  By  Theodore  Lidz.  N.  Y.,  1965, 
International  Univ.  Pr.  477  p.  Price:  $10.00. 

The  Search  for  Authenticity:  By  J.  F.  T.  Bugental.  N.  Y., 

1965,  Holt,  Rinehart  and  Winston.  437  p.  Price:  $8.95. 

Sex  Without  Guilt:  By  Albert  Ellis.  Rev.  ed.  N.  Y.,  1966,  Lyle 
Stuart.  192  p.  Price:  $4.95. 

Studies  of  Troublesome  Children;  By  Denis  Herbert  Stott. 
N.  Y.,  1966,  Humanities.  208  p.  Price:  $5.50. 

Synopsis  of  Dermatology:  By  William  D.  Stewart.  St.  Louis, 

1966,  Mosby.  664  p.  Price:  $10.85. 

Transactional  Analysis  in  Psychotherapy:  By  Eric  Berne. 
N.  Y„  1961,  Grove.  270  p.  Price:  $3.95. 

The  Transsexual  Phenomenon:  By  Harry  Benjamin.  N.  Y., 
1966,  Julian  Press.  286  p.  Price:  $8.50. 

Trends  in  Psycho-analysis:  By  Marjorie  Brierley.  London,  1951, 
Hogarth  Press.  320  p.  Price:  $3.75. 

Uterosalpingography  in  Gynecology:  By  Samuel  Rozin.  Spring- 
field,  111.,  1965,  Thomas.  366  p.  Price;  $20.50. 

The  Wild  Analyst;  The  Life  and  Work  of  Georg  Groddeck; 
By  Carl  M.  Grossman.  N.  Y.,  1965,  G.  Braziller.  222  p.  Price: 
$5.00. 

Book  Reviews 

Caring  for  the  Aged:  By  Bertram  B.  Moss  with  Fraser  Kent. 
Garden  City,  N.  Y.,  1966,  Doubleday.  372  p.  Review. 

This  book  fills  a need.  It  comes  close  to  being 
a “Dr.  Spock”  type  of  comprehensive  layman’s 
guide  to  problems  of  the  aged.  The  book  is  directed 
at  the  family  of  the  aging  person. 

In  clear  language,  Dr.  Moss  presents  a sensible, 
practical  and  obviously  experienced  discussion  of 
financial,  family,  emotional,  legal  and  physical 
problems  faced  by  every  family  that  has  a genuine 
concern  for  their  elder  members. 

Donald  P.  Anderson,  MD 

Atlas  of  Hernia  Repair;  By  Carl  H.  Caiman.  St.  Louis,  1966, 
Mosby.  159  p.  Price:  $16.75. 

It  is  really  quite  difficult  to  say  anything  new 
or  different  about  hernias  or  hernia  repair.  This 
atlas,  though  not  offering  any  new  theories  or 
surgical  approaches,  does  give  a clear  and  concise 
view  of  the  entire  subject.  The  layout  is  attractive 
with  numerous  illustrations — all  of  which  contrib- 
ute to  the  ease  of  understanding  a subject  that 
often  can  be  quite  confusing.  The  descriptions  of 
a sliding  hernia  repair  and  the  preperitoneal  ap- 
proach are  particularly  well  laid  out. 

This  atlas  should  prove  to  be  a valuable  asset 
to  the  first  and  second  year  surgical  resident  who 
is  perfecting  his  knowledge  of  the  anatomical 
structures  in  this  area  and  mastering  the  repair  of 
a difficult  hernia.  It  will  prove  equally  valuable 
to  the  accomplished  surgeon  who  infrequently  runs 
into  the  rare  or  extremely  difficult  hernia. 

John  Q.  Gallagher,  MD 
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LOMOTIIi 


© 

tablets 

iouid 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


in  gastroenteritis,  acute  infections 


Effectiveness — physiologic  evidence  indi- 
cates that  Lomotil  acts  directly  on  the 
smooth  muscle  of  the  bowel  to  lower  motil- 
ity and  control  diarrhea.  This  action  is  un- 
surpassed in  promptness  and  efficiency. 

Convenience— Lomotil  is  available  as 

small,  easily  carried,  virtually  tasteless  tab- 
lets and  as  a pleasant,  fruit-flavored  liquid. 


Versatility — The  therapeutic  efficiency, 
safety  and  convenience  of  Lomotil  may  be 
used  to  advantage  alone  or  adjunctively  in 
diarrhea  associated  with : 

• Functional  hypermotility  • Regional  enteritis 

• Irritable  bowel  • Ileostomy 

• Acute  infections  • Uicerative  colitis 

• Gastroenteritis  and  coiitis  • Food  poisoning 

• Maiabsorption  syndrome  • Drug  therapy 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 
Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 

Children:  Total  Daily  Dosage  . . . 

3-6  mo. . . Vz  tsp*.  t.i.d.  (3  mg.)  H 1 |i 
6-12  mo. . Vz  tsp.  .q.i.d.  (4  mg.)  till 

1- 2yr. . . . Vz  tsp.  5 times  daily  (5  mg.)  1 | | I 1 

2- 5 yr. ...  1 tsp.  t.i.d.  (6  mg.)  ill 

5-8  yr....  1 tsp.  q.i.d.  (8  mg.)  | 1 | 1 
8-12yr. . . 1 tsp.  5 times  daily  (10  mg.)  1 | | | | 

Adults:  . . 2 tsp.  5 times  daily  (20  mg.)||  ||  ||  ||  || 

(or  2 tablets  q.i.d.) 

*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


Precautions:  Lomotil,  brand  of  diphenoxylate  hy- 
drochloride with  atropine  sulfate,  is  a Federally  ex- 
empt narcotic  preparation  of  very  low  addictive 
potential.  Lomotil  should  be  kept  out  of  reach  of 
children  since  accidental  overdosage  may  cause  se- 
vere respiratory  depression.  Recommended  dosages 
should  not  be  exceeded.  Lomotil  should  be  used 
with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  taking,  addicting  drugs  or  bar- 
biturates. The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon 
but  among  those  reported  are  gastrointestinal  irri- 
tation, sedation,  dizziness,  cutaneous  manifesta- 
tions, restlessness,  insomnia,  numbness  of  extremi- 
ties, headache,  blurring  of  vision,  swelling  of  the 
gums,  euphoria,  depression  and  general  malaise. 
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fluocinoione  acetonide  — an  original  steroid  from 


SYNTEX^ 


laboratories  INC.,  PALO  ALTO,  CALIF. 


controls 
Infected 
inflammatory 
dermatoses 
that  start  from 
scratch 


Neo-Synalar 

fluocinolone  acetonide-neomycin  sulfate  cream) 

Cream 


The  “itch-scratch”  cycle  usually  associ- 
ated with  inflammation  often  results  in 
infected  dermatoses  because  broken 
skin  surfaces  are  particularly  vulnerable 
to  pathogenic  bacteria.’  To  treat  in- 
fected inflammatory  dermatoses,  Neo- 
Synalar  Cream  combines  the  most 
active  topical  corticosteroid  with  a 
highly  reliable  antibiotic  generally  re- 
served for  topical  application. 

In  Neo-Synalar,  fluocinoline  acetonide 
controls  the  inflammation  and  provides 
rapid  relief  from  associated  pruritus.  At 
the  same  time,  its  antibacterial  compo- 
nent—neomycin— combats  superficial 
infection  caused  by  many  gram-positive 
and  gram-negative  bacilli^  that  often 
colonize  and  thrive  on  abraded  skin.’ 

A specially  formulated  vanishing  cream 
base  that  is  greaseless  and  odor  free 
makes  Neo-Synalar  cosmetically  appeal- 
ing, and  encourages  greater  patient 
cooperation. 

controls  the  infection 
stops  the  scratch 

Contraindications:  Tuberculous,  fungal,  and 
most  viral  lesions  of  the  skin  (including  herpes 
simplex,  vaccinia,  and  varicella).  Not  for  ophthal- 
mic use.  Contraindicated  in  individuals  vi^ith  a 
history  of  hypersensitivity  to  any  of  its  com- 
ponents. Precautions:  Neomycin  rarely  produces 
allergic  reactions.  Prolonged  use  of  any  antibi- 
otic may  result  in  overgrowth  of  nonsusceptible 
organisms;  if  this  occurs,  appropriate  therapy 
should  be  instituted.  Where  severe  local  infection 
or  systemic  infection  exists,  the  use  of  systemic 
antibiotics  should  be  considered,  based  on  sus- 
ceptibility testing.  While  topical  steroids  have 
not  been  reported  to  have  an  adverse  effect  on 
pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively 
on  pregnant  patients,  in  large  amounts,  or  for 
prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  not  ordinarily  encountered  with  topi- 
cal corticosteroids.  As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to  Neo-Syna- 
lar  under  certain  conditions.  Availability:  Neo- 
Synalar  Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35%  neomycin 
base),  5 and  15  Gm.  tubes. 

References;  1.  Pillsbury,  D.  M.,  Shelley,  W.  B., 
and  Kligman,  A.  M.:  A manual  of  cutaneous 
medicine,  Philadelphia,  Saunders,  1961,  p.  79. 
2.  Barber,  M.,  and  Garrod,  L.  E:  Antibiotic  and 
chemotherapy,  Baltimore,  Williams  and  Wilkins, 
1963,  p.  111. 


PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  e QUARTERLIES 
BOOKLETS  ® BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  ® CATALOGUES 

e 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc.  chCneso  vogl  jr 

1830  CURTIS  DENVER  534-4257 


IMPERIAL 


MOTELS 


JACK  RICHARDS  / GEORGE  WENCSLAW 

YOUR  CO-OWNER  HOSTS 

476  SOUTH  STATE  STREET  / SALT  LAKE  CITY,  UTAH  / (801)  328-9665 

CLEAN  LUXURY  ROOMS 
TUB  AND  SHOWER 

ROOM  PHONES  FREE  TV 

CONVENIENT  DOWNTOWN  LOCATION 


PREMIUM 

QUALITY 

AT  ITS  BEST... 

ExperiencecJ  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 

HOME  DELIVERY 

OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
DENVER,  COLO. 


98 


Rocky  Mountain  Medical  Journal 


OBITUARIiS 


Colorado 

Dr.  Glenn  O.  Giffin  died  suddenly  and  unex- 
pectedly apparently  as  a result  of  a heart  attack 
on  Sunday,  November  20,  1966.  He  was  66  years  old. 

Dr.  Giffin  was  born  in  McPherson,  Kansas,  on 
September  20,  1900,  to  William  Watson  and  Mary 
Knightly  Giffin.  He  was  educated  in  the  public 
schools  of  McPherson,  Kansas,  and  the  University 
of  Kansas,  where  he  graduated  with  an  A.B.  de- 
gree in  1925.  Later  he  attended  the  University  of 
Kansas  Medical  Center,  and  graduated  from  that 
institution  with  an  M.D.  degree  in  1934. 

Dr.  Giffin  was  a veteran  of  both  World  War  I 
and  World  War  II,  having  served  with  the  U.  S. 
Navy  from  1917-1919  and  with  the  U.  S.  Army  as 
j a Captain  from  1942-1945.  He  was  awarded  the 
Purple  Heart  decoration  during  World  War  II 
after  being  seriously  wounded  during  the  Anzio 
! Beachhead  action. 

Following  his  discharge  from  the  Army  Dr. 
Giffin  practiced  medicine  at  Littleton,  Colorado, 
until  1946,  at  which  time  he  accepted  a position  on 
the  medical  staff  of  the  Student  Health  Service  at 
the  University  of  Colorado.  He  was  a staff  member 
for  the  Student  Health  Service  from  May  1,  1946 
until  his  retirement  on  June  30,  1966. 

During  his  period  of  service  with  the  Warden- 
burg  Student  Health  Center,  Dr.  Giffin  became 
the  friend  and  counsellor  of  hundreds  of  Colorado 
University  students.  For  a period  of  ten  years  he 
served  as  team  physician  for  the  athletic  depart- 
ment of  the  university. 

He  was  a member  of  the  Boulder  County,  the 
Colorado  State,  and  the  American  Medical  Associa- 
tions. He  was  also  a member  of  the  Boulder  Rotary 
Club,  the  Boulder  Country  Club,  and  St.  John’s 
Episcopal  Church  of  Boulder. 


He  is  survived  by  his  wife,  E.  Louise  Giffin, 
a son,  Glenn  Giffin,  a student  at  the  University 
of  Southern  California  on  a Rockefeller  Foundation 
Fellowship  for  graduate  training  in  music,  and 
a daughter,  Mrs.  David  (Elaine)  Lunsford,  of 
Huntsville,  Alabama. 

He  is  also  survived  by  three  sisters,  Mrs.  Nora 
McFee  of  Kansas  City,  Missouri,  Mrs.  Sarah  Whit- 
ney of  Emporia,  Kansas,  and  Mrs.  Inez  Pall  of 
Weskan,  Kansas,  and  two  grandchildren. 


Dr.  Robert  Marsh  died  suddenly  and  tragically 
on  Wednesday,  November  9,  when  his  light  plane 
crashed  shortly  after  taking  off  from  the  airport 
at  Lamar,  Colorado. 

Dr.  Marsh  was  born  October  2,  1923,  at  Mt. 
View,  California.  He  received  his  MD  degree  from 
New  York  Medical  College  in  1949.  He  interned 
at  the  New  York  Receiving  Hospital  in  New  York 
City  from  1949-1950.  Later  he  served  a residency 
in  pathology  from  1951-1954  at  Kern  General  Hos- 
pital in  Bakersfield,  California.  He  was  a clinical 
fellow  in  pathology  at  the  Frances  Delafield  Hos- 
pital in  New  York  City  in  1954.  He  served  as 
Captain  in  the  U.  S.  Armed  Forces  from  1954-1956 
with  the  3750th  USAF  Hospital  at  Sheppard  AFB 
in  Texas.  He  was  licensed  to  practice  medicine  in 
Colorado  in  1958. 

He  has  been  an  active  member  of  the  Pueblo 
County  and  the  Colorado  Medical  Societies.  He 
was  also  a member  of  the  American  College  of 
Pathology,  the  American  Society  of  Clinical 
Pathologists,  and  the  Colorado  Society  of  Clinical 
Pathologists. 

Following  his  graduation  from  medical  school 
in  1949  he  specialized  in  pathology  and  at  the  time 
of  his  death  he  was  Chief  Pathologist  at  Parkview 
Hospital  in  Pueblo.  His  death  occurred  only  a few 
hours  after  his  election  as  coroner  of  Pueblo 
County. 

Since  starting  his  practice  in  Pueblo,  Dr.  Marsh 
has  been  active  in  community,  civic,  and  political 
affairs. 
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Colorado  Medical  Society 

Officers — .1966--67 — -Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Session  of  the  year  indicated.  Where  no 
yeax  is  Indicated  the  term  is  for  one  year  and  expires  Sept. 
23,  1967,  at  the  Annual  Session  in  Colorado  Springs. 
President:  Myron  C.  Waddell,  Denver. 

President-elect:  Henry  H.  Zeigel,  Collbran. 

Vice  President:  Eugene  B.  Ley,  Pueblo. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trustees:  Carl  H.  McLauthlln,  Denver,  1967; 
Kenneth  A.  Platt,  Westminster,  1967;  William  A.  H.  Rettberg, 
Denver,  1968;  Robert  W.  Ludwick,  Sterling,  1969. 

Delegates  to  the  American  Medical  Association:  Harlan  E. 
McClure,  Lamar,  Dec.  31,  1967  (Alternate,  Vernon  L.  Bolton, 
Colorado  Springs,  Dec.  31,  1967);  Gatewood  C.  Milligan, 

Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31,  1967);  Kenneth  C.  Sawyer,  Denver,  Dec.  31,  1968 
(Alternate,  Robert  E.  McCurdy,  Denver,  Dec.  31,  1968). 
Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Vice  Speaker,  House  of  Delegates;  John  M.  Wood,  Englewood. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver 
Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Kocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Kocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 


Montana  Medical  Association 

OFFICEKS — -1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President;  Albert  L.  Vadheim,  Bozeman. 

President-elect;  Alfred  M.  Fulton,  Billings 
Vice  President:  Mark  B.  Listerud,  Wolf  Point. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Hugh  V.  Anderson,  Great  Falls 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings 
Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Albert  L.  Vadheim,  Bozeman;  Alfred 
M,  Fulton,  Billings;  Mark  B.  Listerud,  Wolf  Point;  Oscar  A. 
Swenson,  Sidney;  Hugh  V.  Anderson,  Great  Falls;  Robert  W 
Thometz,  Butte;  Paul  J.  Cans,  Lewlstown;  Robert  K.  West, 
Cut  Bank. 

Scientific  Editor,  Kocky  Mountain  Medical  Journal:  Warren 
D.  Bowman,  Jr.,  Billings 

Associate  Editor,  Kocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585 


Nevada  State  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  Indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  William  M.  Tappan,  Reno. 

President-elect:  Richard  A.  Petty,  Carson  City. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Immediate  Past  President:  Joseph  M.  George,  Jr.,  Las  Vegas. 
Delegate  to  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Joarnal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal;  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1986-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  Indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  otsly  and  ex- 
pires at  the  1967  Annual  Session. 

President:  Tom  L.  Carr,  Albuquerque. 

President-Elect:  Emmit  M.  Jennings,  Roswell. 

Vice  President:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Robert  P.  Beaudette,  Raton 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.;  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  t®  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Councilors  for  Three  Years:  Don  R.  Clark,  Roswell;  Alvin  S. 
Hartz,  Farmington;  Samuel  E.  Neff,  Clovis. 

Ceuncilcrs  for  Two  Years:  Harry  D.  Ellis,  Santa  Fe;  Armin 
T.  Keil,  Raton. 

Councilors  for  One  Year;  W.  W.  Kridelbaugh,  Albuquerque; 
Richard  C.  Sherman,  Alamogordo. 

Scientific  Editor  for  New  Mexico,  Rocky  Moumtam  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall.  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
595. 

Utah  State  Medical  Association 

OFFICERS — 1966-67— -Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  Is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

Presideat;  Paul  A.  Clayton,  Salt  Lake  City 

Presideat-elect:  Drew  M.  Petersen,  Ogden 

Past  President:  L.  V.  Broadbent,  Cedar  City 

Honorary  President:  Juel  E.  Trowbridge,  Bountiful 

Secretary  ’67;  Russell  M.  Nelson,  Salt  Lake  City 

Treasurer  *69:  Ralph  C.  Richards,  Salt  Lake  City 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo 

President,  Medical  Service  Bureau;  Wilford  G.  Biesingei, 

Springville 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan 
Alternate  Speaker,  House  of  Delegates:  William  R. 
Christensen,  Salt  Lake  City 

ADDITIONAL  TRUSTEES:  Box  Elder  County  Medical  Soc. 
’69,  Thomas  L.  Hannum,  Brigham  City;  Cache  Valley  Medical 
Soc.  ’66,  Robert  S.  Budge,  Smithfield:  Carbon  County  Medical 
Soc.  *66,  William  M.  Gorishek,  Price;  Central  Utah  Medical 
Soc.  ’67,  Halvard  J.  Davidson,  Manti;  Salt  Lake  County 
Medical  Soc.  ’66,  John  H.  Clark,  Salt  Lake  City;  Southeastern 
Utah  Medical  Soc.  ’67,  Jerrold  C.  Smith,  Monticello;  Southern 
Utah  Medical  Soc.  ’67,  Joseph  J.  Sannella,  K,anab:Uintah  Basin 
Medical  Soc.  ’67,  R.  V.  Larson,  Roosevelt;  Utah  County  Medi- 
cal Soc.  ’68,  John  H.  Rupper,  Provo;  Weber  County  Medical 
Soc.  ’67,  Douglas  C.  Barker,  Ogden. 

Scieratifie  Editor,  R®cky  Mountain  Medical  Journal:  Richard 
P.  Middleton.  Salt  Lake  City 

Associate  Editor,  Rocky  Mountain  Medical  JoHrnal:  Mr. 
Harold  Bowman,  Salt  Lake  City 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL  5-7477. 

EXECUTIVE  COMMITTEE:  Paul  A.  Clayton,  Chairman,  Salt 
Lake  City;  L.  V.  Broadbent,  Cedar  City;  Drew  M.  Petersen, 
Ogden;  Russell  M.  Nelson,  Salt  Lake  City;  Ralph  C.  Richards, 
Salt  Lake  City. 

BUDGET  COMMITTEE:  Ralph  C.  Richards,  Chairman,  Salt 
Lake  City;  Paul  A.  Clayton,  Salt  Lake  City;  L.  V.  Broadbent, 
Cedar  City;  Drew  M.  Petersen,  Ogden;  Russell  M.  Nelson, 
Salt  Lake  City. 
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AUXILIARY  ADVISORY:  Paul  A.  Clayton.  Chairman,  Salt 
Lake  City;  Thomas  L.  Hannum,  Brigham  City;  Robert  S. 
Budge,  Smithfield;  William  M.  Gorishek,  Price;  Halyard  J. 
Davidson,  Manti;  John  H.  Clark,  Salt  Lake  City;  Jerrold  C. 
Smith,  Monticello;  Joseph  J.  Sannella,  Kanab;  R.  V.  Larson, 
Roosevelt;  John  H.  Rupper,  Provo;  Douglas  C.  Barker,  Ogden. 
EXECUTIVE  COMMITTEE  OF  THE  FEE  SCHEDULE  COM- 
MITTEE: Scott  M.  Smith,  Chairman,  Salt  Lake  City;  John 
H.  Clark,  Salt  Lake  City;  Drew  M.  Petersen,  Ogden;  Garner 
B.  Meads,  Salt  Lake  City;  F.  Willis  Taylor,  Salt  Lake  City; 
Robert  W.  Carson,  Salt  Lake  City;  Hal  H.  Bourne,  Salt  Lake 
City;  Grant  A.  Hickman,  Salt  Lake  City;  Preston  R.  Cutler, 
Salt  Lake  City;  Mr.  Harold  Bowman,  Salt  Lake  City. 
COUNCIL  ON  MEDICAL  SERVICE:  Drew  M.  Petersen, 
Chairman. 

BLOOD  BANK  COMMITTEE:  Morgan  S.  Coombs,  Chairman, 
Salt  Lake  City;  Jimmy  L.  Verner,  Ogden;  Shelley  A.  Swift, 
Salt  Lake  City;  Joseph  L.  Hatch,  Salt  Lake  City;  Paul  G. 
Winquist,  Logan;  Eugene  E.  Speakman,  Mt.  Pleasant;  Crichton 
McNeil,  Salt  Lake  City;  George  E.  Cartwright,  Salt  Lake  City; 
Ronald  B.  Butler,  Provo;  J.  Eldon  Dorman,  Price. 
CONSTITUTION  AND  BYLAWS  COMMITTEE:  Wallace  S. 
Brooke,  Chairman,  Salt  Lake  City;  Drew  M.  Petersen,  Ogden; 
Kenneth  B.  Castleton,  Salt  Lake  City;  John  F.  Waldo,  Salt 
Lake  City;  Ralph  E.  Jorgenson,  Provo;  Mr.  John  Snow,  Salt 
Lake  City. 

FEE  SCHEDULE  COMMITTEE:  Scott  M.  Smith,  Chairman, 
Salt  Lake  City;  Dean  A.  Moffatt,  Salt  Lake  City;  Leland  O. 
Learned,  Salt  Lake  City;  William  J.  Morginson,  Salt  Lake 
City;  Dean  W.  Gray,  Salt  Lake  City;  Preston  G.  Hughes, 
Spanish  Fork;  H.  M.  Jackson,  Salt  Lake  City;  William  P. 
Daines,  Ogden;  J.  Louis  Schricker,  Jr.,  Salt  Lake  City;  Henry 
A.  Theurer,  Jr.,  Salt  Lake  City;  Dean  Spear,  Salt  Lake  City; 
Robert  W.  Carson,  Salt  Lake  City;  O.  Edward  Ogilvie,  Salt 
Lake  City;  Robert  C.  Mohr,  Salt  Lake  City;  J.  Bruce  Balken, 
Ogden;  Howard  K.  Belnap,  Ogden;  Robert  M.  Woolf,  Salt 
Lake  City;  Preston  R.  Cutler,  Salt  Lake  City;  Hal  H.  Bourne, 
Salt  Lake  City;  Warren  B.  West,  Ogden. 

INSURANCE  PLANS  COMMITTEE:  Wallace  S.  Brooke, 
Chairman,  Salt  Lake  City;  Myron  L.  Crandall,  Salt  Lake 
City;  Dean  L.  Bunderson,  Brigham  City;  Newell  G.  Daines, 
Logan;  G.  Cloyd  Krebs,  Provo;  Leland  O.  Learned,  Salt 
Lake  City;  Irven  H.  Moncrief,  Ogden;  Warren  B.  West,  Ogden; 
Paul  A.  Clayton,  Salt  Lake  City. 

MATERNAL  MORTALITY  COMMITTEE:  Carl  T.  Woolsey, 
Chairman,  Salt  Lake  City;  Ray  E.  Spendlove,  Vernal;  Wilbur 
S.  Thain,  Logan;  Russell  N.  Stirland,  Jr.,  Ogden;  Boyd  J. 
Farr,  Ogden;  Quinn  A.  Whiting,  Price;  J.  Gordon  Felt, 
Brigham  City;  Richard  S.  Clark,  Provo;  Irwin  H.  Kaiser,  Salt 
Lake  City;  F.  Willis  Taylor,  Salt  Lake  City;  Reynolds  F. 
Cahoon,  Salt  Lake  City;  John  T.  Mason,  Salt  Lake  City; 
Robert  H.  Hall,  Salt  Lake  City;  William  L.  Mason,  Panguitch; 
Lamar  H.  Stewart,  Gunnison. 

MEDICAL  ECONOMICS  COMMITTEE:  O.  Wendell  Budge, 
Chairman,  Logan,  1969;  W.  G.  Biesinger,  Springville,  1967; 
Joseph  D.  Halgren,  Richfield,  1967;  Richard  A.  Call,  Provo, 
1968;  Wallace  S.  Brooke,  Salt  Lake  City,  1968;  Wendell  J. 
Thomson,  Ogden,  1969;  L.  V.  Broadbent,  Cedar  City,  1969. 
NURSING  HOME  LIAISON  COMMITTEE:  Burtis  R.  Evans, 
Salt  Lake  City;  J.  Kyle  Clark,  Provo;  Elmer  M.  Kilpatrick, 
Salt  Lake  City;  Royd  C.  Stocks,  Ogden;  Clyde  J.  Daines, 
Logan;  John  F.  Waldo,  Salt  Lake  City. 

SPECIAL  COMMITTEE  ON  EYE  CARE:  Joseph  L.  Hatch, 
Chairman,  Salt  Lake  City;  Homer  E.  Smith,  Salt  Lake  City; 
Robert  S.  Felt,  Salt  Lake  City;  Louis  R.  Snider,  Ogden. 
COUNCIL  ON  PUBLIC  HEALTH:  Ralph  C.  Richards,  Chair- 
man. 

GENERAL  COMMITTEE  ON  PUBLIC  HEALTH:  Alan  P. 
Macfarlane,  Chairman.  Salt  Lake  City;  Dee  W.  Call,  Salt 
Lake  City;  Cyril  D.  Fullmer,  Salt  Lake  City;  F.  Clyde  Null, 
Salt  Lake  City;  Homer  S.  Ellsworth,  Salt  Lake  City;  Robert 
C.  Mohr,  Salt  Lake  City;  John  D.  Newton,  Ogden;  Reed  W. 
Farnsworth,  Cedar  City;  Richard  R.  Flynn,  Bountiful;  E.  H. 
Chapman,  Provo;  C.  DuWayne  Schmidt,  Salt  Lake  City. 
ATHLETIC  INJURIES  COMMITTEE:  Dee  W.  Call,  Chairman, 
Salt  Lake  City;  Sherman  S.  Coleman,  Salt  Lake  City;  R. 
Wendell  Vance,  Provo;  Reed  S.  Clegg,  Salt  Lake  City;  John 
C.  Worley,  Jr.,  Logan;  S.  William  Allred,  Salt  Lake  City; 
Clayton  R.  Gabbert,  Ogden. 

CANCER  COMMITTEE:  Cyril  D.  Fullmer,  Chairman,  Salt 
Lake  City;  Irwin  H.  Kaiser,  Salt  Lake  City;  O.  Ernest  Grua, 
Ogden;  David  L.  Wllkerson,  Parowan;  L.  Dean  Day,  Salt 
Lake  City;  Robert  W.  Sherwood,  Salt  Lake  City. 
CARDIOVASCULAR  DISEASE  COMMITTEE:  F.  Clyde  Null, 
Chairman,  Salt  Lake  City;  Robert  W.  Sherwood,  Salt  Lake 
City;  Preston  R.  Cutler,  Salt  Lake  City;  Charles  M.  Parrish, 
Salt  Lake  City;  Conrad  B.  Jenson,  Salt  Lake  City;  Talmage 
W.  Nielsen,  Salt  Lake  City;  Allan  H.  Barker,  Salt  Lake  City. 


CHILD  ADOPTION  COMMITTEE:  Homer  S.  Ellsworth,  Chair- 
man, Salt  Lake  City;  L.  Dean  Day,  Salt  Lake  City;  C.  Wallace 
Sorenson,  Salt  Lake  City;  Reed  W.  Farnsworth,  Cedar  City; 
John  Carlisle,  Logan;  Kenneth  O.  Fishier,  Salt  Lake  City; 
Lindsay  R.  Curtis,  Ogden;  Preston  G.  Hughes,  Spanish  Fork. 
MENTAL  HEALTH  COMMITTEE:  Robert  C.  Mohr,  Chairman, 
Salt  Lake  City;  Marlow  R.  Harston,  Provo;  C.  H.  Hardin 
Branch,  Salt  Lake  City;  William  W.  Barrett,  Salt  Lake  City; 
Richard  Iverson,  Ogden;  Harvey  P.  Wheelwright,  Ogden; 
Reed  S.  Andrus,  Salt  Lake  City;  Thomas  C.  Hardy,  Salt 
Lake  City;  Garth  G.  Myers,  Salt  Lake  City;  Donald  E.  Smith, 
Salt  Lake  City;  N.  Frederick  Hicken,  Salt  Lake  City;  J. 
Robert  Poulsen,  Granger. 

MENTAL  RETARDATION  COMMITTEE:  John  D.  Newton, 
Chairman,  Ogden;  Joseph  P.  Kesler,  Salt  Lake  City;  Harold 
E.  Young,  Jr.,  Midvale;  Stanley  R.  Child,  Salt  Lake  City;  James 
C.  Warenski,  Salt  Lake  City;  John  H.  Carlquist,  Salt  Lake 
City;  Garth  G.  Myers,  Salt  Lake  City;  S.  F.  Blackburn,  Ogden. 
RURAL  HEALTH  COMMITTEE:  Reed  W.  Farnsworth,  Chair- 
man, Cedar  City;  W.  R.  Elton  Newman,  Salt  Lake  City; 
Edward  D.  Morton,  Ogden;  Thomas  M.  Hall,  Payson. 

SCHOOL  HEALTH  COMMITTEE:  Richard  R.  Flynn,  Chair- 
man, Bountiful;  Earl  A.  Lloyd,  Salt  Lake  City;  John  T. 
Mason,  Salt  Lake  City;  Raymond  N.  Malouf,  Logan;  Jack  B. 
Trunnell,  Provo;  Russell  N.  Stirland,  Jr.,  Ogden;  John  A. 
Dixon,  Ogden. 

SANITATION  AND  POLLUTION  COMMITTEE:  Alan  P. 
Macfarlane,  Chairman,  Salt  Lake  City;  G.  D.  Carlyle  Thomp- 
son, Salt  Lake  City;  W.  F.  Loomis,  Brigham  City;  Donald  M. 
Moore,  Ogden;  Harold  P.  Hargreaves,  Salt  Lake  City;  G. 
Cloyd  Krebs,  Provo;  Elmer  M.  Kilpatrick,  Salt  Lake  City; 
Harold  B.  Lamb,  Salt  Lake  City;  C.  A.  Natoli,  Salt  Lake  City; 
William  H.  Bennion,  Salt  Lake  City;  Byron  W.  Daynes,  Salt 
Lake  City. 

TRAUMA  COMMITTEE:  E.  H.  Chapman,  Chairman,  Provo; 
A.  M.  Okelberry,  Salt  Lake  City;  Robert  W.  Sherwood,  Salt 
Lake  City;  Mark  H.  Greene,  Jr.,  Salt  Lake  City;  Aaron  B. 
Ross,  Ogden. 

TUBERCULOSIS  COMMITTEE:  C.  DuWayne  Schmidt,  Chair- 
man, Salt  Lake  City;  Robert  J.  Beveridge,  Salt  Lake  City; 
Alan  P.  Macfarlane,  Salt  Lake  City;  Carroll  D.  Goon,  Monti- 
cello; John  D.  Newton,  Ogden;  Richard  J.  Nelson,  Salt  Lake 
City;  W.  R.  Elton  Newman,  Salt  Lake  City. 

COUNCIL  ON  SCIENTIFIC  EDUCATION:  Russell  M.  Nelson, 
Chairman. 

MEDICAL  ADVISORY  BOARD  TO  THE  UNIVERSITY  OF 
UTAH  COLLEGE  OF  MEDICINE:  ‘Kenneth  B.  Castleton, 
Chairman,  Salt  Lake  City;  ‘Irwin  H.  Kaiser,  Salt  Lake  City; 
‘M.  M.  Wintrobe,  Salt  Lake  City;  President  James  C.  Fletcher, 
Salt  Lake  City;  ‘Mr.  Luke  G.  Pappas,  Price;  ‘Mr.  Reed  W. 
Brinton,  Salt  Lake  City;  ‘Mr.  Carvel  Mattsson,  Richfield; 
Paul  A.  Clayton,  Vice-Chairman,  Salt  Lake  City;  Stanley  R. 
Child,  Salt  Lake  City;  L.  V.  Broadbent,  Cedar  City;  Drew 
M.  Petersen,  Ogden;  V.  Robert  Kelly,  Layton;  John  H.  Clark, 
Salt  Lake  City;  George  H.  Curtis,  Salt  Lake  City. 

‘Represents  University  of  Utah 

MEDICAL  EDUCATION  AND  HOSPITAL  COMMITTEE: 

William  P.  Daines,  Chairman,  Ogden,  1968;  James  P.  Neeley, 
Jr.,  Logan,  1967;  Irven  H.  Moncrief,  Ogden,  1967;  Riley  G. 
Clark,  Provo,  1967;  A.  W.  Scott,  Richfield,  1967;  Quinn  A. 
Whiting,  Price,  1967;  Charles  D.  Behrens,  Salt  Lake  City  1967; 
Hal  H.  Bourne,  Salt  Lake  City,  1968;  E.  H.  Chapman,  Provo, 
1968;  Lawrence  E.  Stevens,  Salt  Lake  City,  1968;  C.  Hilmon 
Castle,  Salt  Lake  City,  1969;  James  R.  Miller,  Salt  Lake  City, 
1969;  M.  Eugene  Lahey,  Salt  Lake  City,  1969;  H.  R.  Reichman, 
Salt  Lake  City,  1969. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  COMMITTEE: 
Alan  E.  Lindsay,  Chairman,  Salt  Lake  City,  1969;  Richard  P. 
Middleton,  Salt  Lake  City,  1967;  R.  Craig  Clark,  Provo,  1968; 
C.  Hilmon  Castle,  Salt  Lake  City,  1970;  Oliver  L.  Richards,  Jr., 
Ogden,  1971. 

ADVISORY  COMMITTEE  TO  THE  ROCKY  MOUNTAIN 
MEDICAL  JOURNAL:  Alan  E.  Lindsay,  Chairman,  Salt 
Lake  City;  Richard  P.  Middleton,  Salt  Lake  City;  I.  Bruce 
McQuarrie,  Ogden;  Paul  D.  Hoeprich,  Salt  Lake  City;  Richard 
A.  Call,  Provo. 

SCIENTIFIC  EXHIBITS  COMMITTEE:  Patrick  F.  Bray. 
Chairman,  Salt  Lake  City;  Richard  Y.  Card,  Salt  Lake  City. 
SCIENTIFIC  PROGRAM  COMMITTEE:  Russell  M.  Nelson, 
Chairman,  Salt  Lake  City;  W.  Lynn  Richards,  Bountiful; 
Eugene  Y.  Hall,  Salt  Lake  City;  John  R.  Ward,  Salt  Lake  City; 
Chase  N.  Peterson,  Salt  Lake  City;  James  H.  Quinn,  Salt 

Lake  City;  Andrew  F.  Latteier,  Salt  Lake  City;  Lyman  W. 

Condie,  Salt  Lake  City;  Patrick  F.  Bray,  Salt  Lake  City; 

Edward  R.  McKay,  Salt  Lake  City;  Richard  Y.  Card,  Salt 

Lake  City;  Dean  W.  Tanner,  Ogden;  Don  H.  Nelson,  Salt 
Lake  City. 

COUNCIL  ON  GOVERNMENT  RELATIONS:  Paul  A.  Clayton, 
Chairman. 
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DISASTER  AND  CIVIL  DEFENSE  COMMITTEE:  Joseph  O. 
Brewerton,  Chairman,  Salt  Lake  City;  Richard  J.  Nelson, 
Salt  Lake  City;  Robert  W.  Carson.  Salt  Lake  City;  G.  D. 
Carlyle  Thompson,  Salt  Lake  City:  O.  Ernest  Grua,  Ogden; 
Otto  F.  Smith,  Brigham  City;  Wilbur  S.  Thain,  Logan;  Quinn 
A.  Whiting,  Price;  A.  W.  Scott,  Richfield;  Frank  F.  Daughters, 
Salt  Lake  City;  Jay  P.  Munsey,  Moab;  William  L.  Mason, 
Panguitch,  Paul  G.  Stringham,  Vernal;  Robert  H.  Nightingale, 
Springville;  Vernal  H.  Johnson,  Ogden;  Wilford  H.  LeChemi- 
nant,  Provo. 

LEGISLATIVE  COMMITTEE:  Eugene  Y.  Hall,  Chairman, 
Salt  Lake  City;  Juel  E.  Trowbridge,  Bountiful;  Wallace  S. 
Brooke,  Salt  Lake  City;  Gale  H.  Keyes,  Ogden;  Don  Dee 
Olsen,  Ogden;  Robert  E.  Skabelund,  Logan;  Paul  G.  String- 
ham,  Vernal;  J.  Garth  Chatterley,  Cedar  City;  O.  Wendell 
Budge,  Logan;  Richard  A.  Call,  Provo;  Stanley  R.  Child,  Salt 
Lake  City;  N.  F.  Hicken,  Salt  Lake  City;  Thomas  C.  Hardy, 
Salt  Lake  City;  Wesley  G.  Harline,  Ogden;  Mr.  John  Snow, 
Salt  Lake  City. 

MEDICAL  ADVISOR  TO  DEPARTMENT  OF  PUBLIC  WEL- 
FARE: Stanley  R.  Child,  Salt  Lake  City. 

WELFARE  TASK  FORCE  COMMITTEE:  Stanley  R.  Child, 
Chairman,  Salt  Lake  City;  Ralph  E.  Jorgenson,  Provo;  Gale 
H.  Keyes,  Ogden;  Paul  A.  Clayton,  Salt  Lake  City;  Don 
Dee  Olsen,  Ogden;  Merrill  C.  Daines,  Logan. 

MEDICARE  COMMITTEE:  Paul  A.  Clayton,  Chairman,  Salt 
Lake  City;  L.  V.  Broadbent,  Cedar  City;  Stanley  R.  Child, 
Salt  Lake  City;  John  F.  Waldo,  Salt  Lake  City;  Cyril  D. 
Fullmer,  Salt  Lake  City;  Mr.  Harold  Bowman,  Salt  Lake 
City;  Mark  W.  Muir,  Salt  Lake  City;  Alan  E.  Lindsay,  Salt 
Lake  City. 

OCCUPATIONAL  HEALTH  COMMITTEE:  Boyd  J.  Larsen, 
Chairman,  Lehi;  Otto  F.  Smith,  Brigham  City;  W.  F.  Loomis, 
Brigham  City;  Boyd  G.  Holbrook,  Salt  Lake  City;  Robert  M. 
Woolf,  Salt  Lake  City;  Manly  Utterback,  Ogden;  W.  Lynn 
Richards,  Bountiful. 

COUNCIL  ON  PUBLIC  AND  PROFESSIONAL  RELATIONS: 
L.  V.  Broadbent,  Chairman. 

GRIEVANCE  COMMITTEE:  Mark  W.  Muir,  Chairman,  Salt 
Lake  City,  1966;  Arnold  B.  Gilbert,  Brigham  City,  1969;  R. 
Bruce  Christian,  Vernal,  1969;  George  R.  Aiken,  Kanab;  1967; 
Russell  N.  Stirland,  Ogden,  1967;  Carroll  D.  Goon,  Monticello, 
1963;  O.  W.  Phelps,  Helper,  1968;  W.  R.  Worley,  Jr.,  Richfield, 
1968;  Clair  L.  Payne,  Logan,  1968;  J.  Russell  Smith,  Provo,  1969. 
ETHICS  COMMITTEE:  Scott  M.  Budge,  Chairman,  Logan; 
Ralph  E.  Jorgenson,  Provo;  Ralph  L.  Tingey,  Salt  Lake  City; 
Kenneth  A.  Crockett,  Salt  Lake  City;  I.  Bruce  McQuarrie, 
Ogden;  L.  V.  Broadbent,  Cedar  City. 

HOSPITAL  RELATIONS  COMMITTEE:  Rulon  F.  Howe,  Chair- 
man, Ogden;  Drew  M.  Petersen,  Ogden;  Frank  F.  Daughters, 
Salt  Lake  City;  Robert  M.  Dalrymple,  Salt  Lake  City;  Wallace 
L.  Chambers,  Granger;  Joseph  E.  Jack,  Murray;  Cyril  D.  Full- 
mer, Salt  Lake  City;  Adolph  M.  Nielsen,  Salt  Lake  City; 
Donald  V.  Poppen,  Provo. 

LIAISON  COMMITTEE  WITH  UTAH  BAR:  Chester  B.  Powell, 
Chairman,  Salt  Lake  City;  Wallace  S.  Brooke,  Salt  Lake  City; 
Newell  G.  Daines,  Jr.,  Logan;  Ernest  L.  Wilkinson,  Salt 
Lake  City;  L.  D.  Nelson,  Ogden. 

MEDICAL  LEGAL  COMMITTEE:  Chester  B.  Powell,  Chair- 
man, Salt  Lake  City,  1967;  Eugene  Wood,  Salt  Lake  City,  1967; 
William  K.  Fitzpatrick,  Salt  Lake  City,  1967;  A.  M.  Okelberry, 
Salt  Lake  City,  1967;  Madison  H.  Thomas,  Salt  Lake  City,  1967; 
Ralph  R.  Meyer,  Salt  Lake  City,  1967;  David  W.  Richards, 
Salt  Lake  City,  1967;  Bruce  A.  Lloyd,  Salt  Lake  City,  1967; 
Rees  H Anderson,  Salt  Lake  City,  1967;  John  Z.  Brown,  Jr., 
Salt  Lake  City,  1967;  John  N.  Henrie,  Salt  Lake  City,  1968; 
James  P.  Neeley,  Logan,  1968;  Donald  V.  Poppen,  Provo,  1969; 
H.  David  Rees,  Provo,  1969;  C.  V.  Zabriskie,  Ogden,  1969; 
L.  Garr  Merrill,  Ogden,  1969;  Russell  N.  Hirst,  Ogden,  1969; 
MEDICINE  AND  RELIGION  COMMITTEE:  Edward  R.  McKay, 
Chairman,  Salt  Lake  City;  John  H.  Clark,  Salt  Lake  City; 
Irving  Ershler,  Salt  Lake  City;  Garner  B.  Meads,  Salt  Lake 
City;  George  M.  Fister,  Ogden;  William  J.  Morginson,  Salt 
Lake  City. 

MEMORIAM  COMMITTEE:  Juel  E.  Trowbridge,  Chairman, 
Bountiful. 

NURSING  LIAISON  COMMITTEE;  George  H.  Curtis,  Chair- 
man, Salt  Lake  City;  Ivan  C.  Taylor,  Ogden;  William  J.  Mor- 
ginson, Salt  Lake  City;  Rees  H.  Anderson,  Salt  Lake  City; 
John  H.  Rupper,  Provo. 

LITTLE  HOOVER  COMMITTEE:  John  A.  Dixon,  Chairman, 
Ogden;  John  F.  Waldo,  Salt  Lake  City;  Wallace  S.  Brooke, 
Salt  Lake  City;  Drew  M.  Petersen,  Ogden;  Thomas  M.  Hall, 
Payson;  O.  Wendell  Budge,  Logan. 

PUBLIC  RELATIONS  COMMITTEE:  Robert  M.  Dalrymple, 
Chairman,  Salt  Lake  City;  M.  Paul  Southwick,  Ogden;  John 
R.  Ward,  Salt  Lake  City;  Stanley  D.  Neff,  Salt  Lake  City; 


Homer  S.  Ellsworth,  Salt  Lake  City;  J.  Robert  Poulsen, 
Granger;  Andrew  F.  Latteier,  Salt  Lake  City;  Mr.  James 
Hodgson,  Salt  Lake  City. 

SUBCOMMITTEE  ON  MEDICALLY-IMPAIRED  DRIVER: 
Mark  H.  Greene,  Chairman,  Salt  Lake  City;  Lyman  W.  Con- 
die,  Salt  Lake  City;  Charles  D.  Behrens,  Salt  Lake  City; 
Lewis  A.  Petersen,  Murray;  Mrs.  Esther  E.  Landa;  Mr.  Alan 
Hodgson;  Mr.  Robert  W.  Warnick. 

REHABILITATION  COMMITTEE:  James  R.  Swenson,  Chair- 
man, Salt  Lake  City;  Rich  Johnston,  Ogden;  LaVerne  S. 
Erickson,  Salt  Lake  City;  Robert  T.  Ferguson,  Salt  Lake  City; 
Joseph  P.  Kesler,  Salt  Lake  City. 

OPHTHALMOLOGICAL  ADVISORY  COMMITTEE  TO  STATE 
HEALTH  DEPARTMENT  AND  UTAH  STATE  MEDICAL 
ASSOCIATION:  Homer  E.  Smith,  Chairman,  Salt  Lake  City; 
Rowland  H.  Merrill,  Salt  Lake  City;  Orson  W.  White,  Salt 
Lake  City;  Dean  Spear,  Salt  Lake  City;  Richard  W.  Sonntag, 
Salt  Lake  City;  L.  Keith  Gates,  Logan;  James  H.  Quinn, 
Salt  Lake  City;  Mr.  J.  Fred  Whitney,  Salt  Lake  City. 
UTILIZATION  COMMITTEE;  Mark  W.  Muir,  Chairman,  Salt 
Lake  City;  Arnold  B.  Gilbert,  Brigham  City;  Clair  L.  Payne, 
Logan;  O.  W.  Phelps,  Helper;  W.  R.  Worley,  Jr.,  Richfield; 
Carroll  D.  Goon,  Monticello;  George  R.  Aiken,  Kanab;  R. 
Bruce  Christian,  Vernal;  J.  Russell  Smith,  Provo;  Russell  N. 
Stirland,  Ogden;  John  F.  Waldo,  Salt  Lake  City. 

MEDICAL  SUBCOMMITTEE  OF  THE  GOVERNOR’S  COM- 
MITTEE ON  EMPLOYMENT  OF  THE  HANDICAPPED:  James 

R.  Swenson,  Salt  Lake  City;  Sherman  S.  Coleman,  Chairman, 
Salt  Lake  City;  John  N.  Henrie,  Salt  Lake  City;  F.  Clyde  Null, 
Salt  Lake  City;  E.  Daniel  Nusbaum,  Salt  Lake  City;  Earl  H. 
Phillips,  Salt  Lake  City;  Mr.  Harold  Bowman,  Salt  Lake 
City. 

COMMITTEE  TO  WORK  WITH  UTAH  STATE  BAR  ON 
REVISION  OF  STATE  STATUTES  RELATIVE  TO  PRE- 
SCRIPTION OF  DANGEROUS  DRUGS:  Jack  B.  Trunnell, 
Chairman,  Provo;  C.  H.  Hardin  Branch,  Salt  Lake  City; 
Maurice  J.  Taylor,  Salt  Lake  City;  Chester  B.  Powell,  Salt 
Lake  City;  Russell  N.  Hirst,  Ogden;  Robert  J.  Beveridge, 
Salt  Lake  City;  Scott  M.  Budge,  Logan;  Orson  B.  Spencer, 
Price,  Carlos  N.  Madsen,  Salt  Lake  City;  I.  Bruce  McQuarrie, 
Ogden. 

SEARCH  COMMITTEE:  Ernest  L.  Wilkinson,  Chairman,  Salt 
Lake  City;  Russell  M.  Nelson,  Salt  Lake  City;  Homer  E.  Smith, 
Salt  Lake  City;  Henry  A.  Theurer,  Jr.,  Salt  Lake  City;  Russell 
N.  Hirst,  Ogden;  Ralph  E.  Jorgenson,  Provo. 

SPEAKER’S  BUREAU;  Ralph  E.  Jorgenson,  Provo:  Nephi  K. 
Kezerian,  Provo;  I.  Bruce  McQuarrie,  Ogden;  Thomas  L.  Han- 
num,  Brigham  City;  W.  Ezra  Cragun,  Logan;  N.  F.  Hicken, 
Salt  Lake  City;  Paul  A.  Clayton,  Salt  Lake  City;  Wallace 

S.  Brooke,  Salt  Lake  City;  Milo  C.  Moody,  Spanish  Fork; 
Robert  J.  Beveridge,  Salt  Lake  City;  A.  R.  Demman,  Helper; 
Drew  M.  Petersen,  Ogden;  V.  Robert  Kelly,  Layton;  Reed  W. 
Farnsworth,  Cedar  City;  Floyd  W.  Seager,  Ogden;  J.  Russell 
Smith,  Provo;  Lloyd  L.  Cullimore,  Provo;  John  A.  Dixon, 
Ogden;  Robert  F.  Bitner,  Layton;  Ernest  L.  Wilkinson,  Salt 
Lake  City;  R.  Wendell  Vance,  Provo;  Allan  H.  Barker,  Salt 
Lake  City;  Maurice  J.  Taylor,  Salt  Lake  City:  Frank  F. 
Daughters,  Salt  Lake  City;  Vernon  C.  Young,  Salt  Lake  City; 
Joseph  E.  Jack,  Murray;  R.  E.  Nilsson  (Debate),  Ogden; 
James  E.  Hanson,  (Ear  Sub.),  Salt  Lake  City. 


Wyoming  State  Medical  Society 

OFFICERS— 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Ray  K.  Christensen,  Powell 

President-elect:  Laurence  W.  Greene,  Jr.,  Laramie 

Vice  President:  Henry  N.  Stephenson,  Newcastle 

Secretary:  Raymond  E.  Kunkel,  Thermopolis 

Treasurer:  Elmer  S.  McKay,  Lander 

Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.;  Frederick  H.  Haigler, 

Casper 

Speaker  of  the  House:  John  H.  Froyd,  Worland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal;  Mr.  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.  O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 
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^ Qualified  dispensers  ^ Finest,  first  quality  lenses 
^ Wide  selection  of  frames  at  various  prices 
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DENVER 

218  16th  St 

.222-2611 

1955  Penn 

.255-7979 

Franklin  Medical  Center 

2045  Franklin 

.623-8181 

1801  High 

.355-1815 

Medical  Center 

3705  E.  Colfax 355-0202 

303  Josephine 355-0033 

2465  S.  Downing 777-2424 

LITTLETON 

6200  S.  Broadway 798-6888 


AURORA 

10115  E.  Colfax.  .. 

LAKEWOOD 
2530  Youngfield . . 

BOULDER 

Medical  Arts  Bldg. 
1136  Alpine 


Shadford  * Fletcher 

DIVISION  OF  BENSON'S 

IT'S  SMART  TO  RELY  ON  @ QUALITY  EYEWEAR 


\ 

I 

366-1307  I 

I 

233-9093  I 


I 


BRO'^DMOOR 


for  the  pure  pleasure  of  it  all. 

"■'Broadmoor 

Colorado  Springs,  Colo. 


MEDICAL  OFFICE  SPACE 
560  GARRISON  ST. 

Doctors  office  space  serving  well  popu- 
lated area.  Contains  approx.  1,505 
square  feet  adjoining  Meadowlark 
Shopping  Center.  Air  conditioned, 
heated,  well  lighted,  plenty  of  parking, 
next  to  drug  store.  Occupied  by  suc- 
cessful General  Practitioners  since 
built  in  1959.  For  appointment  to  see 
and  further  information  call  Mr. 
Thomas. 

GARREn-BROMFIELD  & CO. 

222-8621  Security  Bldg. 

Denver,  Colorado  80202 
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WANT  ADS 


rJEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  CaU  422-2502,  Denver. 

9-7-TFB 


OFFICE  SPACE  AVAILABLE  southwest  Denver  location 
in  established  medical-dental  building.  Reasonable  rent. 
Liberal  leasing  terms.  Call  935-5383  or  781-3809.  12-3-TFB 


OFFICE  FOR  RENT.  A going  practice.  New  medical  build- 
ing— good  location,  plenty  of  parking.  Large  reception 
room,  secretary  office.  Two  treatment  rooms,  surgery,  pri- 
vate office,  two  dressing  rooms,  one  small  laboratory  and 
drug  room.  New  hospital  under  construction,  present  hospi- 
tal 30  beds.  New  schools,  5,000  pop.  area,  two  MD’s.  38 
miles  from  Colorado  Springs,  on  Arkansas  River.  Also  2 
b.r.  brick  home  on  two  acres.  Reasons  for  leaving — Medi- 
care, D.O.  Contact  Edward  W.  Murphy,  D.O.,  110  No,  Pikes 
Peak,  Florence,  Colorado  81226.  11-4-3B 


NEAR  HOSPITALS — Two  vacant  first  floor  suites,  each  has 
700  sq.  ft.,  can  be  combined.  Three  private  offices,  five 
treatment  or  examining  rooms,  two  rest  rooms,  air  condi- 
tioned, off-street  parking.  $3.50  sq.  ft.  See  Bigelow  at  1820 
Gilpin  Street  or  call  377-1100.  Denver.  11-3-3B 


FOR  LEASE  JUNE  1 or  later — Medical  office.  680  sq.  ft.,  6 
rooms,  darkroom  and  lavatory.  Bear  Valley  Shopping  Center. 
GP  leaving  Denver  and  15-year  established  practice.  Call  A.  L. 
French,  Jr.,  MD,  935-3549,  3100  South  Sheridan  Blvd., 

Denver.  1-4-3 


GENERAL  PRACTICE.  Choice  two  man  partnership  grossing 
$120,000.  Modern  clinic  building  with  medical  and  dental 
facilities,  across  street  from  20  bed  hospital.  Northern  Colorado 
Rockies.  Both  physicians  specializing.  Easy  terms.  Available 
July  1,  1967.  Kremmling  Clinic,  Box  497,  Kremmling,  Colo- 
rado. 1-1-3B 


EXCELLENT  OPPORTUNITY  for  G.P.  interested  in  Ortho- 
pedics in  a growing  community  in  Northwestern  Colorado. 
Fine  community  to  raise  children  with  excellent  recreational 
facilities.  For  further  information  contact  M.  L.  Crawford. 
M.D.,  825  Oak  Street.  Steamboat  Springs,  Colorado  80477.  1-2-1 


NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,003  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
Jim  Hickam,  777-2671.  1-3-TFB 


Natural  Gas  & Electricity 


The  Energy  Team  For  Modern  Living 


PUBLIC  SERVICE 
COMPANY  OF  COLORADO 

an  investor-owned  utility 


EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That’s  why  we’re  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion—how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it’s  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Denver,  Colorado  80215 


MEMBER 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  16th  Street 
Denver  80202 


Telephone 

534-8714 


• STOCKS 

• TAX  EXEMPTS 

• MUTUAL  FUNDS 

Lou  Lagrave 

Serving  Medical  Profession 
Over  Twenty  Years 

Hilton  Hotel  Bldg. 
Albuquerque,  N.  M.  247-4045 

Rauscher  Pierce  Securities  Corp. 

Member  New  York  Stock  Exchange  and  other  leading 
Exchanges 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 
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You 

Can 

Order 

Nt 

of  any  feature  article  or  adver- 
tisement appearing  in  The  Rocky 
Mountain  Medical  JournaL 

Orders  must  be  placed  with- 
in 15  days  after  date  of  pub- 
lication. Minimmii  charge 
applies  for  100  copies  or 
less. 

The  cost  is  very  reasonable.  For  fur- 
ther information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 


BmmmmEh 
mycous  eoLiTis 

PIVEKTICWLITIS  ' 
SPASTiC  yPETERITIS 
BLADDER  SPASM 


me  relimed  with 


BRAm  THIPHENAMIL  HCl 


Minimum  dosage  400  mg.,  q. 
4 h.  until  relief  is  constant, 
adjust  maintenance  dosage. 

A therapeutic  blood  level  can- 
not be  obtained  with  small 
dosage.  Trocinate  is  metabol- 
ized and  eliminated  in  the 
urine  as  harmless  degradation 
products — a safety  factor.  Six- 
teen years  of  clinical  usage  with 
the  absence  of  untoward  effects 
establishes  the  safety  of  Tro- 
cinate. The  autonomic  nervous 
system  is  not  involved  in  its 
prompt  action. 


NOW  AVAILABLE  IN  2 STRENGTHS, 

100  mg.  and  400  mg. 

PINK  SUGAR-COATED  TABLETS 

Literature  and  samples  available. 

WM.  P.  POYTHRESS  & GO.,  INC. 
RICHMOND,  VIRGINIA  23217 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Will  Your  Personal  Security  Stop 
When  You're  Sick  or  Hurt 
and  Can't  Practice  Your  Profession? 


Maybe  not  right  away.  But  even  a short-term  illness 
or  injury  can  take  much  of  your  savings  and  disrupt 
your  financial  program.  And  what  if  your  disability 
is  serious?  It  might  take  years  and  thousands  of 
dollars  before  you  could  return  to  your  profession. 


How  will  you  provide  for  your  family?  There's  a 
low-cost  way  — through  the  Medical  Society's  ap- 
proved Income  Protection  Plan.  Pays  up  to  $800.00 
a month  when  you're  sick  or  hurt  and  unable  to 
practice  your  profession.  Mail  the  coupon  below  for 
complete  details. 


RETURN  THE  COUPON  FOR  FULL  DETAILS 


underwritten  by 


I 

I 

I 
I 
I 

Mutual  of  Omaha  Insurance  Company  J 

I 

Life  Insurance  Affiliate;  United  of  Omaha  | 

Home  Office:  Omaha,  Nebraska  | 

I 

I 

1-7-67  I 


VINCENT  ANDERSON  COMPANY,  INC. 

2nd  Floor,  Railway  Exchange  Building 
Denver,  Colorado  S0262 

Please  send  full  details  about  the  Income  Protection  Plan 
of  the  Colorado  Medical  Society. 

NAME 

ADDRESS 

CITY 

STATE ZIP 


Mutual  i 

OF  OMAHA 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalpgraphy. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McCleUan,  M.D. 
James  E.  Edwards,  M.D. 
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when  it  counts... 


Chloromycetin' 


PARKE.  DAVIS  i COMPANY.  Detroit.  Michigan  m37 


(chloramphenicol) 


Complete  information  for  usage 
available  to  physicians  upon  request. 
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Volume  64,  Number  2 
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41  Winter  Clinics  of  the  Colorado  Medical  Society 

42  Journal  Printing  Returns  to  Denver 
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Telephone  399-1222  (area  code  303i 

Publication  Office 
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When  the  stagnant  sinus 
must  be  drained... 


> !.V 


TransilUjmination  of  the  sinuses  — diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur< 
passed  for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 

Vb®/o  solution  for  infants 

V4V0  solution  for  children  and  adults 

V4V0  pediatric  nasal  spray  for  children 

V2V0  solution  for  adults 

VaVe  nasal  spray  for  adults 

V2V0  jelly  for  children  and  adults 

IVs  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 


luagesic 

robamate  and 
eptazine  citrate  with 


) 


(Precautions;  Keep  out  of  reach  of  children.  Care- 
fully supervise  dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  may 
result  in  dependence  or  habituation  in  susceptible 
persons— as  ex-addicts,  alcoholics,  severe  psycho- 
neurotics. Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reac- 
tions including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance.  If  drowsiness, 
. ataxia  or  visual  disturbances  occur,  reduce  dose.  If 
‘^symptoms  persist,  caution  patients  against  operat- 
ing machinery  or  driving.  Give  cautiously  to  patients 
With  suicidal  tendencies.  Treat  attempted  suicide 
|«ith  Immediate  gastric  lavage  and  appropriate 
isupportive  therapy 

tSide  Effects:  Ethoheptazine  and  aspirin  may  oc- 
jcasior^tly  cause  nausea,  vomiting,  epigastric  dis- 
.fress,  and  rarely  dizziness  and  CNS  depression, 
.^verdosage  may  result  in  salicylate  intoxication, 
jifeprobamale  rarely  causes  allergic  or  idiosyncratic 
reactions.  These  reactions,  sometimes  severe,  can 
.^develop  in  patients  receiving  only  1 to  4 doses  who 
ihave  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or 
erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever  have  been 
reported.  Meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely, 
include angioedema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  ana- 
phylaxis, stomatitis  and  proctitis  (1  case)  and  hyper- 
thermia. Afew  cases  of  leukopenia,  usually  transient, 
have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  caseT 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported;  almost  al- 
ways, in  the  presence  of  known  toxic  agents. 
Contraindications:  History  of  sensitivity  or  severe 
intolerance  to  aspirin  or  meprobamate. 


Composition ; 150  mg.  meprobamate,  75  mg.  etho- 
heptazine citrate  and  250  mg,  aspirin  per  tablet. 


Wyeth  Laboratories  Philadelphia,  Pa. 


Weighing 

on  MS 

mind. 

too 


When  pain  evokes  anxiety  and 
tension,  thereby  heightening  pa- 
tient discomfort,  a simple  anal- 
gesic may  only  touch  on  part  of 
the  problem. 

This  single-prescription,  non- 
narcotic product,  however, 
usually  provides  effective  anal- 
gesia and  helps  put  the  patient’s 
mind  at  ease. 


PneumotOEci 


Persidliin-Sensitiv® 
Steph^lococd  A 


Sfreplst®^ 


V-Cillin  K® provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 

Median  Range 

MIC  (meg. /ml.) 

Median  Range 

MIC  (meg. /ml.) 

Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0,02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adopted  from  Klein,  J.  O.,  ond  Finland,  M.:  New  England  J.  Med. ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adoot'.'d  from  Griffith,  R.  S.,  ond  Block,  H.  R.:  Current  Ther,  Res,,  6.253,  1964. 


V"Cillin  K 

Potassium  Phenoxymethyl  Penicillin 


fSee  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications;  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication;  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin.  I( 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions;  Although  serious  allergic  reactions  are  rnucf 
less  common  with  administration  of  oral  penicillin  than  with  intramuscu- 
lar forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness,  or 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin  is 
administered,  measures  for  treating  anaphylaxis  should  be  readily 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  for 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamines 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  over- 
growth of  antibiotic-resistant  organisms;  in  such  a case,  antibiotic  ad 
ministration  should  be  stopped  and  appropriate  measures  taken. 
Administration  and  Dosage;  For  Tablets  V-Cillir  K and  for  V-Ciltir! 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)' 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  in 
fonts,  the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bacte 
remia  may  be  treated  with  200,000  to  400,000  units  three  times  a day 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  de 
velopment  of  rheumatic  fever  and/or  other  serious  complications.  Das 
age  for  routine  streptococcus  prophylaxis  in  patients  with  a history  o 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  once 
or  twice  daily.  When  such  patients  underga  tonsillectomy,  tooth  extrac 
tion,  or  other  minor  surgery,  the  prophylactic  dose  should  be  500,00( 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  day 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  sui 
gery,  parenteral  therapy  should  be  considered.  Mild  to  moderatel 
severe  pneumococcus  pneumonia  has  been  treated  effectively  will 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  give 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours  fc 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours  fc 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syphili 
should  hove  a dark-field  examination  before  receiving  penicillin  an 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  i 
bottles  of  50  and  100;  250  mg.  (400,000  units),  and  500  mg.  (800,00 
units)  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  pt 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packoges. 

Additional  inlormalion  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


FACT  & LEGEND 
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high  blood  pressure. 


RU/^ri*  £OSr  THE  BATTLE  OF  WATERLOO 

Ir  BECAUSE  H£  mS  TOO  FAT! 

ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13,  1890,  ■ 

THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK  M 

HIS  INTELLIGENCE  INFORMATION.  “ IT  WAS  A ^ 

MATTER  OF  MERE  INDOLENCE  AND  THIS 
INDOLENCE  WAS  CAUSED  BY  FAT." 
source:  jama  ISEIES  (OCT.B)  /S63. 


nOU’  ACCORDING  TO  DRS.  SHIPMAN  AND 
PLESSET  "APPARENTLY  NO  DIETER 
SUCCEEDS  WHO  IS  VERY  ANXIOUS  OR  DEPRESSED."^ 
THE  AMBAR  FORMULA  PROVIDES  METHAMPHETAMINE 
TO  HELP  ELEVATE  THE  MOOD  AND  PHENOBARBITAL 
TO  HELP  REDUCE  ANXIETY. 

n source:  archives  of  general  psychiatry  8:26  (JUNE  1963). 


THE  BOOK  “PRAY  YOUR  tVE/GHT  AWAY"  URGES  READERS  TO 
'ASK  GOD  TO  HELP  YOU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY. 
source:  rev.  c.n.  shedd:  new  York,  lippincott.  i958. 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast 
can  help  control  most  patients’  appetite 
for  up  to  12  hours.  Methamphetamine, 
the  appetite  suppressant,  gently  elevates 
mood  and  helps  overcome  dieting  frus- 
trations. Phenobarbital,  the  sedative  in 
Ambar,  controls  irritability  and  anxiety 
. . . helps  maintain  a state  of  mental  calm 
and  equanimity.  Both  work  together  to  ease  the  tensions 
that  erode  the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extenabs®  — methamphetamine  hydro- 


Anibai^ 

methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming) 


chloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 

BRIEF  SUMMARY— Indications:  Ambar  sup- 
presses appetite  and  helps  offset  emotional 
reactions  to  dieting.  Side  Effects:  Nervousness 
or  excitement  occasionally  noted,  but  usually 
infrequent  at  recommended  dosages.  Slight 
drowsiness  has  been  reported  rarely.  Precau- 
tions: Administer  with  caution  in  the  presence 
of  cardiovascular  disease  or  hypertension. 
Contraindications:  Hypersensitivity  to  barbiturates  or  sympathomi- 
metics;  patients  with  advanced  renal  or  hepatic  disease.  See  package 
insert  for  further  details.  ■-»/-» ni 

A.  H.  ROBINS  CO.,  Richmond, Virginia  23220  /I'H'DUBINS 


I L i 

It’s  clear — Dimetapp  lets  your  “stufifed-up”  patients 
breathe  easy  again.  Each  hard-working  Extentab 
brings  welcome  relief  from  the  stuflSness,  drip  and 
congestion  of  upper  respiratory  conditions  for  up 
to  10-12  hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to  success 
is  the  Dimetapp  formula:  Dimetane  (brom- 
pheniramine maleate) — along  with  phenylephrine 
and  phenylpropanolamine,  two  time-tested  decon- 
gestants. They  get  the  job  done... in  a hurry. 

Contraindications:  Hypersensitivity  to  antihistamines.  Not  recommended  for  use  during  pregnancy.  Precautions:  Until  patient’s 
response  has  been  determined,  he  should  be  cautioned  against  engaging  in  operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or  hypertension.  Side  Effects:  Hypersensitivity  reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombocytopenia  have  been  reported  on  rare  occasions.  Drowsiness,  lassitude,  nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased  irritability  or  excitement  may  be  encountered.  A.H.  ROBINS  CO.,  Richmond, Virginia  23220 

Dosage:  1 Extentab  morning  and  evening.  Supplied:  Bottles  of  100  and  500. 


in  sinusitis,  colds,  U.  R.  I. 

Dimetapp  Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCi,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


New  from  Du  Pont 

Symmetrel 

(Amantadine  HCl) 


first  oral  ’ 


01  liicr  j A: 


Influenza  virus 

Protein  shell  enclosing 
the  core  of  nucleic 
acid  (RNA) — artist's 
representation 


) 


The  incidence  of  influenza  A2.  In  this  country,  where  influenza  is  one  of  the  leading 
causes  of  morbidity,  influenza  A2  (Asian)  continues  to  be  a serious  medical  problem.  In  1957 
influenza  A2  was  responsible  for  approximately  40,000  excess  deaths  in  a three-month  period. 
Since  that  year  the  most  prevalent  influenza  virus  has  been  A2  (Asian). 


What  is  Symmetrel®?  " Symmetrel”  (amantadine  HCl)  is  a new  synthetic  chemical  which 
acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for  the  first  time  specific  oral  medi- 
cation for  the  prevention  of  respiratory  infections  caused  by  influenza  A2  (Asian)  viruses — an 
entirely  new  approach  in  preventive  medicine. 


For  prescribing  information,  see  last  page  of  this  presentation 


What  Symmetrel®  (amantadine  HCl)  means  to  you 

. the  first  and  only  oral  chemical  agent  to  prevent  influenza  A.,  (Asian). 

.not  a vaccine  or  antibiotic,  but  a new  synthetic  chemical  unrelated  to  any  other  chemotherapeutic  agent, 
.unique  mode  of  action;  prevents  virus  penetration  of  the  host  cell  without  affecting  vital  ceil  functions, 
.specifically  active  against  all  influenza  viruses  tested  to  date. 

.not  indicated  for  the  prevention  of  influenzal  or  respiratory  illness  other  than  influenza  A.,  or  for  the 
treatment  of  established  disease. 

.does  not  interfere  with  normal  antibody  response;  acts  in  concert  with  pre-existing  antibody. 

What  Symmetrel®  means  to  your  patient 

.possible  immediate  influenza  A.j  protection  when  taken  following  suspected  contact. 

.may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients  in  whom  the  occur- 
rence of  influenza  Ao  is  especially  hazardous. 

.a  high  degree  of  safety  in  clinical  use. 

.simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


How  the  influenza  virus  invades  and  destroys  the  untreated  cell 


VACUOLE 


RECEPTOR  AREA 


CELL  NUCLEUS‘S 
CELL  CYTOPLASM 


1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  L’irus  particles  and 
eventual  destruction  of  the  cell 


How  Symmetrel®  (Amantadine  HCl)  prevents  virus  invasion 


inla^ne.M0«>  MQi 


Our  current  knowledge  leads  us  to  believe  “Symmetrel”  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  "Symmetrel” — located  at  the  cellular  membrane — effectively  prevents 
(blocks)  virus  penetration.  Thus,  “Symmetrel”  does  not  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  virus 
invasion  of  animal  cells  (tissue).  Artist’s  conception  based  on  current  scientific  knowledge. 

1.  "Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture",  Hoffmann,  C.  E.;  Neumayer,  E.  M.;  Half,  R.  F.;  and  Goldsby, 
R.  A.,  Journal  of  Bacteriology  90,623  (1965). 


Safety  of  Symmetrel®  Confirmed.  When  used  as  indicated,  is  generally  well  tolerated.  No  kidney, 
liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 

[prescribing  Information 


^Indications:  "Symmetrel”  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  Ao  in  persons  of  all  age 
groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  Ao. 
"Symmetrel”  should  especially  be  considered  for 
high  influenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
persons. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza Ao  or  for  the  treatment  of  established  disease. 
IVamings:  Administration  to  patients  with  central 
lervous  system  disease,  particularly  geriatric  patients 
kvith  cerebral  arteriosclerosis,  and  patients  with  a 
iiistory  of  epilepsy  or  other  "seizures,”  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
/erse  Reactions).  Patients  taking  psychopharmaco- 
ogic  drugs,  central  nervous  system  stimulants,  or 
alcoholic  beverages  should  be  observed  for  possible 
evidence  of  intolerance.  Those  patients  who  experi- 
:nce  central  nervous  system  effects  or  blurring  of 
k^ision  should  be  cautioned  against  driving  or  working 
n situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
ive  studies  in  rats  and  rabbits.  Studies  in  pregnant 
•vomen  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
aken  only  after  weighing  the  possible  risks  to  the 
etus  against  benefit  to  the  pregnant  patient.  It  should 
lot  be  administered  to  nursing  mothers  since  it  is  not 
tnown  whether  the  drug  is  secreted  in  the  milk. 
Precautions:  Ineffective  against  bacterial  infections. 
Patients  should  be  observed  for  idiosyncratic  reac- 
ions  as  with  all  new  drugs.  Geriatric  patients  with 
)re-existing  serious  medical  illnesses  with  mental  or 
ihysical  deterioration  should  be  followed  carefully 
medically  while  taking  "Symmetrel.”  (See  Adverse 
ileactions.) 

Adverse  Reactions:  With  higher  than  indicated  doses 
Manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  lightheadedness, 
drunken  feeling,  slurred  speech,  ataxia,  inability  to 
concentrate  and  some  psychic  reactions  including  de- 
pression and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9yrs.of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  ( but  not  to  exceed  150  mg  per  day ) . Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HCl. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  (1  teaspoonful) 
contains  50  mg  amantadine  HCl. 


Symmetref 

(Amantadine  HCl) 

A molecular  barrier  to  virus  peuetratiou 


Now,  now,  Mrs.  Forsythe,  we’ve  never  lost  a cold  patient  yet. 

jfWhen  she’s  experiencing  acute  discomfort  from  cold  symptoms,  it’s  small  wonder  the  patient  becomes  distressed 
about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity-physio- 
logic  mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
and  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PiTfflAH-IVIOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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For  relief  of  nasal  congestion. 
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Photo  professionally  posed 


Mike  expects  a penicillin  injection. 
He’S  anout  to  he  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen»Vee®  K (potassium  phenoxymethyl  penicillin). 
It’s  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

Indications;  Infections  due  to  pathogens  susceptible  to  oral  penicillin  G. 
Prophylaxis  of  rheumatic  fever  in  patients  with  previous  history  of  the 
disease. 

Precautions;  Skin  rash,  symptoms  resembling  those  of  serum  sickness, 
or  other  manifestations  of  penicillin-allergy  may  occur.  Measures  for 
treating  anaphylaxis  should  be  readily  available:  epinephrine,  oxygen 
and  pressor  drugs  for  relief  of  immediate  allergic  reactions;  anti- 


histamines and  corticosteroids  for  delayed  effects.  Penicillin  may  delay 
or  prevent  the  appearance  of  primary  syphilitic  lesions.  Patients  with 
gonorrhea  who  are  suspected  of  concurrent  syphilitic  infections  should 
be  tested  serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  As  with  other  antibiotics  overgrowth  of  nonsusceptible 
organisms  may  occur;  if  so,  discontinue  and  take  appropriate  measures. 
Treat  f-hemolytic  streptococcal  infections  with  full  therapeutic  dosage 
for  at  least  10  days  to  prevent  development  of  rheumatic  fever  or  glo- 
merulonephritis. 

Contraindications;  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Composition;  Tablets— 125  mg.  (200,000  units)  and  250  mg.,  (400,000 
units);  Liquid— 125  mg,  (200,000  units)  and  250  mg,  (400,000  units) 
per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 
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Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 

‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vi  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  2Vi,  Aspirin  gr.  3i/2,  Caffeine  gr.  Vi. 

Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


To  the  Editor: 

Several  days  after  dispatching  my  editorial 
concerning  a national  alcoholic  rehabilitation  pro- 
gram, it  was  announced  on  October  20  by  Secretary 
John  Gardner  that  such  a program  was  being 
established  within  the  National  Institute  of  Mental 
Health,  at  Bethesda,  Md.  Gardner  said  the  new 
program  was  created  in  response  to  directives 
President  Johnson  included  in  his  March  health 
message  to  Congress. 

The  program  will  include: 

A National  Center  for  the  Prevention  and  Con- 
trol of  Alcoholism  to  conduct,  encourage,  and 
support  research  on  alcoholism  in  universities  and 
research  centers. 

An  18-member  National  Advisory  Committee 
on  Alcoholism  to  include  representatives  of  medi- 
cine, social  work,  labor,  industry,  etc. 

The  immediate  goal  is  to  make  the  best  treat- 
ment and  rehabilitation  services  available  to  those 
who  need  them  now.  The  long-range  goal  is  to 
develop  effective  methods  of  preventing  alcoholism 
and  excessive  drinking. 

It  well  may  be  that  safe  highway  transporta- 
tion will  come  to  be.  Hope  springs  eternal! 

Horace  E.  Campbell,  MD 


American  College  of  Physicians 
announces  1967  award  winners 

Maxwell  M.  Wintrobe,  M.D.,  Salt  Lake  City, 
Utah,  has  been  named  as  one  of  the  five  recipients 
of  annual  awards  bestowed  by  the  American  Col- 
lege of  Physicians.  The  honors,  in  the  form  of 
gold  medals  and  citations,  will  be  presented  April 
13  at  the  Annual  Meeting  of  the  College  in  San 
Francisco. 

Dr.  Wintrobe,  professor  and  head  of  the  de- 
partment of  internal  medicine  at  the  University 
of  Utah  College  of  Medicine,  will  receive  the  Jotm 
Phillips  Award  for  distinguished  contributions  in 
internal  medicine. 


FRE£  VO  UR  PATfE/l/TS  from 
/ defieiont  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSIP  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitro^, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste— A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  DicarbosiTs  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TVi- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  • St.  Louis,  Missouri  6310Z 
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A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.D.,  Director  of  Medicine. 


this  issue:  the  nose  as  a shock  organ 


A'tr  Pollution 


the  nose  as  a shock  organ 

by  Charles  J.  Shagoury,  M.D., Chelmsford,  Massachusetts 


"Is  it  a cold,  hay  fever,  or  has  he  been  reprimanded 
by  his  boss  ?”  Occasionally,  you  will  ask  yourself  this 
question  when  confronted  by  a patient  with  abrupt 
onset  of  rhinorrhea,  nasal  obstruction,  and  sneezing. 
Usually  the  history  will  elucidate  the  problem,  but 
examination  of  the  nose  will  often  provide  valuable 
clues  to  the  correct  diagnosis. 

The  nose  is  a shock  organ  in  a double  sense.  First,  it 
is  in  the  nose  that  the  confrontation  takes  place  with 
the  surrounding  atmosphere.  For  twenty-four  hours 
a day,  the  nose  must  meet  the  varying  challenges  of 
the  inspired  air,  containing  perhaps  noxious  chemi- 
cals, dust,  dirt,  bacteria,  viruses,  fungi,  and  indus- 
trial pollutants  of  all  kinds,  and  render  it  clean, 
virtually  sterile,  and  fit  for  the  sensitive  alveoli  of 
the  lungs.  Whatever  the  temperature  or  humidity 
of  the  atmosphere,  the  nose  must  transmit  it  to  the 
lungs  at  approximately  98  °F,  and  with  a humidity 
of  approximately  40%.^ 

Second,  in  particularly  susceptible  patients,  the  nose 
acts  as  a shock  organ  in  a manner  totally  unrelated 
to  its  normal  function.  Persons  with  hay  fever  re- 
spond to  ordinarily  harmless  materials  by  extreme 
nasal  congestion,  with  marked  rhinorrhea  and  vio- 
lent spasms  of  sneezing.  In  some  patients,  exposure 
to  threatening  or  disagreeable  agents,  or  situations 
involving  mental  conflict  may  result  in  a reaction 
which  is  exclusively  nasal,  with  swelling  of  the 
turbinates,  and  marked  hypersecretion.^ 

lasal  symptoms  usually  result  when  the  nose  seeks 
to  perform  its  function  of  getting  rid  of  noxious  and 
dangerous  elements  in  the  atmosphere,  and  prevent 
their  admission  to  the  trachea  and  lungs.  Small  par- 
ticles are  removed  by  the  mucous  coating  which 
blankets  the  nasal  passages.  This  mucous  blanket 
contains  a bacteriostatic  agent,  lysozyme,  which 
destroys  most  air-borne  bacteria.^  The  mucinous 
content  renders  the  surface  sticky,  causing  dusts  and 
small  particles  to  adhere.  It  has  been  postulated  that 
this  process  is  rendered  more  effective  through  ad- 
sorption because  of  a surface  electrical  charge  on 
the  nasal  mucosa. The  cilia  then  sweep  the  particu- 


late matter  to  the  pharynx.  The  nose  can  prevent 
entrance  into  the  lungs  of  particles  as  small  as  three 
microns  in  diameter,  but  smaller  particles  elude  the 
nasal  barrier.  Most  bacteria  causing  respiratory  in- 
fections are  one  to  three  microns  in  diameter,  but 
since  they  usually  are  inhaled  in  clumps,  they  are 
efficiently  removed  as  a rule.  Viruses,  which  are  of  the 
order  of  1/1000  of  this  size,  are  less  efficiently  dealt 
with,  unless  they  occur  in  very  large  aggregates.^ 

The  nose  will  react  in  a more  or  less  similar  manner, 
whatever  the  nature  of  the  offending  agent,  whether 
it  be  an  irritant  chemical,  virus,  pollen,  or  distasteful 
emotional  situation.  In  acute  coryza,  the  most  char- 
acteristic sign  is  a profuse  watery  discharge.  The 
volume  of  secretion  may  rise  from  practically  noth- 
ing to  nearly  60cc  in  twenty-four  hours. ^ The  mucous 
membrane  is  reddened  and  engorged,  while  the 
turbinates  are  markedly  swollen.  After  the  first  day 
or  two,  the  secretion  becomes  thicker,  yellowish,  and 
more  difficult  to  expel.  The  surface  cells  are  largely 
destroyed,  contributing  to  the  copious  discharge, 
which  now  also  contains  numerous  inflammatory 
cells  which  have  migrated  to  the  area.  Gradually, 
over  a period  of  a few  days,  or  a week,  the  flood 
abates,  the  swelling  and  redness  subside,  and  the 
nasal  epithelium  resumes  a healthy  appearance. 

Repeated  attacks  of  rhinitis,  particularly  if  there  is 
an  underlying  element  of  obstruction,  may  result  in 
chronic  rhinitis.  The  mucous  membrane  is  constantly 
swollen  and  reddened.  Sticky,  mucopurulent  secre- 
tions are  a continuous  feature,  and  the  glandular 
elements  are  hypertrophied.  Commonly,  the  mu- 
cosal surface  takes  on  an  irregular,  rounded  "mul- 
berry” appearance,  and  nasal  passages  are  occluded 
by  the  swollen  turbinates  and  redundant  mucosa. 


If  hile  all  of  us  are  susceptible  to  colds,  the  victim  of 
hay  fever,  or  allergic  rhinitis,  displays  a marked 
nasal  reaction  to  materials  in  the  air  which  leave  his 
associates  unaffected.  In  such  a patient,  the  nasal 
mucosa  has  become  an  allergic  "shock”  organ.  Con- 
tact with  the  nasal  allergen  causes  local  release  of 
histamine,  with  vasodilatation,  increased  vascular 
permeability,  and  severe  nasal  congestion,  similar  to 
the  "wheal”  and  "flare”  reactions  in  the  skin,  when 
the  epidermis  is  the  allergic  shock  organ.  While  we 
eagerly  await  the  coming  of  spring,  the  hay  fever 
sufferer  dreads  the  blooming  season,  whose  invisible 
pollens  are  poisons  to  his  sensitive  nose.  His  neigh- 
bor’s cat  or  dog  may  provoke  paroxysms  of  uncon- 
trollable sneezing.  In  some  cases  a specific  allergen 
is  not  identified,  but  the  triad  of  rhinorrhea,  nasal 
obstruction,  and  sneezing  is  present.^  The  nose  in 
these  cases  shows  a pale,  boggy,  edematous  mucosa, 
with  a thin  mucoid  secretion.  The  mucous  mem- 
brane shows  extreme  retractility  to  1%  cocaine  or 
ephedrine.  If  the  patient  has  medicated  himself 
prior  to  examination,  the  nasal  passages  may  appear 
abnormally  patent,  or  show  exaggerated  congestion 
due  to  rebound  reaction.  The  secretion  may  show  a 
large  number  of  eosinophils  particularly  after  an 
attack  of  sneezing  or  rhinorrhea.  Touching  the  mu- 
cosal surface,  especially  of  the  inferior  turbinate, 
leaves  an  indentation,  showing  that  the  swelling  is 
due  to  stasis  and  edema,  rather  than  actual  hyper- 
plasia of  the  mucous  membrane  as  in  chronic  hyper- 
trophic rhinitis.  Though  the  pale  swollen  mucosa  is 
the  hallmark  of  allergic  rhinitis,  as  usually  seen  by 
the  physician,  exposure  of  allergic  subjects  to  their 
known  allergens  results  in  a brief  hyperemic  phase, 
followed  by  pallor  and  edema.® 

In  the  later  stages  of  allergic  rhinitis,  the  chronic 
edema  of  the  mucous  membrane  results  in  the  for- 
mation of  polyps,  clusters  of  grape-like  masses 
hanging  from  the  roof  of  the  nose,  with  a pale 
glistening  surface,  contributing  significantly  to  the 
sense  of  nasal  obstruction  and  oppression. 

A large  group  of  patients  show  symptoms  of  nasal 
congestion  when  confronted  by  adverse  life  situa- 
tions.^ In  these  unfortunate  persons,  anxiety,  frus- 
tration, and  resentment  are  often  accompanied  by  a 
runny  nose  and  nasal  obstruction.  Lacrimation  adds 
to  the  nasal  stuffiness.  This  autonomic  response, 
mediated  by  the  parasympathetic  nervous  system, 
may  be  part  of  a general  parasympathetic  reaction, 
or  may  possibly  represent  in  part,  a symbolic  effort 
to  wash  out  and  crowd  out  the  offending  situation. 


Nasal  congestion  may  also  occur  in  some  patients  at 
times  of  sexual  stimulation,  and  in  women  during 
menstruation  and  pregnancy,  even  to  the  point  of 
epistaxis.^“  The  relationship  is  obscure;  castration 
results  in  atrophy  of  the  nasal  glands,  and  their 
action  is  inhibited  by  the  hormones  of  the  hypo- 
physis and  the  thyroid."  The  nose  may  be  the  shock 
organ  in  drug  therapy.  The  nose  may  also  bear 
the  brunt  of  industrial  stress,  in  those  who  work  in 
a hot  dry  atmosphere,  or  those  exposed  to  acid 
fumes,  or  irritating  dusts.  As  the  air  in  our  cities  is 
increasingly  polluted  by  exhaust  fumes,  and  indus- 
trial irritants,  whole  urban  populations  may  suffer 
from  chronic  nasal  and  respiratory  symptoms. 

Of  course,  nasal  reactions  are  not  just  infectious,  or 
allergic,  or  emotional.  Particularly  in  the  chronic 
sufferers,  there  is  an  interdependence  of  all  three. 
Death  of  a relative,  or  other  psychic  shock  can  pre- 
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it's  a 
comforting  thing 
to  know 


For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 


Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


keep  patients  comfortable  ’round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


(Advertisement) 


cipitate  an  attack  of  rhinorrhea  in  hay  fever  suf- 
ferers.^^ Others  develop  attacks  of  vasomotor 
rhinitis  following  change  in  temperature,  chilling, 
or  exposure  to  the  sun,  or  simply  warm  bedclothes. 


symptomatic  treatment  is  of  great  benefit,  but  often 
the  underlying  faulty  pattern  of  response  cannot  be 
altered.  Such  a patient  may  literally  be  considered 
to  be  paying  his  way  in  life  "through  the  nose.’’ 


the  complex  interplay  of  allergy  and  infection  is 
largely  unclear.  Allergy  to  the  viruses  and  bacteria 
which  cause  infection  has  been  postulated,  but  is 
difficult  to  demonstrate.  The  swollen  obstructed  al- 
lergic nose  is  more  susceptible  to  infection.  At  the 
same  time,  infection  often  precedes  or  precipitates 
an  allergic  attack.  Exposure  of  a susceptible  patient 
to  an  allergen  can  activate  latent  virus  organisms 
leading  to  infection.'^  This  "jolt’’  reaction  repre- 
sents a summation  of  an  allergen  and  a virus  leading 
to  symptoms  in  the  nose  as  a shock  organ,  which 
neither  could  have  produced  alone.  In  childhood, 
repeated  attacks  of  bronchitis  and  colds  may  be  in- 
flammatory reactions  to  an  allergen,  or  precipitated 
by  exposure  to  an  allergen.  These  children  may  later 
develop  typical  allergic  rhinitis.  On  the  other  hand, 
children  with  typical  allergic  histories,  eczema, 
asthma,  and  allergic  familial  backgrounds,  may  later 
develop  typical  infectious  rhinopathies.  Skin  tests  in 
such  patients  are  usually  positive. 


Nasal  reactions  are  part  of  the  systemic  response  of 
the  patient  to  an  unwelcome  stimulus.  In  cases  of 
respiratory  infection  and  exposure  to  atmospheric 
irritants,  the  reactions  are  useful,  and  to  some  extent 
desirable.  They  are  usually  self-limited,  disappear- 
ing within  a few  days,  or  upon  removal  of  the  pro- 
voking agent.  Here  the  distressing  symptoms  can  be 
ameliorated  with  appropriate  decongestant  agents, 
or,  in  the  case  of  severe  or  complicated  respiratory 
infections,  antibiotics  may  be  given,  with  reasonable 
confidence  of  a cure.  On  the  other  hand,  when  nasal 
reactions  are  the  peculiar  response  of  an  individual 
to  an  allergen,  or  to  an  undesirable  situation,  they 
serve  no  useful  purpose.  The  nose  here  is  a shock 
organ  in  a stressful  situation,  but  can  furnish  no 
response  of  value.  It  merely  causes  the  patient  symp- 
toms which  add  to  his  problems.  In  these  cases. 
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Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic* 


provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 


Each  Tussagesic®  timed-release  tablet  contains: 

Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 
mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  . 30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 
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New 

low-cost  tetracycline/antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


A^henever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


abetic  patients 


2.  nonpregnant  women  with  a history  of  recent 
or  recurrent  monilial  vaginitis 


5.  patients  on  long-term  tetracycline  or  cortico- 
i:ients  with  a past  history  of  moniliasis  steroid  therapy 


3.  elderly  or  debilitated  patients 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  in- 
formation  consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications:  The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
Warnings:  Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood).  Precautions: 
Bacterial  superinfection  may  occur.  Infants  may  develop 
increased  intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis,  and  allergic  reactions 
may  occur.  Usual  Adult  Dosage:  1 capsule  q,i.d.  Continue 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before  or  2 hours  after  meals. 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tet- 
racycline phosphate  complex  equivalent  to  250  mg.  tetra- 
cycline HCl  activity  and  250,000  units  of  nystatin. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


Tetrex-F 

► h capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


[losone®  provides  more  antibacterial  activity 
;han  any  other  oral  erythromycin 


^cid  stable,  better  absorbed . . . Ilosone 
iroduces  faster,  higher,  more  prolonged 
dood  levels,  even  in  the  presence  of  food^^ 

Because  it  is  the  most  active  form  of  oral 
irythromycin,  Ilosone  can  help  assure 
onsistently  greater  antibacterial  activity 
it  the  site  of  infection.  Ilosone  produces 
(eak  antibacterial  blood  levels  two  to  four 
imes  those  of  other  erythromycin 
ireparations.^’2  Not  only  are  these  levels 
ttained  earlier,  but  they  are  maintained 
or  much  longer  periods.  Even  the 
resence  of  food  does  not  seem  to  affect 
he  activity  of  Ilosone.^  ® 

n the  treatment  of  patients  with  bacterial 
afections  susceptible  to  erythromycin, 
losone  has  compiled  an  excellent 
lerapeutic  record.  Since  it  exerts  its 
reatest  activity  against  gram-positive 
rganisms,  it  is  particularly  useful  in 
ommon  respiratory  and  soft-tissue 
acterial  infections.  Ilosone  kills— not 
lerely  inhibits— streptococci, 
neumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone 

Erythromycin 


700121 

Estolate 


See  next  page  for  prescribing  information.) 


IlosoneV  the  most  active  oral  form  of  erythromycin 


Description : Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications;  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci).  The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-EfiFects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  elfects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  we  i 
characterized  by  increased  direct-reacting  bilirubin,  elevat 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephal 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutarr 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nc 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  n 
been  reported  in  other  patients  taking  prolonged  courses  of  t 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  ai 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  jau 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  the 
patients’  families,  who  were  not  taking  the  drug,  had  episod 
of  jaundice  during  the  study  period. 

IVansaminase  and  serum  alkaline  phosphatase  levels  we 
determined  in  a group  of  fifty-four  adults  and  children  who  toi  ’ 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months 
rheumatic  fever  prophylaxis.  The  results  were  compared  wi. 
those  of  a similar  group  of  forty-four  patients  who  received  pe 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevatii 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecour 
of  treatment  was  observed  in  one  patient  treated  with  Ilosoi 
and  in  two  patients  treated  with  penicillin.  Seven  other  patien 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicill 
group  showed  elevations  in  one  of  the  tests  at  some  time  durii 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  we 
reported  in  102  pediatric  patients  who  received  short-term  (te 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infe 
tions.  Results  of  liver  function  tests  in  these  patients  were  coi 
parable  to  those  in  a similar  control  group  who  had  receivi 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  e 
fects  are  observed  in  a small  proportion  of  individuals  as  a resu 
of  a local  stimulating  effect  of  the  medication  on  the  alimentai 
tract;  however,  the  normal  intestinal  gram-negative  bacterf 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  U! 
of  erythromycin,  there  have  been  occasional  reports  of  urticari 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Administration  and  Dosage;  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  boc 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  fi 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hour 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  ai 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosai 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyc 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiftet 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythr 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages  i 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pa 
of  the  follow-up  therapy.  : 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  ail 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatic 
before  receiving  antibiotics,  and  monthly  serologic  tests  shod 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  ni| 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivaler 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  package  I 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  196', 

2.  Griffith.  R.  S.,  and  Black,  H,  R. : Antibiotics  Chemother.,  J,?;398,  196. 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  239:198.  1960.  I 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company^  Indianapolis^  Indiana  46206. 


To  “catch”  your  patient’s  cold 
so  others  won’t... 


the  speckled  tablet  with 
core  of  difference 

SUSTAINED-ACTION 

NflldBCon  % 

For  rapid  and  sustained  symptomatic  relief  of  colds  and  minor  upper  respiratory  infections. 

Prescribing  Information:  For  complete  information  consult  Official  Package  Circular.  Effectiveness:  Clinical  experience  has 
shown  this  formulation  to  be  effective  in  relieving  the  symptoms  of  nasal  congestion  associated  with  pollen  allergy  or 
minor  upper  respiratory  infections  (common  cold,  nasopharyngitis,  acute  and  chronic  sinusitis).  Precautions:  Do  not  drive 
or  operate  machinery  while  taking  Naldecon.  Exceed  dose  or  give  to  children  under  6 years  old  only  on  advice  of  physi- 
cian. Contraindications:  Severe  hypertension,  hyperthyroidism,  serious  organic  heart  disease  or  severe  diabetes  mellitus. 
Usual  Dose:  Adults:  One  tablet  morning,  midafternoon  and  evening.  Naldecon  tablets  are  scored  and  may  be  broken  for 
fractional  dosage,  without  loss  of  sustained-action  effect.  Supplied:  Bottles  of  50  and  500  tablets.  Syrup.  1 pt.  bottle. 

Bristol  Laboratories 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


Outer 

layer  Core 

(immediate  (sustained 

Each  tablet  contains:  action)  action) 

phenylpropanolamine  HCI  20  mg  20  mg 
phenylephrine  HCI  5 mg  5 mg 

phenyltoloxamine  citrate  7.5  mg  7.5  mg 

chlorpheniramine  maleate  2.5  mg  2.5  mg 

Each  teaspoonful  (5  ml)  of  syrup  contains  the 
equivalent  of  one-half  tablet 
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Preludin® 

bhenmetrazine 


lelps  keep 
calories  at 
arm's  length 


1 one  double-blind  program 
wolving  diet,  close  doctor/patient 
ooperation,  exercise,  posture 
istruction,  and  follow-up  visits,  93 
bese  patients  received  Preludin  or 
placebo. The  drug  and  placebo  were 
Iternated  every  four  weeks.  This 
rocedure  lasted  from  8 to  3 5 weeks. 


almost  four  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results.  Its  effective- 
nesshasbeendescribed  inmorethan 
300  published  clinical  reports  in- 
volving more  than  10,000  patients. 


ixty-one  percent  of  the  patients 
)st  more  weight  on  Preludin 
nan  on  placebo.  In  fact,  they  lost 
n average  1.9  pounds  per  week— 


Preludin  curbs  appetite  without 
excessive  stimulation.  It  will  work 
in  your  weight-control  programs  too. 

^Barnes,  R.  H. : J. A. M.A.  166:898, 1958, 


reludin®tablets  of  25  mg, 

hdurets®  prolonged-action  tablets  of  75  mg. 

iosa5'e.'0ne25  mg.  tablet  two  or  three  times  daily, 

I' one  75  mg.  Endurets  tablet  once  daily. 
ontraindications:  Severe  coronary  artery  disease, 
yperthyroidism,  severe  hypertension,  nervous 
.stability,  and  agitated  prepsychotic  states.  Do 
Dt  use  with  other  CNS  stimulants,  including 
AO  inhibitors, 

arning:  Do  not  use  during  thefirsttrimesterof 
'egnancy  unless  potential  benefits  outweigh 
Dssible  risks. 

'ecautions:  Use  with  caution  \ n moderate  hyper- 
nsion  and  cardiac  decompensation.  Excessive 


use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, or  delusions. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 

For  details,  see  full  Prescribing  Information.  6544-111  (B) 

Under  license  from  Boeh ringer  Ingel heim  G.m.b.H. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  N.  Y. 


One  ‘Ornade’ 

Spansule  Capsule 
works  all  day 
(or  all  night)  to 
make  your  patient 
with  a cold  a lot 
more  comfortable. 

‘Ornade’,  the  unique  oral  nasal  decongestant  with  a drying  agent, 
a decongestant  and  an  antihistamine  in  the  ideal  dosage  form 

Ornade®  Spansule®  Capsules 

Trademark  brand  of  sustained  release  capsules 

Each  capsule  contains  8 mg.  of  Teldrin©  (brand  of  chlorpheniramine  male- 
ate),  50  mg.  of  phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isoprop- 
amide,  as  the  iodide. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the 
physician  should  be  familiar  with  the  complete  prescribing  information  in 
SK&F  literature  or  PDR.  Contraindications:  Patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodena!  obstruction,  or  bladder 
neck  obstruction.  Precautions:  Use  with  caution  in  the  presence  of  hyper- 
tension, hyperthyroidism,  or  coronary  artery  disease;  and,  in  patients  who 
may  operate  vehicles  or  machinery,  warn  of  possible  drowsiness.  Note:  Since 
the  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress 
uptake,  it  is  suggested  that  ‘Ornade’  be  discontinued  one  week  before 
these  tests.  Side  effects:  Drowsiness;  excessive  dryness  of  nose,  throat,  or 
mouth;  nervousness;  or  insomnia  may  occur  rarely,  but  are  usually  mild  and 
transitory.  Other  known  possible  side  effects  of  the  individual  ingredients  are: 
nausea,  vomiting,  diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest, 
abdominal  pain,  irritability,  tachycardia,  headache,  and  difficulty  in  urination. 

Smith  Kline  &,  French  Laboratories 


ALL-DAY  OR  ALL-NIGHT  RELIEF 
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This  space 
reserved 
for 

additions 
to  the 
TUBEX 
system 


Only  TUBEX 
offers 

so  complete  a line 
of  closed-system 
injectables, 
and 

it’s  still  rowin 


—no  other  system  is  safer 

—no  other  system  is  more  efficient 

—no  other  system  offers  more  convenience 

—no  other  system  assures  greater  patient  comfort 

TUBEX  sterile  cartridge-needle  units  are  prefilled 
with  measured  doses.  Each  unit  is  used  once,  and 
discarded.  This  eliminates  danger  of  cross  contami- 
nation, as  well  as  problems  of  sterilization,  storage, 
and  measurement.  Ultra-sharp,  siliconized  needles 
keep  patient  discomfort  to  a minimum.  No  other 
injectable  system  is  easier  to  use,  easier  to  store, 
easier  to  carry. 


ARRIVED! 


4 New  TUBEX®  Sterile 
Cartridge-Needle  Units 
Vitamin  B Complex  with  Vitamin  B,2 
Hydroxocobalamin,  100  mcg./cc. 
Hydroxocobaiamin,  1000  mcg./cc. 
Thiamine  HCI,  U.S.P.,  100  mg./cc. 


Closed  Injection  System 
Sterile  Cartridge-Needle  Unit 
Hypodermic  Syringe 


\A/yeth  Laboratories  • Philadelphia,  Pa. 


m 

alcoholkn: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  IQ  mg 
Vitamin  82  (Riboflavin)  10  mg 

Vitamin  B4  (Pyridoxine  HCI)  2 mg 

Vitamin  8,2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  tor  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pear!  River,  New  York 

691-6—3942 


Does  he  really  care? 

Is  he  alert,  encouraged, 
positive  and  optimistic 
about  getting  out  of  bed 
and  back  to  work  soon? 

Or  is  he  giving  in  to 
the  depressing  impact 
of  confinement? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertoiii<3 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bo),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  v/ho 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 


THE  WM.  S.  MERRELL  COMPANY 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

A Cincinnati,  Ohio  45215 
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(norethindrone  2 mg.  c mestranol  0.1  mg.) 


tablets 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucusi-i3  and  an  acceleration 
of  endometrial  changes. With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 
Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 
An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965,  3.  Goidzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5,  Hammond.  D.  0.:  Ibid.  6.  Rice-Wray.  E.. 
Goidzieher,  J.  W.,  and  Aranda  - Resell,  A.;  Fertil  Steril 
14.402  (Jul.-Aug.)  1963.  7.  Goidzieher.  J.  W..  Moses, 
L.  E..  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.;  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel.  H.  W..  Mar- 
tinez-M a nautou,  J..  and  Maqueo-Topete,  M .:  Fertil  Steril 
16:158  (Mar.-Apr.)  1965.  H-  Flowers.  C.  E..  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher.  J. 
W.:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAM  A 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E..  Jr.;  JAMA 
188:1115  (June  29)  1964.  15.  Merritt.  R.  1.:  AppI  Ther 
6:427  (May)  1964.  16.  Newland.  0.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto.  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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Posed  by  professional  mote,. 


You  cant  set  her  free. 
But  yon  can  help  her 
feel  less  anxious. 


You  know  this  woman. 

She’s  anxious,  tense,  irritable.  She’s  felt  this  way  for  months. 

Beset  by  the  seemingly  insurmountable  problems  of  raising  a young  family,  and  con- 
fined to  the  home  most  of  the  time,  her  symptoms  reflect  a sense  of  inadequacy  and 
isolation.  Your  reassurance  and  guidance  may  have  helped  some,  but  not  enough. 

Serax  (oxazepam)  cannot  change  her  environment,  of  course.  But  it  can  help 
relieve  anxiety,  tension,  agitation  and  irritability,  thus  strengthening  her  ability  to 
cope  wita  day-to-oay  problems.  Eventually~as  she  regains  confidence  and  com- 
posure—your  counsel  may  be  all  the  support  she  needs. 

Indicated  in  anxiety,  tension,  agitation,  irritability,  and  anxiety  associated 
with  depression. 

May  be  used  in  a broad  range  of  patients,  generally  with  considerable 
dosage  flexibility. 


Contraindications:  History  of  previous  hypersensitivity  to  oxazepam.  Oxazepam  is  not  indi- 
cated in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  vyith  caution  where  complications  could 
ensue  from  a fall  in  blood  pressure,  especially  in  the  elderly.  One  patient  exhibiting  drug  de- 
pendency by  taking  a chronic  overdose  developed  upon  cessation  questionable  withdrawal 
symptoms.  Carefully  super>/ise  dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive  prolonged  use  in  susceptible  patients  (alcoholics,  ex-addicts,  etc.)  may 
result  in  dependence  or  habituation.  Reduce  dosage  gradually  after  prolonged  excessive 
dosage  to  avoid  possible  epileptiform  seizures.  Caution  patients  against  driving  or  operating 
machinery  until  absence  of  drowsiness  or  dizziness  is  ascertained.  Warn  patients  of  possible 
reduction  in  alcohol  tolerance.  Safety  for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage  for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare.  Transient  mild  drowsiness  is  common 
initially;  if  persistent,  reduce  dosage.  Dizziness,  vertigo  and  headache  have  also  occurred 
infrequently;  syncope,  rarely.  Mild  paradO\ical  reactions  (excitement,  stimulation  ofaffect)are 
reported  in  psychiatric  patients.  Minor  diffuse  rashes  (morbilliform,  urticarial  and  maculopapu- 
lar)  are  rare.  Nausea,  lethargy,  edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although  rare,  leukopenia  and  hepatic  dys- 
function including  jaundice  have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does  not  appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are  not  yet  reported:  paradoxical  excita- 
tion with  severe  rage  reactions,  hallucinations,  menstrual  irregularities,  change  in  EEG  pattern, 
blood  dyscrasias  (including  agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


cream  and  ointment 


Additional  information  available  to  physicians  upon  request. 

Eli  Litty  and  Company,  Indianapolis,  Indiana  46206, 

600811 


40 


Rocky  Mountain  Medical  Journal 


The  income  level  below  which  a large  seg- 
ment of  the  population  will  receive  free  total 
health  care  under  Title  XIX  has  been  decided 
in  some  states  and  is  under  consideration  in 
others.  New  York  has  adopted  an  annual  base 
of  $6000  per  family  of  four. 
A recent  proposal  of  the 
Utopia  Denver  Health  Department 

for  a pilot  study  of  federally 
financed,  total  health  care 
for  a depressed  segment  sets  an  income  level 
based  upon  $7000  per  family  of  six  per  year. 
There  is  great  temptation  for  social  workers 
and  legislators  to  be  more  than  generous  in 
these  poverty  programs.  No  one  wants  pov- 
erty, but  efforts  to  abolish  it  by  spending  and 
subsidy  are  fraught  with  great  danger  to  the 
poor  and,  in  turn,  to  the  nation. 

There  is  no  argument  that  welfare  recipi- 
ents beget  and  rear  more  welfare  recipients. 
One  cause  is  lack  of  education  and  of  oppor- 
tunity to  move  out  of  the  cycle.  Money  allo- 
cated for  education  and  job  training  is  prob- 
ably wisely  spent.  On  the  other  hand,  these 
children  grow  up  in  an  environment  which 
constantly  teaches  them  how  to  get  something 
for  nothing — how  to  get  along  without  work- 
ing. Money  providing  more  free  benefits  for 
more  people  is  foolishly  spent.  It  is  naive  to 
believe  that  the  stimulus  of  education  can 
catch  up  with  the  growth  of  the  environment 
and,  thereby,  of  problems  which  result  from 
increasing  the  rewards  for  inability  to  be 
self-supporting.  More  and  more  recipients 
of  these  rewards  inevitably  follow.  There  is 
a limit  to  the  proportion  of  its  energy  and 
I wealth  that  a nation  can  expend  on  programs 
that  do  not  produce.  In  our  society,  economic 
pressure  is  the  most  common  incentive  to 
production.  Poverty  itself  arouses  some  to 
achieve,  but  this  stimulus  is  dulled  by  pro- 
moting easy  achievement  and  social  accept- 
j ance  of  survival  without  effort. 

1 “Ask  not  what  your  country  can  do  for 
you.  Rather,  ask  what  you  can  do  for  your 
I country!”  This  great  appeal  of  the  late  Presi- 
dent has  been  heeded  by  too  few  of  his 


countrymen.  Few  dare  to  repeat  this  admoni- 
tion in  a local  confrontation.  It  is  a rare  and 
brave  politician  who  speaks  against  increase 
of  benefits  for  the  poor.  It  is  an  uncommon 
law-maker  who  can  resist  the  political  pres- 
sure for  larger  welfare  programs. 

Give-away  programs  of  total  health  care 
to  those  who  do  not  need  them  are  financially 
disastrous  for  the  Nation.  Moreover,  since 
men  are  as  they  are,  they  cannot  succeed. 
Plato,  when  he  set  forth  the  ideal  state  in 
The  Republic,  fully  realized  that  it  was  not 
for  men.  Sir  Thomas  More’s  Utopia  was  a 
satire  about  an  imaginary  place  not  to  be 
attained  by  people  of  this  earth.  Our  leaders, 
legislators,  and  politicians  would  do  well  to 
remember  that  Utopia  is  derived  from  the 
Greek  ou  meaning  “no,”  and  topos,  “place” — 
“no-place”! 


c 


W inter  Clinics  of  the 
Colorado  Medictd  Society 


Colorado’s  32nd  Annual  Winter  Clinics 
will  be  held  in  Denver  February  28  through 
March  3,  headquarters  at  the  Brown  Palace 
Hotel.  Many  attractive  features  and  innova- 
tions have  been  arranged,  and  an  exception- 
ally rewarding 
session  appears 
to  be  assured. 
Mornings  will 
be  devoted  to 
meetings  of  the  House  of  Delegates,  Refer- 
ence Committees,  scientific  movies,  and  the 
first  part  of  the  orientation  course  for  new 
members  on  Tuesday.  Opening  exercises  and 
a program  on  obstetrics  follow  in  the  after- 
noon. A reception  by  the  Colorado  Gyneco- 
logical and  Obstetrical  Society  in  the  evening 
will  honor  Dr.  Myron  C.  Waddell,  President 
of  the  Colorado  Medical  Society.  Dinner  will 
follow  for  members  and  invited  guests.  A 
repeat  of  the  fascinating  film  “Conquest  of 
Mt.  Everest”  will  be  shown,  accompanied  by 
comments  from  Dick  Pownall,  a member  of 
the  victorious  group. 

The  speaker  at  a luncheon  meeting 
Wednesday  noon  will  be  Miss  Charline 
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Birkens,  Director  of  the  Colorado  State  De- 
partment of  Public  Welfare,  upon  “Govern- 
ment Medical  Challenges.”  Afternoon  pro- 
gram will  include  a talk  “Challenges  in  Sur- 
gery” by  Dr.  William  R.  Waddell,  Professor 
of  Surgery  at  the  University  of  Colorado 
Medical  Center;  several  talks  upon  heart  sur- 
gery will  follow.  The  American  Association 
of  General  Practice  will  host  a cocktail  party 
in  the  evening  for  members  and  invited 
guests.  Dr.  Roy  F.  Goddard,  Chairman  of  the 
A.A.U.  Sports  Medicine  Committee,  will  give 
an  address  upon  Olympic  Athletics  and  alti- 
tude adjustment  of  athletes. 

Compac  luncheon  will  be  Thursday  noon, 
followed  by  a well-diversified  pediatric  pro- 
gram in  the  afternoon.  The  evening  will  be 
free. 

A unique  treat  is  in  store  for  Friday  noon 
— luncheon  at  Larimer  Square  with  German 
food,  good  beer,  and  conversation  at  The 
Bratskellar.  Shuttle  buses  will  assure  a re- 
sponsibility-free occasion.  Following  the 
afternoon  scientific  session,  the  Colorado 
Society  of  Internal  Medicine  will  host  a 
dinner  meeting  for  all  at  the  popular  Red 
Slipper  Inn  at  Cherry  Creek. 

There  will  be  a Nurses  Program  at  Fitz- 
simons  Army  Hospital  Tuesday  morning.  And 
“O — yes”  ski  trains  are  poised  for  trips  to 
Winter  Park!  Ice  hockey  will  attract  many 
local  and  visiting  members  Friday  evening  to 
the  Arena  at  Denver  University. 

Obviously  a great  attendance  is  antici- 
pated at  this  distinctive  meeting.  Members 
from  all  of  our  participating  states  are 
specially  invited. 


-Kom  July,  1964,  and  through  the  December 
1966,  issue  the  Rocky  Mountain  Medical  Jour- 
nal was  printed  by  the  Ovid  Bell  Press,  Inc., 
of  Fulton,  Missouri.  The  change  from  the 
Publishers  Press,  Inc.,  of  Denver  had  been 

made  two  and  one-half 
years  ago  following 
Journal  Printing  deliberation. 

Returns  to  Denver  * j.,  , 

After  long  and  loyal 

service  by  the  Western 
Newspaper  Union,  later  the  Publishers  Press, 
officers  and  trustees  of  the  Colorado  Medical 
Society  concluded  that  it  would  be  propitious 
to  make  a change.  Broad  experience,  depth 
of  personnel,  and  equipment  of  Ovid  Bell 
served  us  well  through  a trying  period  of 
relatively  sparse  medical  journal  advertising 
— shared,  incidentally,  with  all  comparable 
publications  in  the  country.  From  this  we 
have  successfully  emerged.  There  have  natur- 
ally been  physical  problems  related  to  dis- 
tance, complicated  and  at  times  expensive 
communications  with  time  and  geographic 
factors  because  of  the  press  being  in  a remote 
state. 

Therefore,  our  Publication  Committee,  of- 
ficers and  trustees  of  the  Colorado  Medical 
Society  have  gone  along  with  the  staff  at  its 
home  office  in  the  conclusion  that  publication 
now  belongs  “back  home”  in  Denver.  Person- 
nel and  facilities  at  the  Publishers  Press  are 
now  adequate.  Efficient  and  enthusiastic  co- 
operation has  started  and  a smooth  transition 
is  taking  place. 

Our  gratitude  and  appreciation  are  ex- 
tended to  Ovid  Bell  and  his  organization  in 
Fulton.  A lasting  friendship  has  been  estab- 
lished and  we  will  always  be  grateful  for  the 
years  of  splendid  cooperation. 


Scholarships  Available 

Scholarships  for  completion  of  training  in  physical  and  occupational  therapy  are  avail- 
able from  the  National  Society  for  Crippled  Children  and  Adults.  Under  this  program,  schol- 
arships are  awarded  to  seniors  in  a certificate  course  in  physical  or  occupational  therapy 
or  to  those  completing  their  clinical  affiliations.  The  basis  of  selection  is  academic  excel- 
lence, financial  need  and  ability  to  utilize  training. 

The  deadline  for  applications  is  May  1.  For  further  information,  those  interested  should 
write  the  Scholarship  Coordinator,  National  Society  for  Crippled  Children  and  Adults,  2023 
W.  Ogden  Avenue,  Chicago,  Illinois  60612. 
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ARTICLES 


Presidential  address* 


It  is  an  honor  and  privilege  you  have  be- 
stowed upon  me  by  elevating  me  to  this  high 
office.  I would  like  to  speak  upon  the  state  of 
the  Colorado  Medical  Society.  The  AMA  has 
been  promoting  the  science  and  art  of  medi- 
cine and  betterment  of  the  public  health  since 
1847;  the  Colorado  Medical  Society  has  been 
engaged  in  this  same  work  since  1871.  The 
relationship  between  organized  medicine  and 
public  health  has  been  excellent  through  the 
years.  However,  recently  at  the  national  level 
and  in  some  of  our  sister  states  they  have 
had  to  exert  considerable  pressure  to  keep 
this  relationship  in  proper  focus.  We  in  Colo- 
rado have  not  had  this  problem  and  must  be 
thankful  that  we  have  a doctor  such  as  Roy 
Cleere  as  the  head  of  the  Public  Health  De- 
partment of  Colorado.  It  is  the  American 
heritage  of  organized  medicine  that  doctors 
take  care  of  the  sick  regardless  of  race,  color 
or  creed  and  without  thought  of  personal  or 
monetary  gain.  This  care  has  been  rendered 
in  cooperation  with  city  hospitals  and  like 
institutions  as  well  as  in  our  offices.  America 
under  the  guidance  of  organized  medicine 
plus  the  free  enterprise  system  has  developed 
the  best  medical  care  in  the  world. 

Social  economics 

There  have  been  danger  signals  among 
the  general  public  in  this  area.  In  my  years 
in  practice  people  orginally  thought  it  was 
wonderful  that  we  gave  free  care  to  the 
indigent  and  unfortunate.  This  passed  into 
an  era  when  they  took  this  fact  for  granted 
and  then  into  an  area  when  it  was  expected. 
A sweet  patient  told  me  one  day  that  doctors 
must  take  care  of  people  in  this  category 
without  charge  for  her  taxes  were  too  high 
now.  We  then  elected  a chief  executive  who 
was  sure  he  had  a mandate  from  the  people 
and  saw  an  opportunity  for  great  power  and 
influence  in  the  health  field  along  with  a 
Congress  which  did  their  wig-wag  in  double 
time  in  order  that  no  one  would  feel  he  was 

• Delivered  at  First  Meeting  of  House  of  Delegates,  Colorado 
Medical  Society  96th  Annual  Session,  Sept.  25,  1966. 


Myron  C.  Waddell,  MD,  Denver 

out  of  step.  Together  they  raced  across  the 
terrain  and  put  a law  on  our  statutes  with 
no  thought,  limited  debate,  and  ill  conceived. 
No  force  in  America  could  stop  this  steam- 
roller. 

Some  clown  unfortunately  dubbed  doctors 
as  rugged  individualists.  I cannot  accept  this 
as  factual.  A rugged  individualist  debates 
the  issues  toe  to  toe  and  eyeball  to  eyeball, 
stating  and  receiving  all  the  facts.  We  as 
doctors  look  out  the  window  or  hide  our  heads 
in  the  sand,  thus  evading  the  issues.  We  do 
not  partake  in  debate  and  often  do  not  even 
listen,  but  go  on  our  merry  way  doing  as  we 
please.  This  is  not  the  posture  of  rugged  indi- 
vidualism. However,  I am  aware  that  many 
of  us  will  go  to  our  professional  death  cling- 
ing to  this  false  idol.  Need  I remind  you  that 
false  idols  have  feet  of  clay? 

I cannot  give  the  Medicare  law  the  dignity 
of  saying  it  was  created  or  it  was  born,  but 
rather  it  was  two  handfuls  of  mud  thrown 
against  the  wall,  and  the  result  came  out  as 
Medicare.  When  it  was  evident  that  Medicare 
was  to  be  a law  Dr.  Paul  Hildebrand  and  his 
speakers’  bureau  toured  the  state  in  an  at- 
tempt to  prepare  the  doctors  for  that  which 
was  to  come.  In  the  question  and  answer 
periods,  again  and  again  and  again  the  answer 
was  “We  do  not  know  yet.”  That  is  still  true 
today.  “We  do  not  know.”  This  bill  was  passed 
with  no  policies,  guidelines,  rules  or  regula- 
tions. These  are  made  up  as  we  go  along. 
When  we  go  to  bed  at  night  we  do  not  know 
what  rules  we  will  be  playing  under  tomor- 
row. This  is  the  strength  in  the  measure  so 
far  as  government  is  concerned.  However,  all 
is  not  dark  for  there  are  three  areas  in  which 
we  as  doctors  can  show  our  strength  if  we 
will  lay  down  the  mantle  of  rugged  individ- 
ualism, pull  our  heads  from  the  sand,  and. 
cooperate  with  organized  medicine. 

Public  Law  89-97,  Title  XVIII,  Part  A 

Mrs.  Martha  McSteen  is  Regional  Repre- 
sentative of  the  Bureau  of  Health  Insurance 
for  the  Department  of  Health,  Education  and 
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Welfare  under  this  program.  She  is  a brilliant, 
dedicated,  understanding  business  woman 
with  a pleasing  personality.  Mrs.  McSteen  is 
most  cooperative  with  organized  medicine  in 
the  interpretation  of  the  rules  and  regulations 
regarding  this  program. 

The  bill  clearly  states  that  government 
will  pay  the  usual  and  customary  fees  of  the 
doctors  and  it  also  states  that  direct  billing 
of  our  patients  is  acceptable.  The  law  also 
states  that  a doctor  may  bill  by  assignment. 

The  third  weakness  is  that  none  of  the 
Congress  realized  the  astronomic  costs  of  this 
legislation.  The  President  has  already  put 
in  big  headlines  that  he  is  going  to  launch  an 
investigation  into  the  high  cost  of  medical 
care.  We  are  sure  that  neither  he  nor  the 
present  Congress  will  look  in  the  right  places 
to  find  the  reasons  for  these  astronomic  costs. 
Need  I remind  you  they  are  looking  down  our 
collective  throats?  We  as  individual  doctors 
not  only  have  an  opportunity,  but  a duty  to 
send  men  to  our  Congress  with  fiscal  responsi- 
bilities who  will  point  out  who  the  real  cul- 
prits are  in  producing  these  rising  costs.  The 
Federal  Government  did  not  wish  to  pay  the 
doctors  directly,  but  rather  through  desig- 
nated carriers  in  the  different  states  who 
would  do  this  for  them.  Some  states  have 
two  or  three  carriers;  we  in  Colorado  have 
just  Blue  Shield.  The  Government  made  it 
clear  that  the  carrier  would  be  an  arm  of  the 
Federal  Government.  The  left  arm  in  Colo- 
rado is  the  government  arm.  This  is  the  left 
arm  of  Blue  Shield.  The  right  arm,  heart  and 
soul  of  Blue  Shield  in  Colorado  is  the  Blue 
Shield  which  we  have  known  in  the  past. 
The  House  of  Delegates  of  the  AMA  has  rec- 
ommended direct  billing  as  the  one  of  choice. 
There  seems  to  be  great  confusion  in  Colorado 
for  many  of  our  doctors  take  assignment,  and 
we  believe  this  is  due  to  our  years  of  habit 
in  billing  Blue  Shield  under  our  own  plan. 
Under  direct  billing,  the  patient  pays  the 
entire  bill  which  you  receipt.  The  patient  then 
presents  this  bill  to  the  left  arm  of  Blue 
Shield  which  will  pay  him  80  per  cent  of  the 
amount  of  the  receipted  bill.  If  you  bill  by 
assignment  you  receive  only  80  per  cent  of 
your  usual  and  customary  fee.  You  may  then 
act  to  collect  the  balance  from  the  patient. 

The  Advisory  Committee  on  Fees,  chaired 


by  Dr.  Sam  Childs,  is  attempting  to  learn  j 
what  usual  and  customary  fees  are  in  the 
State  of  Colorado.  It  is  imperative,  if  they 
are  to  complete  their  job,  that  you  fill  out 
the  questionnaires  which  have  been  mailed 
to  you. 

I must  also  mention  the  bulletins,  rules 
and  regulations  which  arrive  in  the  Executive  i 
Office  by  the  basketful  daily.  It  takes  much  ] 
of  the  time  of  at  least  one  of  our  employees  { 
to  wade  through  this  morass  of  literature  I 
and  dig  out  for  the  officers  the  material  which  I 
they  must  read  in  order  to  serve  you.  We 
must  have  at  least  a speaking  acquaintance 
with  these  materials  in  order  to  discuss  them 
intelligently  with  Mrs.  McSteen. 

Part  B 

This  is  administered  by  our  own  Dr.  John 
Zarit,  who  works  part-time  for  the  Public 
Health  Department  for  this  express  purpose. 
Some  of  you  may  think  this  involves  only 
hospitals  and  nursing  homes,  but  we  as  doc- 
tors are  also  involved  in  this  portion  of  the 
bill.  The  most  important  committee  of  our 
Society  in  this  area  is  the  Utilization  Review 
Committee.  Dr.  Zarit  has  often  said  that  he 
will  be  patient,  and  we  would  hope  that  he 
will  be — very,  very  patient. 

Title  XIX 

This  will  be  administered  under  the  Public 
Welfare  Department.  The  Director  of  Public 
Welfare  in  Colorado  is  Miss  Charline  Birkins. 
This  legislation  must  be  financed  by  the  state 
with  matching  funds  from  the  Federal  Gov- 
ernment. Miss  Birkins  is  now  in  the  process 
of  preparing  materials  to  be  presented  to  the 
Legislature  which  convenes  early  in  January, 
1967.  Dr.  Robert  McKenna  is  representing  the 
Colorado  Medical  Society  on  Miss  Birkins’ 
liaison  committee.  The  programs  falling  in 
this  category  are  Aid  to  Dependent  Children, 
Aid  to  the  Blind,  Aid  to  the  Needy  Disabled, 
and  Old-Age  Assistance.  It  has  not  been  de- 
termined whether  the  Crippled  Children’s  j 
and  Tuberculosis  programs  will  stay  in  Public  i 
Health,  or  be  transferred  into  this  group.  The  i 
Medical  Assistance  to  the  Aged  program  will 
be  phased  out  and  discontinued. 

We  in  Colorado  were  instrumental  in  im- 
plementation of  the  Kerr-Mills  law.  This  was 
not  implemented  in  all  of  the  states.  There  is 
one  area  which  may  be  troublesome  in  the 
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weeks  ahead.  The  doctors  accepted  some  sub- 
standard fees  in  this  program.  We  understand 
that  you,  the  House  of  Delegates,  have  ap- 
proved a policy  of  usual  and  customary  fees 
under  all  Federal  programs.  It  is  urgent  that 
our  interpretation  of  usual  and  customary 
fees  be  available  to  Dr.  McKenna  and  Miss 
Birkins,  as  well  as  to  our  Legislative  Council 
when  this  material  is  presented  to  the  Gover- 
nor and  the  Legislature  in  January,  1967.  I 
believe  a deadline  of  early  November  not  to 
be  unreasonable.  We  cannot  and  must  not  be 
put  in  the  position  of  galloping  about  the 
countryside  next  April  or  May,  condemning 
the  actions  of  the  Legislature. 

Heart,  cancer  and  stroke 

Let  us  turn  to  the  centers  for  heart,  cancer, 
and  stroke.  It  is  clearly  stated  in  the  legisla- 
tion that  these  centers  are  for  educational 
purposes  only.  I will  not  take  the  time  to 
read  the  exact  wording  of  the  legislation  to 
you.  We  will  be  represented  by  our  past 
President,  Dr.  Paul  Hildebrand,  on  this  ad- 
visory committee.  We  are  confident  that  Paul 
will  not  allow  this  program  to  get  out  of  hand. 

Medical  Center 

We  in  organized  medicine,  I believe,  are  in 
agreement  that  if  we  are  to  have  a medical 
school  in  Colorado  we  should  try  to  make  it 
one  of  the  best,  if  not  the  best,  in  the  nation. 
If  we  approach  our  differences  with  this 
thought  in  mind  I believe  they  can  be  re- 
solved without  any  difficulty.  Medical  educa- 
tion has  gone  through  many  changes  over  the 
years.  We  had  an  all-volunteer  faculty  in  the 
beginning.  Then  the  pendulum  swung  to  full- 
time faculty  to  organize  the  departments  and 
teach  the  medical  students.  The  pendulum 
has  swung  back  to  where  we  have  today  vol- 
unteer faculty  and  faculty  who  spend  most 
of  their  time  in  organizing  departments  and 
administering  them,  along  with  some  private 
practice.  This  came  about  because  many  edu- 
cators feel  that  a professor  cannot  teach  clin- 
ical medicine  in  a fast-changing  profession 
without  some  experience  in  treating  the  pa- 
tients. A professor  in  the  medical  school  today 
is  expected  to  be  a teacher,  a researcher,  and 
a practitioner.  The  pendulum  is  bound  to 
swing  again  because  no  man  can  do  all  three 
and  do  them  well. 

The  Colorado  Medical  Society  with  other 


units  of  organized  medicine  and  in  coopera- 
tion with  the  Medical  School  has  developed 
the  Preceptorship  program  in  Colorado.  We 
believe  the  volunteer  faculty  has  a great  deal 
to  offer  the  medical  center,  and  we  also  be- 
lieve the  doctors  in  the  medical  center  who 
do  private  practice  could  render  a great  serv- 
ice to  organized  medicine  by  becoming  a part 
of  it.  This  interchange  of  ideas  would  make 
for  better  understanding,  and  both  the  Medi- 
cal School  and  organized  medicine  would 
benefit.  We  hear  the  criticism  that  medical 
students  are  brain-washed  at  the  University. 
We  have  also  heard  the  criticism  on  Senior 
Day,  sponsored  by  the  Colorado  Medical  So- 
ciety, that  the  medical  student  feels  organized 
medicine  has  ignored  them  for  four  long  years 
and  cares  nothing  about  them.  The  Denver 
Medical  Society,  in  an  effort  to  alleviate  this 
situation,  held  a reception  in  the  Denver 
Medical  Library  for  all  freshman  medical  stu- 
dents. I failed  to  see  a great  rush  of  private 
physicians  at  this  reception.  They  are  holding 
this  reception  again  this  fall  and  we  are  very 
hopeful  that  the  number  of  private  physicians 
attending  will  show  an  increase. 

We  have  another  project  for  which  Dottie 
(Mrs.  Walter)  Herold,  the  lovely  President 
of  our  Auxiliary,  has  taken  the  responsibility 
of  implementation.  She  has  taken  on  this 
project  in  addition  to  many  others  for  which 
our  greatest  supporters,  the  Woman’s  Auxil- 
iary, is  taking  the  responsibility.  Doctors  in 
Colorado  will  be  asked  to  take  one  medical 
student  as  their  responsibility  throughout  his 
four  years  in  medicine,  and  indoctrinate  him 
into  the  private  practice  of  medicine.  Dean 
Conger  and  Dean  Tyner  are  in  sympathy  with 
this  project.  We  feel  the  medical  center  has 
a responsibility,  being  a tax-supported  insti- 
tution, to  all  areas  in  the  State  of  Colorado 
for  good  health  care.  The  Preceptorship  pro- 
gram and  this  project  have  been  undertaken 
in  the  hope  that  we  might  interest  young 
doctors  in  practicing  away  from  the  medical 
centers  and  in  the  sparsely  settled  areas  of 
our  state.  The  physicians  who  enter  practice 
in  the  sparsely  settled  areas  under  difficult 
conditions  of  our  state  away  from  the  medical 
centers  should  be  treated  with  deep  respect, 
not  as  creatures  of  mediocrity.  I shudder  to 
think  what  would  happen  to  the  medical  care 
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in  these  areas  if  a professor  from  the  Ivory 
Tower  or  a high-powered  specialist  from  one 
of  our  cities  were  thrust  into  this  situation. 

Blue  Shield 

Blue  Shield  is  a plan  developed  by  the 
State  of  Colorado  in  1942  to  assist  the  patients 
with  prepayment  plans  to  take  care  of  their 
medical  bills.  We  have  a Blue  Shield  Advis- 
ory Committee,  the  composition  of  which 
was  directed  by  this  House  of  Delegates.  They 
also  have  a Board  of  Trustees  consisting  of 
13  physicians  and  6 non-physicians  to  admin- 
ister this  plan.  Since  the  inception  of  Blue 
Shield,  47  doctors  have  served  on  the  Blue 
Shield  Board  which  shows  a rotation  of  ap- 
proximately three  or  four  each  year.  Doctors 
who  serve  on  the  Blue  Shield  Board  have  two 
areas  to  serve.  One  is  the  doctors,  and  the 
other  is  the  subscriber  to  Blue  Shield.  He 
attempts  to  the  best  of  his  ability  to  see  that 
both  receive  adequate  treatment.  Personally 
I am  a great  believer  in  the  Blue  Shield  plan, 
and  feel  it  has  rendered  a great  service  both 
to  the  doctors  and  to  the  subscribers.  How- 
ever, I do  not  feel  that  we  have  spent  enough 
time  and  energy  to  fully  acquaint  the  young 
doctors  coming  into  practice  with  the  full 
philosophy  of  the  Blue  Shield  Plan.  Perhaps 
we  have  not  moved  ahead  to  meet  the  prob- 
lems as  they  have  arisen  through  the  years. 
If  I am  to  be  consistent  in  my  belief  the 
Colorado  Medical  Society  should  serve  all  of 
the  doctors  in  the  State  of  Colorado,  then  I 
must  take  the  position  that  a doctor’s  plan 
should  be  for  all  the  doctors  in  the  State  of 
Colorado  who  belong  to  the  Colorado  Medical 
Society.  If  this  House  of  Delegates  feels  that 
all  the  unrest  in  regard  to  Blue  Shield  should 
be  resolved  under  your  directive,  this  can  be 
done  through  your  Blue  Shield  Advisory 
Committee  and  the  Board  of  Trustees  of  Blue 
Shield.  We  will  help  in  whatever  way  possible 
to  bring  this  about. 

Mental  health 

It  has  been  my  privilege  to  serve  on  the 
Governor’s  Liaison  Committee  in  preparation 
of  a mental  health  program  for  the  State  of 
Colorado.  We  have  not  reached  an  area  of 
agreement  which  we  can  report  at  this  time. 
Following  a breakfast  meeting  with  the 
Mental  Health  Committee,  we  may  or  may 
not  have  something  to  report. 


Organization  of  the  Colorado  Medical  Society 

We  now  come  to  the  point  of  discussion  of 
our  own  Medical  Society.  The  Colorado  Med- 
ical Society  was  organized  in  1871  with  25 
charter  members  from  8 towns.  It  has  grown 
to  a membership  of  2,777.  The  distribution  of 
the  doctors  in  the  State  of  Colorado  from 
rural  to  large  cities  has  changed  materially 
during  these  years.  The  type  of  practice  has 
also  changed.  We  now  have  more  specialty 
organizations  in  the  State  of  Colorado  than 
we  had  members  when  the  Society  was  or- 
ganized. We  talk  about  splintering  of  our 
membership.  I am  more  inclined  to  believe 
that  we  have  under  the  large  umbrella  failed 
to  take  care  of  all  the  doctors  under  different 
circumstances.  I would  like  to  meet  with 
every  specialty  group  as  early  as  possible 
this  year  to  receive  suggestions  as  to  changes 
in  format  and  modalities  which  would  better 
meet  your  needs.  We  are  confident  with  your 
help  that  these  suggestions  can  be  presented 
to  the  House  of  Delegates  at  the  Clinical  Ses- 
sion for  study  and  possible  action.  We  are  all 
interested  in  the  same  goals. 

We  in  Colorado  had  two  and  now  have 
three  Delegates  to  the  AMA.  We  believe 
nationally  that  they  look  to  Colorado  for 
leadership.  This  is  attested  by  the  fact  that 
we  have  a number  of  physicians  serving  on 
the  AMA  Councils  and  Committees:  Dr.  I.  E. 
Hendryson,  on  the  Board  of  Trustees;  Dr. 
Kenneth  Sawyer,  Sr.,  Vice-Chairman  of  the 
Council  on  Medical  Education;  Dr.  Robert 
Elliott,  on  the  Medical  Facilities  Committee; 

Dr.  Monroe  Tyler,  on  the  Council  on  Rural 
Health;  Dr.  Oliver  K.  Niess,  on  the  Council 
on  National  Security;  Dr.  George  Tyner,  Al-  ] 
ternate  Delegate  to  the  Section  on  Ophthal-  j 
mology;  Dr.  Walter  Vest,  Consultant  for  the  ! 
Committee  on  Aging;  Dr.  Robert  Virtue,  j 

Chairman  of  the  Section  on  Anesthesiology; 

Dr.  Henry  Swan,  on  the  Archives  of  Surgery. 
Recently  Dr.  John  Farley  was  on  the  Council  j 
on  Legislative  Activities,  and  Dr.  Sam  c 

Newman  was  Chairman  of  the  Committee  on 
Osteopathy. 

This  has  not  come  about  by  accident.  Colo- 
rado has  sent  our  Delegates,  Alternates  and 
officers  to  the  Annual  and  Clinical  Sessions  ' 
of  the  AMA.  Each  member  of  the  delegation  ' 
is  assigned  to  a reference  committee.  The 
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delegation  holds  a caucus  and  they  speak  for 
or  against  matters  before  the  reference  com- 
mittee by  direction  of  this  caucus.  These  often 
are  carried  in  debate  to  the  House  of  Dele- 
gates. I truly  believe  this  interest  and  active 
participation  are  the  reasons  so  many  doctors 
from  Colorado  have  gained  this  recognition. 
Our  workday  ends  sometime  between  10:30 
p.m.  and  midnight!  This  continues  throughout 
the  entire  meeting.  It  would  be  most  interest- 
ing to  see  what  would  happen  in  the  Colorado 
Medical  Society  if  this  much  interest  and 
enthusiasm  were  shown. 

You,  the  House  of  Delegates,  are  our  gov- 
erning body.  You  present  to  your  officers. 
Councils  and  committees  your  policies  and 
projects  for  implementation.  These  are  the 
policies  of  the  Colorado  Medical  Society.  At 
the  present  time  information  is  disseminated 
to  our  membership  by  way  of  the  Rocky 
Mountain  Medical  Journal  and  Colorado 
Medicine,  and  Dr.  Hildebrand  started  in  1966 
the  Delegates  Letter.  The  thought  behind  the 
Delegates  Letter  was  to  give  the  Delegates 
from  the  component  societies  more  responsi- 
bility in  assisting  the  officers  of  each  com- 
ponent society  in  carrying  out  the  policies 
and  projects  of  the  Society. 

The  Board  of  Trustees 

The  Board  of  Trustees  is  the  fiscal  agent 
and  the  caretaker  of  the  funds  of  the  Society. 
It  also  acts  for  the  House  of  Delegates  be- 
tween sessions  of  the  House.  A prepared 
agenda  is  mailed  to  the  members  of  the  Board 
of  Trustees  a week  prior  to  each  meeting. 
They  have  an  opportunity  to  study  the  agenda 
and  matters  to  be  discussed  in  the  meeting. 
They  come  prepared  to  meet  the  issues,  de- 
bate and  resolve  them.  They  are  not  loath  to 
make  decisions.  Their  dedication  to  duty  has 
been  most  impressive  to  me.  I would  want 
to  congratulate  the  House  of  Delegates  upon 
their  selection  of  the  members  of  the  Board. 

The  Councils 

These  are  administrative  and  carry  out 
the  mandates  of  this  House  of  Delegates  by 
way  of  their  committees.  Your  officers  and 
Executive  Office  are  charged  with  coordinat- 
ing the  activities  of  the  Councils  and  their 
committees,  and  to  represent  you  and  carry 
out  your  policies  throughout  the  year. 


The  Executive  Office 

It  has  been  my  privilege  to  visit  the  Execu- 
tive Office  frequently  during  the  past  twelve 
years.  In  fact,  in  the  past  three  years  I have 
either  been  in  the  office  or  in  touch  with  it 
nearly  every  day  by  telephone.  From  this 
vantage  point  I have  made  these  observa- 
tions: Mr.  Donald  Derry,  our  Executve  Sec- 
retary, has  done  an  outstanding  job  for  the 
Society  in  his  first  year  in  office.  We  are  now 
working  many  of  the  girls  in  this  office  until 
6 or  7 o’clock  at  night  all  too  often.  We  then 
ask  them  to  return  to  give  secretarial  service 
to  meetings  of  Councils  and  committees.  We 
feel  this  is  a necessary  service  if  we  are  to 
function  properly.  The  great  loyalty  of  these 
girls  to  Don  Derry  and  the  officers  of  the 
Colorado  Medical  Society  is  all  that  keeps 
them  in  our  employ.  I do  not  believe  we  can 
expect  this  dedication  to  continue.  In  fact, 
I believe  we  are  taking  undue  advantage  of 
their  loyalty.  With  more  programs  than  ever 
before  in  the  history  of  the  Colorado  Medical 
Society,  and  the  heavy  load  dumped  on  this 
office  by  Medicare,  our  number  of  employees 
is  the  lowest  it  has  been  since  1953.  In  our 
study  of  the  Councils  and  the  committees  it 
became  apparent  to  us  that  we  gave  them 
great  responsibilities  with  no  funds  to  carry 
out  these  responsibilities.  We  have  asked  the 
Executive  Office  if  it  would  get  budgets  from 
all  Councils  and  their  committees.  The  re- 
sponses were  100  per  cent  which  indicates 
that  they  also  feel  this  need.  It  became  ap- 
parent when  these  budgets  were  presented 
that  the  Board  of  Trustees  did  not  have  suffi- 
cient funds  to  meet  them. 

Your  Medical  Society  some  five  years  ago 
raised  $80,000  from  a special  assessment.  This 
money  has  been  judiciously  spent  through  the 
years  but  it  is  now  depleted.  However,  judi- 
cious use  of  these  funds  by  the  Board  of 
Trustees  kept  the  Medical  Society  out  of  the 
red. 

We  urge  all  members  of  the  House  of 
Delegates  and  of  the  Colorado  Medical  So- 
ciety to  attend  the  Reference  Committee 
meetings.  We  hope  that  you  will  present  your 
views,  debate  the  issues,  and  rid  yourselves 
of  all  hostilities.  Then  you  return  home  at 
peace  with  the  world  and  ready  to  support 
your  Society. 
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Your  President-elect  could  not  do  the  job 
alone  if  you  paid  him  $100,000  a year.  If  you 
want  to  move  ahead  and  do  the  job  that  needs 
to  be  done,  we  hope  you  will  supply  adequate 
funds  to  the  Board  of  Trustees  so  they  can 
take  care  of  the  budgets  of  Councils  and  com- 
mittees, enabling  them  to  proceed  with  effi- 
ciency and  dispatch,  and  that  you  will  give 
the  Board  of  Trustees  sufficient  funds  so  that 
the  Executive  Secretary  may  hire  the  neces- 
sary personnel  to  do  the  job  you  expect.  We 
then  ask  every  member  of  the  Society  to  give 


full  support  to  Councils,  committees  and  of- 
ficers in  their  efforts  to  carry  out  your  pro- 
grams. The  satsfaction  of  progress  and  ac- 
complishment is  ample  pay  for  your  elected 
officers.  I will  represent  the  Colorado  Medical 
Society  in  all  matters  as  you  direct,  approach- 
ing the  job  ahead  with  great  enthusiasm  and 
confidence.  We  will  resist  all  efforts  by 
government  and  other  pressure  groups  to 
interfere  with  your  right  to  practice  quality 
medicine.  I will  proceed  with  great  force  and 
tenacity — with  diginity  and  utter  humility!  • 


Rhesus  immunization 
complicating  pregnancy 

Glenn  A.  Gryte,  MD,  Boulder,  Colo. 


This  brings  attention  to  an 
interesting  clinical  syndrome 
which,  though  previously  reported, 
is  not  widely  recognized. 

When  pregnancy  is  complicated  by  severe 
rhesus  immunization  there  can  be  an  associ- 
ated maternal  syndrome.  This  pre-eclamptic 
like  condition  complicates  the  management 
of  an  already  difficult  problem  and  produces 
an  ominous  outlook  for  the  fetus. 

Report  of  a case 

The  patient  (K.  T.)  is  a 24-year-old  Caucasian 
Rh  negative  mother  with  a homozygous  husband; 
gravida  iv,  para  ii,  ab  i.  The  patient’s  first  preg- 
nancy in  1961  resulted  in  a delivery  of  a 7 lb.  5 oz. 
normal  male  infant.  The  patient  also  had  a first 
trimester  abortion  that  year.  In  August,  1963,  the 
patient  was  delivered  of  an  edematous,  pale  9 lb. 
5 oz.  male  infant  at  41  weeks  which  was  trans- 
fused, survived  and  continues  to  be  a healthy  child. 
The  prenatal  course  of  this  third  pregnancy  was 
uneventful. 

At  36  weeks  there  was  a negative  titre  with  a 
positive  Coombs  reported.  Six  weeks  postpartum 
the  titre  was  again  negative.  The  initial  titre  of  the 
fourth  and  present  pregnancy  taken  at  about  4 
month  gestation  was  1:64.  Beginning  about  28 
weeks  there  was  a rapid  increase  in  weight  gain, 
edema,  albuminuria  and  hypertension.  Polyhy- 
dramnios was  present.  Abdominal  amniocentesis 
done  at  about  31  weeks  revealed  a severely  af- 
fected infant.  The  absorption  curve  was  peaked  at 
450  mu.  Since  it  was  expected  that  the  pregnancy 


would  be  terminated  on  the  basis  of  pre-eclampsia, 
it  was  considered  unwise  to  subject  the  mother 
and  baby  to  risk  of  fetal  transfusion,  and  delivery 
was  planned  at  33  weeks.  However,  spontaneous 
labor  began  at  32  weeks  and  the  mother  was 
delivered  vaginally  of  a hydroptic  5 lb.  2 oz.  male 
infant  with  ascites,  hepatomegaly  and  spleno- 
megaly, who  expired  shortly  after  delivery.  The 
placenta  was  large,  pale,  friable  and  retained.  Ten 
days  postpartum  the  patient  had  lost  33  pounds, 
a trace  of  albumin  remained  but  there  was  essen- 
tially no  edema.  The  patient  became  normotensive 
after  4 weeks. 

Discussion 

As  in  this  case  the  maternal  syndrome  of  a 
pregnancy  complicated  by  a severely  isoim- 
munized  infant  resembles  pre-eclampsia.  Cer- 
tain atypical  features  are  present  however. 
The  condition  has  an  acute  and  early  onset, 
marked  edema  mostly  confined  to  the  lower 
extremities,  considerable  albuminuria  (3-5 
grams  daily  in  this  case)  and  hypertension. 
Eclampsia  is  seldom  encountered  in  spite  of 
the  severity  of  the  condition.  Another  feature 
is  the  inevitability  of  fetal  death. 

The  etiology  of  the  syndrome  is  probably 
related  to  increased  trophoblastic  activity  as 
supported  by  the  large  edematous  placenta. 
A review  of  the  clinical  features  of  this  syn- 
drome involving  a series  of  cases  is  presented 
in  the  Journal  of  Obstetrics  and  Gynecology 
of  the  British  Commonwealth,  1963.  • 
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Thoracic  outlet  syndrome* 


David  B.  Roos,  MD,  Denver 


Diagnosis  and  management  are 
lucidly  presented  by  the  author  of 
a new  surgical  approach. 

Neurovascular  compression  in  the  shoulder 
has  long  been  recognized  as  a common  clinical 
problem  causing  distressing  symptoms  in  the 
upper  extremities.  Unfortunately,  it  has  been 
fragmented  into  so  many  different  “syn- 
dromes” that  confusion  and  disagreement 
over  the  mechanism  of  compression  has  led 
to  misunderstandings,  lack  of  accurate  diag- 
nostic measures,  general  suspicion  of  the 
problem  (and  the  patient),  and  often  ineffec- 
tive treatment. 

The  separate  syndromes  of  scalenus  an- 
ticus,  cervical  rib,  costoclavicular,  hyperab- 
duction, first  rib,  pectoralis  minor,  fractured 
clavicle,  effort  vein  thrombosis  and  cervico- 
brachial  neurovascular  compression  were 
combined  into  the  single  entity  called  thoracic 
outlet  compression  syndrome  by  Rob  in  1958^ 
By  concentrating  on  the  region  involved, 
rather  than  trying  to  determine  the  exact 
mechanism  of  compression,  clinicians  began 
to  see  and  discuss  the  general  problem  more 
clearly. 

In  1962  Clagett  emphasized  the  basic  im- 
portance of  the  first  thoracic  rib  as  the  de- 
nominator common  to  all  thoracic  outlet  com- 
pressions, as  the  clavicle,  scalene  muscles, 
cervical  ribs  and  bands  all  involve  the  first 
rib  in  compressing  the  brachial  plexus  and 
subclavian  vessels^.  Clagett’s  recommenda- 
tion of  removing  the  first  rib  to  decompress 
the  neurovascular  bundle  in  the  thoracic  out- 
let offered  uniform  and  reliable  relief  for 
the  first  time. 

Symptoms 

Brachial  plexus  compression  causes  pain, 
numbness,  dysesthesias,  weakness,  heaviness 
and  clumsiness  of  the  upper  extremity.  The 
pain  may  radiate  in  all  directions  from  the 

* From  the  Department  of  Surgery,  University  of  Colorado 
School  of  Medicine,  Denver.  The  author  is  Clinical  In- 
structor in  Surgery. 


point  of  compression  in  the  thoracic  outlet, 
medially  up  the  neck,  laterally  across  the 
shoulder  and  down  the  arm,  anteriorly  into 
the  chest,  and  posteriorly  to  the  scapula.  Dys- 
esthesias radiate  into  the  hand  in  various 
patterns,  involving  the  whole  hand  in  some 
patients  or  isolated  in  the  lunar,  radial  or, 
rarely,  the  median  areas  in  other  patients. 
The  extremity  may  be  weak  and  clumsy  per- 
forming activities  requiring  fine  coordination, 
such  as  writing,  typing,  sewing,  using  tools 
or  playing  musical  instruments®. 

Subclavian  artery  compression  causes  ar- 
terial insufficiency  of  the  hand  with  coolness, 
pallor,  tingling,  fatigue  and  occasionally  mus- 
cle cramps.  Severe  insufficiency  may  lead  to 
Raynaud’s  phenomenon  with  vasospasm,  cold, 
blue  or  white  fingers  sensitive  to  cold  with 
occasional  finger  tip  ulceration^.  Subclavian 
vein  compression  may  cause  edema  of  the 
fingers,  venous  engorgement  and,  in  severe 
cases,  thrombophlebitis  of  the  axillary  or  sub- 
clavian vein. 

The  arm  tires  quickly  and  feels  heavy.  All 
symptoms  are  aggravated  by  using  the  ex- 
tremity in  the  elevated  position  — combing 
hair,  hanging  clothes,  reaching,  holding  a 
steering  wheel  or  tools,  painting  and  ironing. 
Symptoms  difficult  to  explain  on  an  anatomic 
basis  are  not  unusual,  and  include  severe  ipsi- 
lateral  headaches,  pain  radiating  into  the  ear, 
eye  pain  or  pressure,  and  facial  numbness  or 
tingling.  These,  as  well  as  the  more  classical 
symptoms,  will  clear  after  relief  of  the  outlet 
compression.  Physicians  unfamiliar  with  the 
protean  symptoms  seen  in  thoracic  outlet  syn- 
drome often  assume  the  complaints  are  func- 
tional. 

Symptoms  are  usually  worse  after,  rather 
than  during,  strenuous  arm  activities,  and 
may  be  maximal  at  night.  Patients  with 
the  syndrome  often  awaken  with  the  arm 
“asleep”,  numb  and  aching.  They  may  get  up, 
shake  and  rub  the  arm,  pace  the  floor,  apply 
heat  and  require  pain  medication  for  relief. 
Once  established,  symptoms  may  gradually 
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progress,  and  the  measures  offering  relief 
originally  later  become  ineffective. 

Signs 

Demonstrating  neurovascular  compression 
in  the  thoracic  outlet  as  the  cause  of  the 
patient’s  complaints  is  the  most  reliable 
means  of  diagnosis.  The  physical  signs  may 
also  be  divided  into  neurologic  and  vascular 
groups. 

A patient  with  typical  thoracic  outlet  syn- 
drome will  develop  many  of  his  usual  symp- 
toms by  thumb  pressure  over  the  brachial 
plexus.  There  is  tenderness  to  touch  and  tap- 
ping on  the  involved  side,  weakness  of  grip, 
weakness  of  triceps  and  often  interosseous 
hand  muscles  (ulnar  nerve),  and  diminished 
pin-prick  sensation  in  the  ulnar  or  radial  area 
of  the  hand.  Reflexes  are  normal,  and  muscle 
atrophy  is  rare. 

Vascular  signs  to  confirm  outlet  compres- 
sion include  exercising  the  forearm  muscles 
against  an  arterial  occlusion  in  the  thoracic 
outlet  by  placing  the  arm  in  the  90°  abduction- 
external-rotation  (AER)  position  and  opening 
and  closing  the  hand  rapidly.  An  involved 
extremity  will  usually  collapse  in  the  lap 
within  60  seconds  with  severe  fatigue,  pain, 
dysesthesias  and  sometimes  waxy  pallor  of 
the  hand,  whereas  an  uninvolved  extremity 
will  exercise  one  to  two  minutes  with  little 
distress.  Other  tests  indicating  subclavian 
artery  compression  are  the  following:  lower- 
ing of  the  blood  pressure  15  mm.  Hg.  or  more, 
and  diminution  or  loss  of  radial  pulse,  both 
tests  being  performed  with  the  arm  in  the 
90°  AER  position;  back-bracing  the  shoulders 
in  the  military  posture  and  drooping  the 
shoulder  with  a downward  pull  of  the  arm 
causing  a decrease  of  volume  of  radial  pulse. 
The  popular  and  classical  “Adson  test”  has 
been  found  to  be  unreliable  in  testing  outlet 
compression. 

Other  observations  should  be  made  during 
careful  examination.  Fullness  in  the  supra- 
clavicular fossa  of  the  involved  side,  tender 
and  tight  neck  muscles,  venous  engorgement, 
impaired  emptying  of  hand  veins  on  elevation 
or  shoulder-bracing,  subungual  splinter 
thrombi,  finger  tip  or  paronychial  ulceration, 
or  muscle  atrophy  may  occasionally  be  noted. 

When  the  arm  is  placed  in  the  90°  abduc- 
tion-external-rotation (AER)  position,  the 
clavicle  swings  posteriorly  narrowing  the  cos- 
toclavicular space  This  is  the  position  of 
greatest  neurovascular  compression  in  most 


patients  with  the  outlet  syndrome  and  ex- 
plains their  greatest  distress  on  elevated  use 
of  the  extremity.  Because  patients  with 
severe  symptoms  often  feel  such  discomfort 
in  this  position,  they  may  voluntarily  or  in- 
voluntarily elevate  the  shoulder  to  open  the 
costoclavicular  space  thus  relieving  the  pres- 
sure on  the  plexus  and  subclavian  vessels. 
The  vascular  findings,  especially  the  pulse, 
may  therefore  be  quite  normal  if  the  shoulder 
is  not  completely  relaxed.  This  explains  why 
pulse,  blood  pressure  changes  and  subclavian 
bruit  are  sometimes  actually  better  demon- 
strated on  the  side  with  milder  symptoms. 
The  patient  must  be  encouraged  to  relax  the 
shoulder  for  the  elevation  tests  if  the  tests 
are  to  be  valid.  Undo  emphasis  should  not  be 
placed  on  pulse  changes,  and  indeed,  it  is  not 
unusual  for  patients  to  have  strictly  neuro- 
logic symptoms  and  signs,  with  no  vascular 
component  to  their  outlet  syndrome,  and  still 
be  so  severe  that  they  require  surgical  relief. 

Two  determinations  are  of  paramount  im- 
portance. (1)  Does  the  patient  have  neuro- 
vascular compression  in  the  thoracic  outlet? 
(2)  If  compression  is  found,  is  it  the  cause 
of  the  patient’s  complaints?  Twenty  to  forty 
percent  of  asymptomatic  people  may  have 
evidence  of  outlet  compression,  so  the  chance 
occurrence  of  outlet  compression  along  with 
other  causes  of  neck,  shoulder  and  arm  symp- 
toms will  be  encountered. 

Ancillary  Tests 

A complete  cervical  spine  x-ray  series 
should  be  obtained  in  every  patient  with  sig- 
nificant symptoms  suggestive  of  thoracic  out- 
let syndrome.  One  should  look  for  cervical 
ribs;  elongated  C-7  transverse  processes  which 
may  have  a non-ossified  cervical  band  run- 
ning from  the  tip  of  the  process  to  the  first 
rib  (abortive  cervical  rib) ; fractured  clavicle 
callous;  congenital  or  developmental  abnor- 
malities of  the  first  rib;  tumor  invading  the 
thoracic  outlet;  degenerative  cervical  arthri- 
tis; osteophytes  narrowing  neural  foramina; 
or  narrowed  cervical  discs.  Studies  of  cervical 
spine  are  usually  normal  in  thoracic  outlet 
syndrome,  but  they  are  an  essential  aid  in 
differential  diagnosis. 

Mercury  strain  gauge  plethysmography®, 
which  offers  a highly  sensitive  measure  of 
pulse  volume,  has  been  adapted  by  the  author 
in  evaluation  of  the  outlet  syndrome.  A trac- 
ing of  pulse  volume  is  obtained  with  the 
patient’s  hand  resting  in  the  lap  and  com- 
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pared  to  the  pulse  volume  with  the  arm 
elevated  in  the  90°  AER  position.  In  a normal 
subject,  the  pulse  volume  in  the  90°  AER 
position  is  significantly  increased  over  the 
hand-in-lap  pulse  volume.  In  patients  with 
subclavian  artery  compression,  the  tracing 
shows  reduction  or  complete  loss  of  pulse 
volume  in  the  90°  AER  test  position.  Plethys- 
mography gives  an  objective  evaluation  and 
recording  of  the  pulse,  and  it  is  far  more 
accurate  than  subjective  palpation.  Again  it 
must  be  cautioned  that  evidence  of  subclavian 
compression  does  not  prove  the  patient  has 
the  syndrome,  unless  his  usual  symptoms 
develop  at  the  time  the  compression  is  dem- 
onstrated. Also,  the  patients  with  a pure 
neurologic  outlet  syndrome  with  no  vascular 
component  may  have  a normal  plethysmo- 
gram.  Plethysmography  is  not  essential  to 
make  the  diagnosis,  and  must  be  carefully 
interpreted  along  with  the  other  tests  men- 
tioned above.  Aortograms,  myelograms,  and 
electro-myograms  are  usually  unnecessary, 
but  may  be  helpful  in  unusual  or  difficult 
cases. 

Differential  Diagnosis 

There  are  many  causes  of  pain  in  the  neck, 
shoulder  and  arm,  some  of  which  will  also 
cause  weakness,  numbness  and  tingling.  Care- 
ful differentiation  of  the  exact  cause  is  man- 
datory if  treatment  is  to  be  successful. 

I Carpal  tunnel  syndrome  is  strictly  median 
nerve  compression  involving  palm,  thumb, 
index  and  long  fingers  with  pain  and  dys- 
J esthesias,  though  pain  may  radiate  proximal- 
! ly  to  the  shoulder.  A positive  Tinell’s  test  and 
' 90°  wrist  flexion  test  to  reproduce  the  exact 

symptoms  is  diagnostic. 

Cervical  arthritis  causes  grating  and  symp- 
toms on  neck  movement  rather  than  arm 
I position,  and  usually  shows  well  on  x-rays. 
' Ruptured  cervical  disc  will  cause  severe 
central  root  pain,  usually  C5-6  or  C6-7  (radial) 
distribution,  almost  never  C8,  T1  (ulnar)  dis- 
i tribution,  and  may  show  narrowed  disc  spaces 
by  x-ray.  Reflexes  may  be  affected,  and 
symptoms  may  be  precipitated  by  neck  mo- 
tion, coughing  or  sneezing.  The  pain  is  repro- 
duced by  tilting  the  head  back  and  to  the  side 
and  having  the  examiner  press  downward 
on  the  forehead. 

Tendonitis,  capsulitis,  shoulder  arthritis, 
' myositis  and  fasciitis  cause  localized  pain  and 
tenderness.  Brachial  plexus  injury  will  have 


a definite  history  of  trauma  and  often  shows 
shoulder  girdle  muscle  atrophy.  Invasive 
tumor  in  the  thoracic  outlet  can  usually  be 
palpated  and  demonstrated  on  chest  x-rays. 
Other  conditions  that  may  simulate  the  outlet 
syndrome  such  as  spinal  cord  tumor,  multiple 
sclerosis  and  even  angina  pectoris  can  be  dif- 
ferentiated by  appropriate  tests.  None  of 
these  conditions,  however,  has  symptoms  and 
signs  of  both  neurologic  and  vascular  com- 
pression related  to  arm  position  and  use. 

The  importance  of  the  differential  be- 
tween the  outlet  syndrome  and  angina  pec- 
toris was  unappreciated  until  the  author  saw 
five  patients  during  a four  month  period  who 
had  been  diagnosed  and  treated  for  heart 
disease  for  years.  Finally  a re-evaluation  dis- 
closed conclusive  evidence  of  thoracic  outlet 
syndrome  with  no  proof  of  coronary  artery 
disease.  Two  of  these  cases  will  be  presented, 
as  this  problem  has  not  been  generally  appre- 
ciated previously. 

CASE  REPORTS 

Case  1:  I.  R.,  a 39-year-old  rancher,  was  told 
four  years  ago  he  had  severe  coronary  artery  dis- 
ease because  of  left  chest,  neck,  head,  shoulder 
and  arm  pain  that  developed  during  heavy  work 
and  at  night.  He  had  not  been  allowed  to  do 
physical  work  on  his  ranch  for  the  past  four  years 
and  could  not  afford  to  hire  help.  He  was  recently 
referred  to  a cardiologist  for  evaluation,  and  no 
evidence  of  cardiac  disease  was  found.  Careful 
history  disclosed  the  symptoms  developed  only 
with  the  use  of  the  arms,  especially  in  the  elevated 
position,  such  as  lifting  bales  of  hay  and  painting, 
and  were  accompanied  by  numbness  and  tingling 
of  the  hand,  marked  heaviness  and  fatigue  of  the 
arms,  left  greater  than  right.  Night  pain  was 
often  severe,  causing  him  to  pace  the  floor.  He 
had  to  sleep  on  his  abdomen,  as  his  arms  and 
hands  would  “go  to  sleep”  if  he  slept  on  his  back 
or  side.  Incidentally,  he  gave  a history  of  a muscle 
cutting  operation  at  the  right  base  of  the  neck 
several  years  ago  that  partially  relieved  pain, 
fatigue,  numbness  and  tingling  of  the  right  arm, 
but  these  symptoms  had  recurred  recently. 

Physical  examination  disclosed  a very  cheerful, 
heavy  set,  muscular  male  in  apparent  excellent 
physical  condition.  Positive  findings  showed  radial 
pulses  strong  and  equal  with  hands  in  lap,  but  the 
right  absent  at  90°  AER,  the  left  at  80°  AER  with 
subclavian  artery  bruits  in  the  infraclavicular  fossa 
at  80°  AER  right,  and  only  45°  left.  Blood  pressure 
was  140/80  on  right  and  94/60  on  left  with  arms 
at  side;  blood  pressure  was  not  detectable  in  the 
90°  AER  position  bilaterally.  Supraclavicular 
thumb  pressure  test  was  tender  bilaterally  with 
radiation  of  usual  aching  pain,  up  the  neck  to  the 
ear,  down  the  chest  and  arm  on  the  left  with 
numbness  and  tingling  in  the  hand.  There  was  no 
radiation  on  the  right.  Elevated  arm  exercise  test 
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caused  left  arm  pain  in  15  seconds,  both  hands 
numb  at  20  seconds  and  both  arms  collapsed  in  the 
lap  at  50  seconds  from  marked  fatigue,  pain  and 
dysesthesias,  the  left  hand  being  quite  pale.  Adson 
test  was  negative.  Left  triceps  and  interosseous 
muscles  were  weaker  than  right,  and  pin-prick 
sensation  was  dull  on  the  dorsum  of  both  hands. 
The  patient  had  a well  healed  old  surgical  scar  in 
the  right  supraclavicular  fossa. 

X-rays  showed  a large  right  cervical  rib,  and 
a prominent  C7  transverse  process  on  the  left  with 
no  cervical  rib.  Neural  foramina  and  disc  spaces 
were  normal.  Plethysmogram  showed  a classical 
tracing  of  a patient  with  thoracic  outlet  syndrome, 
with  marked  compression  of  the  subclavian  artery 
in  the  thoracic  outlet  in  the  90°  AER  test  position. 
(Fig.  1.) 

Course:  The  patient  underwent  surgical  de- 
compression of  the  left  thoracic  outlet  by  first  rib 
resection  through  the  axillary  approach.  He  had 
an  uneventful  postoperative  course  and  returned 
to  his  ranch  on  the  fifth  postoperative  day.  Follow- 
up shows  total  relief  of  all  pain,  numbness,  tingling, 
fatigue  and  weakness  on  the  left.  Two  months 
after  operation  he  was  working  full  time  on  his 
ranch  with  no  physical  restrictions  of  any  type. 
His  left  upper  extremity  is  asymptomatic,  even 
after  a hard  day’s  work,  but  the  right  still  aches 
and  “goes  to  sleep.”  He  plans  to  return  after  the 
harvest  to  have  the  same  procedure  performed  on 
the  right  side.  All  tests  on  the  left  had  returned 
to  normal  including  the  weak  triceps  and  inter- 
osseous muscles  and  pin-prick  sensation.  His  ple- 
thysmogram is  normal  postoperatively  on  the  left, 
unchanged  on  the  right.  (Fig.  2.) 

Case  2:  A.  M.,  a 41-year-old  housewife  and  in- 
surance clerk,  developed  left  chest  pain  17  years 
ago,  immediately  following  a three-week  vacation 
touring  the  West  during  which  she  did  all  the 
driving.  Her  physician  told  her  she  had  “heart 
trouble”  and  prescribed  nitroglycerin  and  digitalis, 
which  she  has  taken  regularly  ever  since.  In  recent 
years  she  developed  left  posterior  neck  pain,  shoul- 
der and  scapular  pain  with  headache.  X-ray  two 
years  ago  showed  a cervical  rib.  During  the  past 
year  the  left  arm  had  become  weak,  heavy  and 
painful,  especially  when  used  in  the  elevated  posi- 
tion doing  up  her  hair,  hanging  drapes  and  typing. 
After  heavy  spring  house-cleaning,  the  left  arm 
became  numb  and  swollen  so  she  could  not  wear 
gloves  or  remove  her  rings.  She  slept  poorly  due 
to  aching  in  the  left  neck,  shoulder  and  arm,  and 
was  often  awakened  by  the  left  arm  being  “asleep.” 
She  has  been  asymptomatic  on  the  right. 

Physical  examination  showed  a well  developed 
and  nourished,  alert,  cheerful  woman  who  weighed 
128  pounds.  There  was  a hard  palpable,  very  tender 
nodule  in  the  left  supraclavicular  fossa.  Thumb 
pressure  over  this  area  immediately  brought  on 
her  usual  left  chest  and  shoulder  pain  with  numb- 
ness in  the  hand.  The  right  supraclavicular  area 
felt  normal.  Radial  pulses  were  strong  bilaterally 
in  all  positions  except  the  military  posture  which 
weakened  the  left  pulse.  Adson  test  was  negative. 
Blood  pressure  was  122/80  right  side  and  124/80 
left,  with  arms  at  the  sides.  With  the  arms  in  the 
90°  AER  position,  the  blood  pressure  was  96/60 
right,  100/70  left.  No  subclavian  bruit  was  heard 
on  either  side.  The  elevated  arm  exercise  test 
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Fig.  1.  Mercury  strain  gauge  plethysmogram 
measuring  pulse  volume  in  the  finger.  A.,  Normal 
subject  in  sitting  position,  hand  relaxed  in  lap. 
B.,  Normal  subject,  arm  in  90°  abduction-external- 
rotation  (AER)  position,  showing  normal  increase 
of  pulse  volume  with  arm  elevated.  C.,  Patient 
I.  R.,  right  hand  in  lap.  D.,  I.  R.,  right  arm  in  90° 
AER  position,  showing  complete  loss  of  pulse  vol- 
ume from  marked  compression  of  the  subclavian 
artery  in  the  thoracic  outlet.  E.,  I.  R.,  left  hand  in 
lap.  F.,  I.  R.,  left  arm  in  90°  AER  test  position, 
showing  total  loss  of  pulse  volume,  a classical 
tracing  of  a patient  with  marked  thoracic  outlet 
compression. 
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Fig.  2.  Mercury  strain  gauge  plethysmogram.  Trac- 
ings obtained  after  decompression  of  left  thoracic 
outlet  by  first  rib  resection.  A.,  I.  R.,  right  hand  in 
lap  and  B.,  right  arm  in  90°  AER,  no  change. 
C.,  I.  R.,  left  hand  in  lap.  D.,  left  arm  in  90°  AER, 
marked  post-operative  change,  now  normal. 

caused  no  symptoms  at  all  on  the  right,  but  the 
left  became  tired  at  only  15  seconds,  developed 
her  usual  left  neck,  scapula,  shoulder  and  arm 
pain  at  30  seconds,  and  the  arm  collapsed  in  her 
lap  at  60  seconds  with  marked  heaviness,  fatigue, 
pain  and  dysesthesias.  Neurologic  tests  showed 
marked  tenderness  of  the  left  brachial  plexus  to 
tapping.  The  left  interosseous  muscles  (ulnar)  were 
slightly  but  definitely  weaker  than  the  right,  as 
was  the  left  triceps.  Reflexes  were  normal. 

X-rays  showed  a small  left  cervical  rib  and 
markedly  enlarged  right  C7  transverse  process. 
Plethysmogram  was  completely  normal.  Cardiology 
consultation  revealed  no  evidence  of  cardiac  dis- 
ease. It  was  felt  she  represented  a typical  example 
of  pure  neurologic  thoracic  outlet  syndrome  with 
no  vascular  component,  originally  precipitated  by 
the  trauma  to  the  arm  of  driving  steadily  for  three 
weeks,  17  years  ago. 

She  underwent  surgical  decompression  of  the 
left  thoracic  outlet  by  first  rib  resection  through 
the  axillary  approach.  The  cervical  rib  was  felt 
at  operation  but  left  undisturbed  as  it  was  less 
than  one  inch  long.  She  had  an  uneventful  post- 
operative course  with  total  relief  of  her  pain, 
numbness  and  tingling.  She  returned  to  work  one 
month  after  operation  completely  recovered,  and 
taking  no  medication. 


Three  other  similar  cases  originally  diag- 
nosed as  cardiac  disease  have  been  seen  who 
were  found  to  be  typical  thoracic  outlet  syn- 
dromes without  evidence  of  coronary  disease. 
They,  too,  have  been  totally  relieved  of  their 
left  chest,  neck,  shoulder  and  arm  pain,  numb- 
ness and  tingling  by  surgical  decompression 
of  the  thoracic  outlet  by  first  rib  resection. 
This  is  certainly  not  to  suggest  all  such  symp- 
toms are  always  caused  by  the  outlet  syn- 
drome. In  patients  with  these  symptoms  who 
do  not  have  evidence  of  myocardial  disease, 
however,  tests  for  neurovascular  compression 
in  the  outlet  should  be  performed.  It  may  be  a 
serious  error  to  label  and  treat  a patient, 
usually  in  their  thirties  or  early  forties,  as  a 
cardiac  with  all  the  anxiety,  fear  and  finan- 
cial problems  that  may  follow,  when  in  reality 
the  patient  has  a perfectly  benign,  easily  cor- 
rectable outlet  compression  syndrome. 

Onset 

Thoracic  outlet  syndrome  may  develop 
spontaneously  or  be  precipitated  by  trauma. 
The  spontaneous  group  of  patients  are  usually 
in  their  twenties  or  thirties,  are  usually  thin 
women  or  muscular  men,  with  women  pre- 
dominating three  to  one. 

Any  trauma  causing  a sudden  “jerk”  of  the 
neck  muscles  may  precipitate  the  typical 
symptoms  of  thoracic  outlet  syndrome — a fall 
on  the  shoulder  or  neck,  a blow  in  the  supra- 
clavicular area,  prolonged  use  of  the  arm  in 
an  elevated  position,  or,  as  has  been  seen  most 
frequently,  a so-called  “whip-lash”  injury. 
The  neck  pain  and  headache  develop  almost 
immediately  and  persist,  but  the  arm  symp- 
toms of  pain,  heaviness,  weakness,  numbness 
and  tingling  may  be  delayed,  coming  on  grad- 
ually over  a period  of  days,  weeks  or  even  a 
few  months.  The  outlet  syndrome  probably 
results  from  the  spasm  of  the  scalene  muscles 
(commonly  seen  after  a “jerking”  neck  in- 
jury) which  may  hypertrophy  over  a period 
of  time  causing  crowding  and  compression  of 
the  neurovascular  structures  in  the  outlet;  or 
through  constant  spasm,  elevating  the  first 
rib  and  thus  narrowing  the  costoclavicular 
space.  Again,  the  vast  majority  of  symptoms 
following  neck  injury  are  not  caused  by  the 
outlet  syndrome;  but  if  patients  develop 
typical  thoracic  outlet  compression  symptoms 
and  signs,  they  should  not  be  ignored.  The 
outlet  symptoms  may  progress  as  the  neck, 
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back  and  head  pain  subsides  under  conserva- 
tive treatment.  These  resistant  and  often 
severe  outlet  symptoms  have  been  found  to 
be  relieved  dramatically  by  surgical  decom- 
pression by  first  rib  resection. 

The  post-traumatic  group  of  patients  have 
varied  from  the  ’teens  to  the  fifties.  In  over 
300  patients  with  thoracic  outlet  syndrome 
examined  by  the  author,  no  patient  has  been 
seen  who  developed  the  syndrome  over  age 
55.  It  is  a syndrome  of  young  and  middle  aged 
adults.  Patients  who  first  develop  symptoms 
suggestive  of  thoracic  outlet  syndrome  over 
age  of  50  are  usually  suffering  from  degener- 
ative cervical  spine  disease. 

T reatment 

Patients  with  mild  symptoms  of  arm 
fatigue  with  occasional  numbness  and  ting- 
ling of  the  hand  require  no  treatment.  If  pain 
becomes  a significant  complaint,  and  impair- 
ment of  daily  activities  develops,  conserva- 
tive measures  may  be  beneficial,  particularly 
if  begun  early  in  the  course  of  the  syndrome. 
These  measures  include  improving  posture; 
shoulder  girdle  strengthening  exercises  which 
encourage  carrying  the  shoulders  somewhat 
elevated  to  open  the  costoclavicular  space; 
avoiding  arm  use  in  the  elevated  position; 
rest;  heat;  massage;  muscle  relaxants;  ultra- 
sonic treatments  to  relax  spastic  neck  mus- 
cles; and  pain  medication  to  promote  sleep. 
Results  with  conservative  treatment  are  often 
disappointing,  however,  especially  in  patients 
with  severe  symptoms  or  complications  of  the 
outlet  compression,  such  as  ischemia  of  the 
hand,  Raynaud’s  phenomenon,  emboli,  sub- 
clavian aneurysm  or  thrombophlebitis,  mus- 
cle atrophy  or  sympathetic  dystrophy.  If 
conservative  treatment  does  not  offer  early 
relief,  surgical  decompression  of  the  outlet 
should  not  be  delayed,  because  it  is  capable  of 
bringing  an  abrupt  end  to  the  problem  with 
minimal  risk  and  rapid  recovery. 

Since  the  first  thoracic  rib  is  the  common 
denominator  in  producing  compression,  usual- 
ly by  a scissor  effect  with  the  clavicle,  re- 
moving the  first  rib,  the  lower  blade  of  the 
scissor,  allows  the  plexus  and  vessels  to  drop 
so  the  clavicle  has  no  hard  surface  against 
which  to  trap  these  structures.  Removing  the 
first  rib  results  in  no  disfigurement,  weakness 
or  deformity. 

Scalenotomy®  can  no  longer  be  recom- 
mended, even  as  a first-stage  or  “trial”  opera- 


tion, because  its  failure  rate  is  too  high  (60% 
at  the  Mayo  Clinic,  according  to  Clagett),  a 
significant  number  of  complications  result, 
and  removal  of  the  first  rib  offers  far  more 
reasonable  and  effective  relief. 

Originally  the  first  rib  was  removed 
through  the  supraclavicular  approach^'  Ex- 
posure was  so  limited  that  only  a small  part 
of  the  rib  could  be  resected,  and  damage  to 
the  plexus  and  major  vessels  was  relatively 
common.  It  is  no  longer  recommended.  Clagett 
advised  complete  removal  of  the  first  rib 
through  the  posterior  parascapular  approach, 
a modification  of  the  classic  thoracoplasty. 
This  offers  excellent  relief,  but  again  expo- 
sure is  limited,  especially  anteriorly  near  the 
subclavian  and  innominate  vein,  and  it  leaves 
a long  prominent  scar. 

Recently  a new  surgical  approach  through 
the  axilla  for  extrapleural  resection  of  the 
first  rib  has  been  reported®.  This  procedure 
offers  clear  exposure  of  the  rib,  plexus  and 
vessels;  short  operating  time;  minimal  blood 
loss;  complete  resection  of  the  entire  rib; 
minimal  postoperative  discomfort;  and  a 
small  hidden  scar. 

Results 

Over  300  patients  have  been  referred  for 
evaluation  of  thoracic  outlet  syndrome.  Of 
these,  130  extremities  in  110  patients  had 
severe  symptoms  causing  marked  distress  or 
impairment  of  usual  activities,  failed  to  re- 
spond to  conservative  measures,  and  under- 
went surgical  decompression  by  the  author, 
using  the  axillary  approach. 

Ages  ranged  from  17  to  71,  the  majority 
(89%)  being  between  20  and  50,  only  one 
patient  being  over  55,  a 71-year-old  lady.  Of 
the  110  patients,  82  (74.5%)  were  women  and 
28  (25.5%)  were  men. 

Of  the  130  extremities  operated  on,  73 
were  the  right  side  and  57  were  the  left, 
twenty  patients  having  bilateral  operations 
separately.  Seven  patients  had  cervical  ribs, 
and  of  these,  only  two  cervical  ribs  were 
removed.  AH  seven  obtained  total  relief  of 
symptoms  from  operation. 

One  hundred  twenty  of  the  130  extremities 
had  surgical  decompression  for  predominant- 
ly neurologic  symptoms  of  pain  and  dyses- 
thesias. Ninety-four  (78.3%)  had  an  excellent 
result  with  total  relief  of  symptoms;  18  (15%) 
had  a good  result  with  only  occasional  mild 
aching  or  tingling  at  times;  six  (5%)  had  a fair 
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result  with  some  improvement  but  significant 
symptoms  remaining;  and  two  (1.7%)  had  a 
poor  result  with  no  essential  change  of  symp- 
toms. Thus,  in  the  neurologic  group  of  pa- 
tients, 93.3%  of  the  extremities  operated  on 
obtained  total  or  marked  relief,  and  6.7% 
were  little  benefited.  This  success  rate  ap- 
parently reflects  a clear  understanding  of 
neurovascular  compression  in  the  shoulder, 
precise  diagnostic  tests  to  confirm  the  diag- 
nosis, careful  selection  of  patients  who  might 
benefit  from  operation,  and  a surgical  pro- 
cedure well  suited  to  relief  of  thoracic  outlet 
syndrome  for  patients  who  fail  to  respond  to 
intensive  conservative  treatment. 

Ten  extremities  underwent  first  rib  re- 
section for  predominantly  vascular  symptoms. 
Five  had  total  relief;  two  had  a good  result; 
two,  a fair  result  with  only  slight  improve- 
ment; and  one  failed,  showing  no  change.  This 
represents  a 70%  success  rate,  well  below 
that  achieved  in  the  neurologic  group.  The 
three  who  obtained  little  benefit  were  all 
advanced  Raynaud’s  phenomenon  with  finger 
tip  ulceration.  It  thus  appears  that  either  out- 
let decompression  may  help  vascular  insuffi- 
ciency if  performed  early  in  the  course  of 
the  condition,  but  perhaps  fails  after  perma- 
nent changes  have  occurred,  or  the  outlet 
compression  was  incidental  in  patients  with 
an  unrelated  primary  vascular  disease. 

No  serious  complications  have  occurred, 
and  no  patient  was  made  worse  by  surgical 
decompression  of  the  thoracic  outlet  using  the 
axillary  approach. 

Summary 

Neurovascular  compression  in  the  shoul- 
der has  long  been  fragmented  into  many 
picayune  syndromes  which  led  more  to  con- 
fusion than  understanding,  resulting  in  inac- 
curate diagnosis  and  often  ineffective  treat- 


ment. The  typical  symptoms  and  signs  of  the 
syndrome,  and  the  tests  that  lead  to  more 
accurate  diagnosis,  are  described.  Two  case 
reports  are  presented  which  illustrate  the 
protean  nature  of  the  syndrome,  both  patients 
being  treated  for  years  for  cardiac  disease 
which  was  actually  thoracic  outlet  syndrome. 

Conservative  management  is  described, 
and  the  surgical  measures  available  for  relief 
for  patients  with  severe  and  incapacitating 
symptoms  who  fail  to  obtain  relief  by  con- 
servative means,  are  outlined. 

From  experience  with  over  300  patients 
evaluated  by  the  author  for  thoracic  outlet 
syndrome,  110  had  been  unresponsive  to  in- 
tensive conservative  treatment,  and  their 
symptoms  were  severe  enough  to  warrant 
surgical  relief.  Only  one  patient  was  over  55 
years,  and  89%  were  between  twenty  and 
fifty.  Women  outnumbered  men  three  to  one. 

Of  the  120  extremities  operated  on  for  pri- 
marily neurologic  symptoms,  93%  obtained 
gratifying  relief.  Surgical  decompression  by 
first  rib  resection  through  the  new  axillary 
approach  seems  so  specific  for  the  outlet  syn- 
drome that  failure  to  improve  represents  in- 
correct diagnosis.  Symptoms  remaining  after 
relief  of  the  true  outlet  syndrome  usually 
reflect  other  abnormalities  of  the  neck  and 
shoulder  primarily  in  the  bones,  joints,  liga- 
ments or  muscles. 

Ten  extremities  underwent  surgical  de- 
compression of  the  outlet  for  primarily  vas- 
cular symptoms.  Three  severe  cases  failed  to 
improve  significantly.  This  may  indicate  that 
early  vascular  symptoms  caused  by  thoracic 
outlet  syndrome  may  respond  well  to  surgical 
decompression,  but  late  cases  may  not;  or 
that  the  outlet  compression  was  found  coinci- 
dentally with  a primary  vascular  disease  in 
three  cases.  • 
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The  use  and  abuse  of  oral 
hypoglycemic  agents* 

Karl  E.  Sussman,  MD,  Denver 


A review  of  the  use  of  oral  hypoglycemic 
agents  in  the  treatment  of  diabetes  is 
appropriate  because  of  their  widespread  use 
and  frequent  acceptance  of  poor  regulation 
of  dose  and  control  of  the  disease. 

It  is  now  twelve  years  since  oral  hypogly- 
cemic agents  have  been  extensively  employed 
in  the  treatment  of  diabetes  mellitus.  Un- 
doubtedly more  diabetics  receive  oral  hypo- 
glycemic drugs  than  receive  any  other  form 
of  therapy.  Nevertheless,  while  making  treat- 
ment of  diabetes  simpler,  these  agents  have 
made  it  possible  for  poor  regulation  to  be 
readily  accepted.  Frequently  a patient  who 
is  poorly  selected  for  oral  hypoglycemic  ther- 
apy refuses  to  take  insulin  in  spite  of  the  fact 
that  his  diabetes  is  not  controlled. 

Table  1 lists  the  criteria  for  selection  of 
patients  for  oral  hypoglycemic  therapy.  Like 
all  rules  in  medicine,  there  are  many  excep- 
tions, but  these  rules  generally  apply  in 
selecting  the  appropriate  patients  for  the  oral 
drugs.  Adult  onset  diabetics  seem  to  respond 
well  to  the  oral  agents  because  their  diabetes 
is  not  as  severe  as  that  of  the  growth  onset 
diabetic,  probably  because  beta  cell  function 
is  reasonably  well  preserved  in  the  former. 


For  some  unknown  reason,  those  diabetics 
who  do  best  on  oral  hypoglycemic  therapy 
have  had  their  disease  less  than  ten  years. 
It  is  possible  that  diabetes  of  a longer  dura- 
tion is  associated  with  more  beta  cell  deple- 
tion, and  consequently  the  oral  hypoglycemic 
agents  are  not  as  effective.  The  daily  insulin 
requirement  of  the  patient  should  be  less 
than  30  units  a day,  indicating  less  severe 
diabetes.  The  patient  should  not  have  any 

TABLE  1 

CRITERIA  FOR  SELECTION  OF  PATIENTS 
FOR  ORAL  HYPOGLYCEMIC  AGENTS 

1.  Age,  above  30-40  years 

2.  Duration  of  diabetes,  less  than  10  years 

3.  Daily  insulin  requirement,  less  than  30  units 

4.  Ketosis,  none 

5.  Fasting  blood  glucose,  less  than  200  mg/100  cc. 


evidence  of  ketosis,  and  the  fasting  blood 
glucose  ought  to  be  less  than  200  mg/100  cc. 
A fasting  blood  glucose  above  200  mg/100  cc. 
suggests  that  the  patient  cannot  secrete 
enough  insulin  during  the  night  to  inhibit 
gluconeogenesis,  again  pointing  to  more  se- 
vere impairment  of  pancreatic  islet  function. 

There  are  two  major  types  of  drugs  used 
in  the  regulation  of  diabetes  mellitus  as 
shown  in  Table  2,  the  sulfonylureas  and  the 


TABLE  2 

ORAL  HYPOGLYCEMIC  DRUGS  IN  COMMON  USE 


Dosage 

Form 

mg. 

Usual 
Daily  Dose 
mg. 

Maximum 
Daily  Dose 
mg. 

Half-life 

Hrs. 

Duration 
of  Action 
Hrs. 

Single 
or  Divided 

Dose 

SULFONYLUREAS 

Tolbutamide  (Orinase)t 

500 

1000-2000 

3000 

4-5 

6-12 

Divided 

Chlorpropamide  (Diabinese)  .... 

..100-250 

100-  500 

750 

35 

60 

Single 

Acetohexamide  (Dymelor)  

..250-500 

250-1500 

1500 

6-8 

12-24 

Single  or  divided 

Tolazamide  (Tolinase)  

..100-250 

100-  750 

750 

6-8 

14-24 

Single  or  divided 

BIGUANIDES 

Phenethyl  (DBI)  

25 

50-200 

200 

3* 

6-  8 

Divided 

Biguanide  (DBI-TD  Spansule).. 

50 

50-200 

200 

5* 

8-14 

Single  or  divided 

t Trade  names  are  given  in  parenthesis. 

* As  determined  by  the  disappearance  of  the  isotopically  labeled  compound. 


* This  paper  was  presented  at  the  63rd  Annual  Meeting  of 
the  Wyoming  State  Medical  Society,  August  31,  1966.  Dr. 
Sussman  is  Asst.  Prof,  of  Medicine,  University  of  Colorado 
School  of  Medicine,  Denver. 
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biguanides.  The  sulfonylureas  exert  their 
principal  action  in  stimulating  the  pancreas 
to  release  whatever  insulin  is  remaining  in 
the  islets  of  Langerhans.  Although  in  various 
experimental  studies  sulfonylurea  drugs  may 
act  directly  upon  peripheral  tissues,  these 
agents  are  uniformly  ineffective  in  the  de- 
pancreatized  animal  or  man,  suggesting  that 
their  principal  effect  is  on  the  islets. 

Commonly  used  compounds 

The  sulfonylurea  most  commonly  used  in 
this  country,  and  by  far  the  safest  compound, 
is  tolbutamide.  The  only  major  side  effect 
which  has  resulted  from  tolbutamide  has 
been  development  of  an  allergic  dermatitis  in 
individuals  who  have  demonstrated  some 
hypersensitivity  to  sulfa  drugs.  It  is  impor- 
tant to  emphasize  that  tolbutamide  has  a 
rather  short  half-life  and  duration  of  action. 
Thus,  when  this  agent  is  employed,  it  must 
be  given  in  a divided  dose  in  order  to  achieve 
adequate  control;  for  example,  0.5  gram  twice 
or  three  times  per  day.  While  such  a program 
may  afford  flexibility  with  regard  to  altering 
the  dose  of  oral  hypoglycemic  agents,  many 
patients  are  apt  to  forget  a dose  of  medicine 
when  it  is  to  be  taken  several  times  per  day. 
As  a result,  a number  of  new  oral  hypogly- 
cemic agents  with  greater  potency  have  been 
developed  which  are  prescribed  either  once 
or  twice  a day,  and  these  have  proven  to  be 
more  convenient. 

Chlorpropamide  comes  in  two  dosage 
forms,  a 100  and  250  mg.  tablet,  and  because 
of  its  long  half-life  and  duration  of  action, 
can  be  given  as  a single  dose.  The  maximum 
dose  of  chlorpropamide  is  750  mg.,  as  toxic 
effects  may  ensue  with  larger  doses.  Because 
of  the  greater  potency  of  chlorpropamide, 
hypoglycemia  is  apt  to  occur  more  frequently. 
Hypoglycemia  should  not  be  regarded  as  a 
toxic  side-effect  of  the  drug  since  insulin  ad- 
ministration may  produce  similar  effects  on 
the  blood  glucose  level.  However,  the  patients 
must  be  cautioned  about  the  possible  develop- 
ment of  hypoglycemia  and  instructed  as  to 
its  proper  and  prompt  treatment. 

There  is  some  question  as  to  whether 
acetohexamide  should  be  given  as  a single 
dose  or  as  a divided  dose.  Acetohexamide  does 
not  appear  to  be  as  potent  or  as  long  lasting 
as  chlorpropamide.  It  has  been  our  experience 


that  those  patients  who  are  controlled  will 
do  well  on  a single  dose  of  acetohexamide. 
If  the  patient  is  poorly  controlled  on  aceto- 
hexamide, dividing  the  dose  does  not  mea- 
sureably  increase  the  therapeutic  response. 
Acetohexamide  has  been  remarkably  free 
from  toxic  side  effects  and  has  proven  to  be 
a fairly  safe  agent. 

The  most  recent  sulfonylurea  agent  to  be 
developed  is  tolazamide.  This  drug  should  be 
administered  as  a single  dose,  giving  up  to 
750  mg.  daily.  In  some  preliminary  reports, 
it  has  been  suggested  that  tolazamide  will 
rescue  many  of  the  therapeutic  failures  of  the 
other  oral  hypoglycemic  agents. 

The  biguanides  were  originally  developed 
during  World  War  I.  However,  the  first 
agents  produced  were  hepatotoxic  and  had 
to  be  discarded.  The  biguanides  which  are 
more  recently  employed  seem  to  be  non-toxic 
to  the  liver.  The  compound  in  wide  use  in 
this  country  is  phenethylbiguanide.  This 
agent  comes  in  two  dosage  forms,  as  a 25  mg. 
tablet  and  a 50  mg.  time-disintegration  cap- 
sule which  has  a longer  duration  of  action. 
The  precise  site  of  action  of  this  agent  is  as 
yet  unknown.  It  does  not  stimulate  the  pan- 
creas to  secrete  insulin.  It  does  increase  cellu- 
lar uptake  of  glucose  and  stimulates  anaerobic 
glycolysis  with  the  production  of  lactic  acid. 
In  order  for  this  agent  to  be  effective,  some 
endogenous  insulin  secretion  must  be  present. 
The  tablet  can  be  administered  in  several 
divided  doses  throughout  the  day  and  the 
maximum  dose  is  in  the  range  of  200  mg. 
The  time-disintegration  form  of  phenethyl- 
biguanide can  be  administered  either  as  a 
single  or  a divided  dose,  depending  upon  the 
needs  of  the  patient,  and  again  the  maximum 
dose  is  200  mg. 

TABLE  3 

VARIOUS  THERAPEUTIC  PROGRAMS  IN 
TREATING  DIABETES  WITH  ORAL  THERAPY 

1.  Sulfonylureas  or  phenethylbiguanide  alone 

2.  Sulfonylureas  and  phenethylbiguanide  in  com- 
bination 

3.  Sulfonylureas  and  insulin — little  rationale  for 
this 

4.  Phenethylbiguanide  and  insulin — may  be  help- 
ful in  brittle  diabetes 

5.  Phenethylbiguanide  in  diabetes  and  obesity 

Table  3 lists  the  various  therapeutic  pro- 
grams which  may  be  employed  in  treating 
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diabetes  with  oral  hypoglycemic  agents. 
Either  the  sulfonylureas  or  phenethylbiguan- 
ide  may  be  administered  as  initial  therapy. 
Phenethylbiguanide  (DBI)  has  been  reported 
to  have  an  additional  advantage  in  the  treat- 
ment of  the  obese  diabetic  in  that  it  decreases 
the  amount  of  insulin  which  is  mobilized 
following  oral  carbohydrate  ingestion.  For 
this  reason  phenethylbiguanide  does  not  ap- 
pear to  be  as  lipogenic  as  insulin  or  the  sul- 
fonylureas. Sulfonylurea  drugs,  on  the  other 
hand,  have  the  advantage  in  that  their  prin- 
cipal action  is  in  stimulating  endogenous 
insulin  release  which  would  seem  to  repre- 
sent a more  physiologic  mechanism  for  lower- 
ing blood  glucose.  In  patients  who  are  not 
quite  controlled  with  the  sulfonylurea  agents, 
the  addition  of  phenethylbiguanide  may  be 
helpful  in  achieving  normal  blood  glucose 
levels. 

There  seems  to  be  little  merit  for  the 
administration  of  sulfonylureas  in  addition  to 
parenteral  insulin.  It  has  been  suggested  that 
a few  patients  demonstrating  insulin  resist- 
ance (i.e.,  requiring  more  than  200  units  of 
insulin  a day  for  control)  may  respond  to  the 
addition  of  sulfonylureas  in  terms  of  decreas- 
ing their  daily  insulin  requirement.  In  the 
very  brittle,  unstable  diabetic  requiring  in- 
sulin, phenethylbiguanide  may  tend  to  stabil- 
ize glucose  regulation.  However,  it  should  be 
pointed  out  that  when  phenethylbiguanide  is 
added  to  the  basic  insulin  program,  the  daily 
insulin  dose  should  be  decreased  by  20  to  30 
per  cent.  Most  brittle  diabetics  have  not  re- 
sponded well  to  the  addition  of  phenethylbi- 
guanide to  their  program. 

It  is  difficult  to  define  precise  standards 
of  control  to  be  achieved  in  patients  on  oral 
hypoglycemic  therapy.  In  the  older  patients 
who  are  the  most  suitable  candidates  for  oral 
hypoglycemic  agents,  one  is  led  to  speculate 
whether  close  standards  for  diabetic  control 
are  realistic.  It  has  been  well  documented 

TABLE  4 

STANDARD  OF  DIABETIC  CONTROL  WITH 
ORAL  HYPOGLYCEMIC  THERAPY 


1.  No  ketosis 

2.  No  glycosuria 

3.  Normal  fasting  blood  glucose 

4.  One  hour  post-prandial  blood  glucose  below 
180  mg/100  cc. 


that  the  glucose  tolerance  test  becomes  pro- 
gressively abnormal  with  advancing  age,  and 
it  remains  to  be  shown  whether  the  existence 
of  hyperglycemia  without  ketoacidosis  or 
glycosuria  really  presents  a significant  hazard 
to  this  group.  Table  4 lists  the  standards  of 
diabetic  control  which  seem  reasonable  for 
the  older  age  population.  Certainly  a mini- 
mum standard  is  that  the  patient  should  be 
free  from  ketosis  or  glycosuria  when  the  oral 
hypoglycemic  agents  are  employed.  By  and 
large  the  older  patients  tend  to  have  elevated 
renal  threshholds  for  glucose  and  if  glyco- 
suria is  observed,  then  usually  the  blood 
sugar  is  inordinately  high.  The  author  be- 
lieves that  the  patients  on  oral  hypoglycemic 
therapy  should  have  normal  fasting  blood 
glucose  levels  and  that  the  postprandial  blood 
glucose  should  be  below  180  mg/100  cc. 

TABLE  5 

MOST  COMMON  ERRORS  MADE  IN  THE  USE 
OF  ORAL  HYPOGLYCEMIC  AGENTS 


1.  Poor  initial  selection  of  patients 

2.  Poor  or  no  dietary  adherence 

3.  Inadequate  drug  dosage  or  poor  drug  scheduling 
e.g..  Tolbutamide  should  be  given  at  least  twice 
daily 

4.  Keeping  patients  on  oral  therapy  during  period 
of  acute  stress  (surgery,  infections,  other  inter- 
current  illness) 

5.  Using  oral  drugs  in  the  presence  of  serious 
hepatic,  cardiac  or  renal  disease 

The  most  common  errors  in  the  use  of  oral 
hypoglycemic  drugs  are  shown  in  Table  5. 
By  far  the  greatest  mistake  in  the  use  of  these 
agents  is  poor  initial  selection  of  patients. 
Once  the  patient  has  taken  insulin  and  is  then 
placed  on  oral  agents,  it  is  particularly  diffi- 
cult to  return  to  insulin  therapy.  Another 
major  reason  for  failure  to  respond  to  the  oral 
drugs  is  absent  or  poor  dietary  adherence. 
The  point  must  be  emphasized  that  if  the 
diabetic  patient  is  unwilling  to  follow  some 
sort  of  dietary  program  of  carbohydrate  re- 
striction, that  oral  hypoglycemic  therapy  is 
almost  doomed  to  failure. 

It  is  imperative  that  these  drugs  be  given 
in  an  adequate  dose  at  the  proper  times.  As 
already  noted,  tolbutamide,  because  of  its 
rather  short  half-life,  is  to  be  given  at  least 
twice  daily.  Even  the  more  potent  drugs 
may  not  act  as  long  as  desired  and  a divided 
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aose  may  have  to  be  given.  It  is  clear  that 
during  acute  distress  such  as  an  intercurrent 
illness  or  a surgical  procedure,  the  patient 
may  no  longer  be  responsive  to  oral  hypo- 
glycemic therapy  and  his  diabetes  manifestly 
out  of  control.  In  this  setting  it  is  necessary 
to  discontinue  the  oral  hypoglycemic  therapy 
and  place  the  patient  on  parenteral  insulin. 

As  has  been  previously  noted,  most  of  the 
oral  hypoglycemic  agents  are  relatively  non- 
toxic. Rarely,  side  effects  such  as  agranulo- 
cytosis, jaundice,  nausea,  vomiting,  gastro- 
intestinal distress  have  been  seen,  but  these 
drugs  have  proven  to  be  remarkably  safe  over 
a period  of  years.  Nevertheless  one  has  the 
impression  that  in  the  face  of  serious  hepatic, 
renal  or  cardiac  disease  (in  which  the  me- 
tabolism of  these  agents  may  be  altered  or 
their  effects  on  intermediary  metabolism  un- 
known), the  oral  hypoglycemic  drugs  should 
not  be  given.  If  patients  have  serious  cardiac, 
hepatic  or  renal  disease,  insulin  therapy  is 
safest. 

There  is  little  evidence  to  suggest  that  oral 
hypoglycemic  agents  are  teratogenic  in  man 
when  given  in  an  adequate  dose  to  insure 


diabetic  control.  A high  incidence  of  fetal 
loss  has  been  seen  following  the  use  of  these 
drugs  in  animals.  As  a result,  it  is  recom- 
mended that  these  agents  not  be  administered 
to  pregnant  diabetics  or  even  to  women  of 
child-bearing  age.  In  actual  practice  the 
young  female  is  usually  poorly  responsive  to 
the  oral  drugs  and  needs  to  be  controlled  with 
insulin. 

Summary 

The  use  of  oral  hypoglycemic  agents  in 
the  treatment  of  diabetes  mellitus  has  been 
reviewed.  The  criteria  for  selection  of  patients 
for  oral  hypoglycemic  drugs  have  been  listed 
as  well  as  the  various  drugs  employed.  Pos- 
sible standards  which  should  be  used  in 
assessing  diabetic  control  in  the  older  age 
population  have  been  discussed.  Some  of  the 
more  common  errors  made  in  the  use  of  oral 
hypoglycemic  agents  have  been  listed.  • 

GENERIC  AND  TRADE  NAMES  OF  DRUGS: 

Tolbutamide — Orinase, 

Chlorpropamide— Diabinese, 

Phenethylbiguanide — DBI, 

Acetohexamide — Dymelor, 

Tolzamide — Tolinase. 
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Electophoresis 
for  the  practicing  physician* 

IV.  Immunoelectrophoresis  and  immunodiffusion 


Elmer  W.  Koneman,  MD,  Billings,  Montana 


The  five  serum  protein  fractions  obtained  by 
routine  paper  electrophoresis  can  be  further 
separated  into  a number  of  subfractions  by 
a technic  known  as  immunoelectrophoresis. 
It  is  the  purpose  of  this  presentation  to  briefly 
review  this  method  and  discuss  the  possible 
clinical  applications.  A detailed  discussion  of 
both  immunoelectrophoresis  and  immunodif- 
fusion can  be  found  in  an  excellent  mono- 
graph by  Crowle'^-. 

The  immunoelectrophoresis  method  orig- 
inally described  by  Scheidegger^^  is  most 
suitable  for  use  in  the  routine  clinical  labora- 
tory. Two  per  cent  molten  purified  agar  is 
first  layered  to  a thickness  of  2-3  mm.  on  a 
3 X 1 in.  glass  microscope  slide.  After  the  agar 
hardens,  a serum  well  and  two  parallel 
troughs  are  cut  into  the  agar  as  shown  in 
Fig.  1-A.  The  serum  to  be  tested  is  inoculated 
into  the  central  well,  and  the  slide  is  placed 
into  an  electrophoresis  migration  chamber. 
With  the  application  of  an  electrical  potential 
across  the  length  of  the  slide,  the  serum 
separates  into  five  fractions  (Fig.  1-B).  Anti- 
human serum  i is  next  pipetted  into  each  of 
the  troughs  (Fig.  1-B).  The  slide  is  then 
placed  into  a moisturized  chamber  at  4°  C. 
for  24  hours  during  which  time  the  serum 
and  antiserum  diffuse  into  the  agar  toward 
one  another.  Where  they  meet  at  the  inter- 
face, a number  of  precipitin  arcs  form,  each 
representing  the  reaction  between  a specific 
antigen  in  the  serum  and  its  precipitating 
antibody  (schematically  drawn  in  Fig.  1-D). 

* Parts  I,  II  and  III  of  this  series  appeared  in  the  May 
(Montana),  June,  and  November  issues  of  this  Journal 
during  1966. 

t Available  from  Hyland  Laboratories,  Los  Angeles,  Cali- 
fornia. 
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Fig.  1.  Schematic  diagram  illustrating  the  routine 
immunoelectrophoresis  procedure. 

The  precipitin  arcs  can  be  better  visualized  if 
stained  with  a protein  stain  such  as  Thiazide 
Red-R.  Fig.  2 is  a photograph  of  a stained 
immunoelectrophoretogram  using  a human 
serum  pool  as  the  test  serum. 


Fig.  2.  Stained  immunoelectrophoretogram — nor- 
mal serum  (well)  against  goat  antihuman  serum 
(trough).  Migration  to  the  left — 150  v.,  40  milli- 
amperes  for  1 % hours.  Small  opaque  circle  is  a 
staining  artifact. 
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Although  up  to  30  different  protein  frac- 
tions have  been  identified  in  normal  human 
serum  by  this  technic,  only  about  a dozen 
have  current  clinical  significance.  These  frac- 
tions and  their  relationship  to  the  five  major 
paper  electrophoretic  fractions  are  as  follows: 


Protein  Fraction 
(Paper  Electrophoresis) 

Protein  Sub-Fraction 
( Immunoelectrophoresis ) 

Albumin 

Albumin 

Alpha-1  Globulin 

Alpha- 1 Glycoproteins 
Alpha- 1 Lipoprotein 

Aipha-2  GlobuUn 

Alpha-2  Glycoproteins 
Alpha-2  Macroglobulin 
Ceruloplasmin 
Haptoglobin 

Alpha-2  Lipoprotein 

Beta  Globulin 

Transferrin 

(Siderophilin) 

Beta  Lipoprotein 
Fibrinogen  (Plasma) 

Gamma  Globulin 

“Immunoglobulins” 

Gamma-G 

Gamma-A 

Gamma-M 

Gamma-D 

This  relationship  is  more  clearly  illustrated 
in  Fig.  4. 


Routine  immunoelectrophoresis  is  well 
suited  for  the  identification  of  a large  number 
of  serum  protein  fractions;  however,  it  has 
the  limitation  that  only  a crude  visual  estima- 
tion of  the  quantity  of  any  single  fraction  can 
be  made.  For  this  reason  search  has  been 
made  for  methods  to  more  accurately  quanti- 
tate the  individual  protein  subfractions.  A 
number  of  immunodiffusion  procedures  suit- 
ed for  this  purpose  have  been  devised,  three 
of  which  are  illustrated  in  Fig.  3.  A semi- 
quantitative  double  diffusion  slide  test  has 
been  developed  and  successfully  used  in  our 
laboratory  (Fig.  3-A).  Serial  dilutions  of  test 
, serum  are  placed  successively  in  a series  of 
I agar  wells  drilled  on  either  side  of  a central 
; trough.  Antiserum  specific  for  the  fraction 
being  measured  is  inoculated  into  the  trough. 
After  24  hours  of  diffusion,  precipitin  arcs 
■ form  at  the  interface.  The  final  read  out  is 
that  dilution  at  which  visible  precipitation 
no  longer  occurs.  This  method  has  the  dis- 
advantage of  being  tedious  and  requires  final 
readings  in  dilution-titers  rather  than  in  milli- 
I gram  equivalents. 
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Fig.  3.  Schematic  diagram  illustrating  three  im- 
munodiffusion quantitation  procedures  (see  text). 

An  accurate  single  diffusion  tube  method 
(Fig.  3-B)  has  been  developed  by  Claman 
and  MerrilF^.  Specific  antiserum  is  added 
directly  to  the  molten  agar,  and  the  mixture 
is  introduced  by  capillary  action  into  a nar- 
row bore  capillary  tube.  After  the  agar- 
antibody  mixture  hardens,  test  serum  is 
overlaid  on  the  surface  from  which  it  diffuses 
downward  into  the  gel.  A broad  visible  pre- 
cipitin band  develops,  the  width  of  which  is 
proportional  to  the  concentration  of  the 
serum  fraction  being  tested.  By  comparing 
with  standard  sera  of  known  concentration,, 
final  readings  in  milligrams  per  cent  can  be 
made. 


Fig.  4.  Relationship  between  the  major  protein 
fractions  on  paper  electrophoresis  (above)  and 
immunoelectrophoresis  (below). 
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Probably  the  simplest  test  to  perform  is 
the  radial  diffusion  slide  test  shown  in  Fig. 
1-C.  As  with  the  tube  test,  specific  antiserum 
is  first  mixed  with  molten  agar  which  is  then 
evenly  layered  to  a depth  of  2-3  mm.  on  a 
3 X 4 in.  glass  slide.  After  the  agar  hardens, 
one  or  more  serum  wells  are  cut,  each  to  be 
filled  with  the  serum  samples  to  be  tested. 
After  diffusion,  a precipitin  ring  forms,  the 
diameter  of  which  is  proportional  to  the 
concentration  of  the  serum  fraction  being 
measured.  By  comparing  with  standards  of 
known  concentration,  final  milligram  per 
cent  readings  can  be  made.  A more  sensitive 
final  quantitation  of  the  radial  diffusion 
method  has  been  described  by  Stiehm  and 
Fudenberg^^.  An  enlarged  projection  of  the 
precipitin  ring  is  traced  on  paper.  The  paper 
disc  is  then  cut  out,  weighed  on  an  analytical 
balance,  and  compared  with  similar  discs 
made  from  known  standards  for  final  quanti- 
tation. 

Clinical  applications 

During  the  past  two  years  we  have  per- 
formed immunoelectrophoresis  and  immuno- 
diffusion quantitation  tests  on  well  over  200 
patients  with  a variety  of  diseases.  Although 
it  is  not  the  purpose  of  this  paper  to  discuss 
these  findings  in  detail,  a summary  of  the 
alterations  within  some  of  the  serum  subtrac- 
tions and  the  possible  clinical  applications 
will  be  presented. 

1.  “IMMUNOGLOBULINS” 

Recent  advances  in  understanding  of  the 
genetics  and  chemical  structure  of  gamma 
globulins  and  application  to  clinical  disease 
has  been  reviewed  in  detail  by  Tomasi®**.  The 
confusing  nomenclature  has  now  received 
international  standardization  under  the  aus- 
pices of  the  World  Health  Organization,  as 
recently  reviewed  by  Smith^’'.  The  gamma 
globulin  fraction  separated  by  routine  paper 
electrophoresis  is  a heterogeneous  group  of 
proteins  classified  by  immunoelectrophoresis 
into  four  subfractions  collectively  known  as 
“immunoglobulins.”  These  fractions  are  des- 
ignated: Gamma-G,  Gamma-A,  Gamma-M, 
and  Gamma-D  globulins.  The  Gamma-D  frac- 
tion has  only  recently  been  discovered  by 
Rowe  and  Fahey®®  and  little  is  known  of  its 
clinical  significance. 


It  is  important  to  know  that  alterations 
in  one  or  more  of  the  individual  immunoglob- 
ulin fractions  can  occur  without  producing  a 
diagnostic  change  in  the  routine  paper  elec- 
trophoretic pattern.  For  this  reason  it  is 
necessary  to  perform  immunoglobulin  quan- 
titation studies  on  all  patients  clinically 
suspected  of  having  either  hyper-  or  hypo- 
gammaglobulinemia, regardless  of  what  the 
routine  paper  electrophoresis  shows.  Al- 
though the  specific  antibody  activity  pos- 
sessed by  each  group  of  immunoglobulins  is 
still  incompletely  known,  it  has  been  our 
observation  for  some  time  that  a_  deficiency 
in  a single  fraction  may  be  correlated  with 
clinical  disease.  In  a recently  published  ex- 
tensive review  of  the  gamma  globulins,  Rosen 
and  Jana  way®®  have  tabulated  and  discussed 
the  various  antibody  deficiency  syndromes 
which  have  been  described.  Gilbert  and 
Hong^®  had  also  previously  reviewed  the 
immunoglobulin  deficiency  states.  In  our 
practice,  we  have  particularly  noted  a high 
incidence  of  Gamma-A  globulin  deficiency. 
Gamma-A  globulin  has  been  found  in  high 
concentration  in  the  nasal-bronchial  secre- 
tions in  addition  to  its  presence  in  the  serum. 
Smith®’’  makes  particular  reference  to  a de- 
ficiency of  Gamma-A  globulin  in  both  the 
serum  and  nasal-bronchial  secretions  in  pa- 
tients with  bronchiectasis  and  sinusitis.  One 
must  be  somewhat  careful,  however,  in  the 
evaluation  of  individual  cases  in  that  the  total 
absence  of  an  immunoglobulin  fraction  has 
been  found  in  clinically  asymptomatic  indi- 
viduals^’. It  is  also  known  that  in  such 
diseases  as  the  paraproteinemias,  immuno- 
globulins may  be  greatly  increased  in  con- 
centration but  yet  be  functionally  deficient. 
The  clinical  management  of  patients  with  a 
single  immunoglobulin  deficiency  should  be 
conservative,  particularly  if  either  Gamma-A 
or  Gamma-M  globulins  are  low.  The  admin- 
istration of  commercial  pooled  gamma-globu- 
lin in  such  cases  would  be  of  little  value 
since  only  trace  amounts  of  these  fractions 
are  contained.  Smith®’  also  cautions  against 
the  administration  of  pooled  globulin  to 
female  infants  since  gamma-globulin  iso- 
sensitization from  a mother  of  different  type 
has  been  observed.  In  patients  with  deficiency 
of  all  immunoglobulin  fractions,  measuring 
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the  antibody  response  after  specific  challenge 
with  various  antigens  (for  example,  typhoid 
vaccine)  may  be  helpful  in  the  overall  evalu- 
ation. 

In  a study  of  35  patients  with  hypergam- 
maglobulinemia secondary  to  a wide  variety 
of  chronic  inflammatory  conditions,  we  were 
unable  to  correlate  the  disease  type  with  a 
specific  immunoglobulin  alteration.  A similar 
conclusion  was  made  by  Claman  and  Merrill^^ 
following  a more  extensive  study,  although 
they  found  that  an  increase  in  Gamma-G  or 
Gamma-M  globulins  rarely  occurred  alone, 
and  that  the  Gamma-A  fraction  was  most 
frequently  elevated.  We  have  also  studied  21 
cases  of  hepatic  cirrhosis  and  again  were 
unable  to  correlate  the  type  of  cirrhosis  with 
a specific  immunoglobulin  alteration.  It  is 
apparent  that  the  immunoglobulin  alterations 
in  patients  with  hypergammaglobulinemia 
are  determined  by  factors  other  than  the  type 
of  disease  present. 

2.  TRANSFERRIN  (SIDEROPHILIN) 

Transferrin  is  the  serum  protein  which 

binds  and  transports  iron,  and  can  be  easily 
identified  on  the  immunoelectrophoretic  pat- 
tern as  a prominent  band  migrating  in  the 
beta  globulin  area.  Based  upon  slight  differ- 
ences in  electrophoretic  migration  rate  in 
starch  gel,  at  least  15  molecular  forms  of 
transferrin  have  been  identified.  These  var- 
ious phenotypes  apparently  do  not  differ  in 
their  metabolic  or  physiologic  functions,  and 
their  chief  clinical  application  has  been  in 
the  study  of  population  genetics  and  paternity 
testing.  The  quantitation  of  transferrin  by 
immunologic  technics  has  not  found  routine 
clinical  usage,  and,  in  practice,  the  amount  of 
transferrin  in  circulation  is  usually  deduced 
from  the  amount  of  iron  that  can  be  bound 
(total  iron  binding  capacity).  Increase  serum 
levels  have  been  demonstrated  in  iron  defi- 
ciency anemia,  in  pregnancy  and  in  cases  of 
hepatic  damage.  Decreases  have  been  noted 
in  a number  of  diseases  such  as  chronic  infec- 
tion, malignancy,  nephrosis,  malnutrition  and 
other  conditions  where  plasma  proteins  are 
depleted  through  either  impaired  synthesis 
or  increased  loss^^. 

3.  HAPTOGLOBIN 

Haptoglobin  is  the  serum  protein  which 
has  the  property  of  binding  free  hemoglobin. 


The  hemoglobin-haptoglobin  complex  is  too 
large  to  pass  the  renal  glomerulus  and  is 
rapidly  removed  from  the  plasma  by  the 
reticuloendothelial  system.  This  serves  to 
some  degree  to  preserve  the  body  stores  of 
iron  in  cases  of  hemolytic  anemia.  Hapto- 
globin has  been  separated  by  starch  gel 
electrophoresis  into  three  molecular  types, 
also  having  application  in  the  study  of  popu- 
lation genetics. 

Serum  haptoglobin  below  50  mg.  per  cent 
indicates  a decrease  in  red  cell  survival,  and 
is  frequently  seen  in  conditions  such  as  per- 
nicious anemia.  Following  an  episode  of  acute 
hemolysis,  serum  haptoglobin  may  fall  to 
non-detectible  levels.  This  may  be  of  value 
to  clinical  laboratories  and  blood  banks  as  an 
aid  in  the  evaluation  of  alleged  transfusion 
reactions.  In  such  cases,  a normal  serum 
haptoglobin  would  indicate  that  the  reaction 
occurred  secondary  to  factors  other  than 
hemolysis  from  mismatched  blood.  We  have 
found  no  decrease  in  serum  haptoglobin  fol- 
lowing routine  blood  transfusions. 

Serum  haptoglobin  may  be  increased  in 
a wide  variety  of  neoplastic  and  inflamma- 
tory diseases,  and  in  some  instances  has  been 
more  sensitive  in  detecting  acute  tissue  injury 
than  the  erythrocyte  sedimentation  rate. 

4.  CERULOPLASMIN 

Ninety  to  95  per  cent  of  the  serum  copper 
is  tightly  bound  to  a globulin  known  as  ceru- 
loplasmin. This  protein  migrates  with  the 
Alpha-2  globulins  and  has  a bluish  color.  The 
property  of  ceruloplasmin  to  catalyze  the 
oxidation  of  paraphenylenediamine  (PPD) 
with  the  formation  of  a blue-green  color  com- 
plex serves  to  identify  the  precipitin  arc  on 
the  immunoelectrophoretic  pattern  and  is  the 
basis  for  the  serum  chemical  test. 

The  normal  serum  concentration  is  20-35 
mg.  per  cent.  Low  serum  levels  are  found 
during  the  first  six  months  of  life,  in  condi- 
tions such  as  nutritional  or  renal  hypoprotein- 
emia  and  in  cases  of  defective  intestinal 
copper  absorption.  A persistent  serum  defi- 
ciency or  absence  is  virtually  diagnostic  of 
Wilson’s  disease;  however,  as  pointed  out  by 
Sternlieb'*^,  heterozygous  carriers  of  a single 
abnormal  gene  may  show  moderate  reduction 
in  serum  ceruloplasmin  in  the  absence  of 


for  February  1967 


63 


clinical  disease.  In  such  instances  the  diag- 
nosis of  Wilson’s  disease  can  only  be  made 
by  measuring  the  copper  concentration  in  a 
liver  biopsy  specimen.  An  increase  in  serum 
concentration  has  been  described  in  a number 
of  neoplastic  and  inflammatory  diseases,  but 
is  non-specific  and  of  limited  usefulness. 

5.  LIPOPROTEINS 

Two  major  lipoprotein  fractions  are  iden- 
tified by  paper  electrophoresis  when  stained 
for  fat.  The  more  rapidly  migrating  fraction 
is  known  as  alpha  lipoprotein  and  corresponds 
to  the  Alpha-1  lipoprotein  on  immunoelectro- 
phoresis.  The  slower  moving  beta  lipoprotein, 
migrating  with  the  Alpha-2  globulins  on  im- 
munoelectrophoresis,  comprises  the  major 
portion  of  the  serum  protein  bound  lipids.  By 
ultracentrifugation  of  serum,  the  alpha  frac- 
tion is  a high  density  lipoprotein  (HDL)  while 
the  beta  fraction  is  of  low  density  (LDL).  A 
third  lipoprotein  fraction  (beta-1  lipoprotein) 
can  also  be  identified  by  immunoelectro- 
phoresis. 

The  relationship  between  the  metabolism 
of  lipids,  the  serum  levels  of  the  various  lipo- 
proteins and  the  etiology  of  atherosclerosis 
is  still  poorly  understood.  The  serum  choles- 
teral  is  most  frequently  measured  for  this 
purpose,  if  for  no  other  reason  than  it  is  the 
simplest  test  to  perform.  According  to  the 
results  published  by  Kroman,  et  ah^,  the 
serum  triglyceride  is  probably  a better  index 
of  atherosclerosis  than  either  the  cholesterol 
or  lipoprotein.  However,  quantitation  of  the 
high  and  low  density  lipoproteins  may  be  of 
value  in  that  the  ratio  HDL  over  LDL  is  in- 
creased in  subjects  with  coronary  arterio- 
sclerosis^®. The  methods  for  determining  the 
various  serum  lipid  fractions  are  time 
consuming  and  performed  by  only  a few 
specialized  laboratories.  In  our  experience 
the  technics  of  immunoelectrophoresis  and 
immunodiffusion  are  not  well  suited  for  the 
quantitation  of  serum  lipoproteins.  Specific 
antisera  are  not  available  for  all  the  fractions, 
and  the  large  size  of  the  lipid-protein  mole- 
cule results  in  poor  and  irregular  diffusion 
in  agar. 

Utilizing  the  above  described  double  dif- 
fusion slide  technic,  we  measured  the  serum 
beta  lipoprotein  in  32  patients  with  acute 
myocardial  infarction.  In  only  5 cases  were 
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both  the  serum  cholesterol  and  beta  lipopro- 
teins elevated.  Cholesterol  alone  was  elevated 
in  6 cases,  and  beta  lipoprotein  alone  in  7 
cases.  Neither  were  elevated  in  the  remaining 
14  cases.  It  is  doubtful  if  measurement  of 
serum  beta  lipoprotein  offers  any  advantage 
over  the  cholesterol  in  assessing  the  risk  of 
myocardial  infarction,  although  measuring 
both  together  appears  of  more  value  than 
either  alone. 

One  other  clinical  entity  in  which  mea- 
surement of  serum  lipoproteins  is  of  value 
is  in  the  diagnosis  of  Tangier  disease  (familial 
high  density  lipoprotein  deficiency).  Origi- 
nally described  in  children  by  Fredrickson^’^, 
this  condition  is  characterized  by  hypercho- 
lesterolemia, a decrease  or  absence  of  serum 
high  density  lipoprotein  (HDL)  and  an  infil- 
tration of  the  tonsils  and  other  tissues  with 
foam  cells  containing  high  concentrations  of 
cholesterol  eters.  Hoffman  and  Fredrickson^® 
have  recently  reported  two  cases  occurring 
in  adults. 

6.  ALPHA-2  MACROGLOBULIN 

The  large  molecular  weight  alpha-2  macro- 
globulins are  retained  in  patients  with  the 
nephrotic  syndrome  and  accumulate  in  the 
serum.  We  have  observed  a conspicuous  ele- 


vation of  this  fraction  in  8 patients  with  the 
nephrotic  syndrome.  Peterhofsky,  et  al.^®, 
found  that  nephrosis  was  the  only  protein 
losing  condition  among  several  which  they 
studied  in  which  serum  elevation  of  the 
alpha-2  macroglobulin  occurred.  In  our  ex- 
perience, the  estimation  of  this  fraction  is 
particularly  useful  in  those  patients  who  pre- 
sent with  proteinuria  of  unknown  duration 
or  severity.  The  test  is  also  useful  in  assessing 
the  therapeutic  response  during  remission. 
We  have  observed  a return  to  normal  of  the 
alpha-2  macroglobulins  within  5 days  after 
therapy  was  instituted  in  patients  with  ne- 
phrotic syndrome  in  relapse. 

Conclusion 

With  continued  improvement  in  the  speci- 
ficity and  sensitivity  of  the  immunoelectro- 
phoretic  and  immunodiffusion  technics,  many 
new  protein  fractions  will  be  discovered  in 
the  future.  These  methods  are  of  particular 
value  since  any  substance  to  which  an  anti- 
body can  be  formed  can  be  exactly  quanti- 
tated. Estimation  of  various  serum  protein 
subfractions  will  be  of  increasing  value  to 
the  physician  as  an  aid  in  the  diagnosis  of 
clinical  disease.  • 
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Oxygen,  an  important 
pharmacologic  agent 

Thomas  L.  Petty,  MD,  Buff  B.  Burtis,  MD,  and  D.  Boyd  Bigelow,  MD,  Denver* 


Historic  notes  and  modern  applications  of 
oxygen  are  reviewed,  and  new  data  on  blood 
gas  response  to  controlled  oxygen  breathing 
are  reported. 

Oxygen  is  an  important  drug  in  clinical  med- 
icine. Like  any  other  drug,  it  has  indications, 
contraindications,  proper  dosage,  potential 
toxicity,  and  expense.  The  literature  and 
medical  tradition  are  replete  with  contro- 
versy concerning  these  features  of  oxygen 
therapy.  This  brief  review  is  designed  to  pre- 
sent old  and  new  data  concerning  the  use  of 
oxygen,  particularly  in  chronic  obstructive 
lung  disease.  A brief  historical  review  is  in- 
cluded for  perspective. 

History 

For  centuries,  it  was  believed  that  respira- 
tion was  solely  for  the  purpose  of  heat 
exchange.  When  animals  were  placed  in  an 
air  tight  chamber  by  Aristotle  (384-322  B.C.) , 
their  death  was  thought  to  be  caused  by 
overheating.  This  concept  of  ventilation  dom- 
inated man’s  knowledge  of  respiratory  physi- 
ology until  the  Renaissance.^'  ^ 

Early  in  the  16th  century,  Paracelsus  be- 
gan to  suspect  that  something  in  the  air  itself 
was  necessary  to  sustain  life.  The  next  150 
years  witnessed  the  birth  of  a scientific  and 
technological  revolution,  during  which  time 
attempts  were  made  to  investigate  the  body’s 
functions  as  well  as  other  natural  phenomena. 
Vesalius  made  further  observations  of  air 
deprivation,  Harvey  discovered  the  circula- 
tion, and  Boyle  began  studying  the  chemical 
combination  of  gases.  Hooke  discovered  he 
could  keep  a dog  alive  with  open  thoracotomy 
by  intermittent  insufflation  of  the  lungs  with 
bellows  (first  record  of  ventilatory  assist- 
ance). In  1669,  one  of  the  great  discoveries 
in  respiration  occurred  when  Richard  Lower 
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low. Technical  assistance  was  provided  by  Louise  M.  Nett, 
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observed  the  color  change  in  the  blood  as 
it  passed  through  ventilated  lungs,  and  con- 
cluded that  blood  absorbed  some  “quality” 
from  the  air,  which  he  termed  the  “nitro- 
aerial  spirit.”^  Following  this,  little  advance 
occurred  until  the  discovery  of  the  gases  of 
respiration. 

Delayed  partly  by  George  Stahl’s  erro- 
neous Phlogiston  Theory  of  combustion,  the 
next  steps  of  progress  did  not  occur  until  the 
second  half  of  the  18th  century.  Joseph  Black 
(1728-1799)  noted  that  quickened  lime  and 
alkali  produced  a gas,  “fixed  air,”  which  was 
not  respirable  (carbon  dioxide).  He  noted 
that  this  same  gas  was  given  off  by  the  lungs 
in  expired  air.  After  experimenting  with  sev- 
eral gases,  Joseph  Priestly  (1733-1804),  an 
English  Unitarian  minister,  produced  oxygen, 
which  he  called  “dephlogisticated  air,”  by 
heating  of  nitre  in  1774.®  Following  consider- 
able investigation,  he  and  two  mice  breathed 
the  gas  and  found  it  respirable.  On  doing  so. 
Priestly  experienced  a “light  and  easy”  feel- 
ing which  prompted  him  to  declare  “who  can 
tell  but  that,  in  time,  this  pure  air  may 
become  a fashionable  article  in  luxury;” 
because  of  his  allegiance  to  the  Phlogiston 
Theory,  he  failed  to  appreciate  the  true  impli- 
cations of  his  discovery.  However,  in  the  next 
two  decades  the  French  scientist,  Lavoisier 
(1743-1794),  with  the  knowledge  of  Black’s 
and  Priestly’s  new  gases  was  able  to  compre- 
hend the  fundamental  principles  of  breathing 
and  respiration.  Lavoisier  was  able  to  show 
that  animal  respiration  was  a process  of  oxy- 
gen combining  with  other  substances  in  the 
body  to  produce  carbon  dioxide  and  water. 
Moreover,  the  amount  of  carbon  dioxide  thus 
produced  was  nearly  equal  to  the  oxygen  con- 
sumed^’ ^ (concept  of  respiratory  quotient) . 
As  the  18th  century  closed,  the  purpose  of 
respiration  had  been  discovered  and  oxygen 
had  been  isolated.  From  that  time  on,  in- 
vestigators devoted  their  attentions  to  the 
analysis  of  respiration  and  to  the  study  of 
hypoxia. 
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Analysis  of  respiration  and  hypoxia 

By  1851,  Liebeg  speculated  that  oxygen 
and  carbon  dioxide  in  the  blood  were  not  just 
dissolved,  but  were  in  some  loose  combination 
with  an  unknown  substance.  In  1862,  Hoppe- 
Seyler  discovered  that  the  blood  gases  were 
in  loose  combination  with  hemoglobin.^ 

A prominent  physiologist  of  the  19th  cen- 
tury, Paul  Bert  (1833-1886),  one  of  Claude 
Bernard’s  students,  using  himself  and  animals 
as  subjects,  studied  the  physiological  effects 
of  abnormally  high  and  low  atmospheric  pres- 
sures utilizing  a pressure  chamber  of  his  own 
construction.  His  contributions  were  of  great 
importance  in  connection  with  balloon  as- 
cents and  work  in  caissons.  In  his  book.  Baro- 
metric Pressure,  are  found  experimental  data 
upon  which  he  constructed  the  first  oxygen- 
hemoglobin  dissociation  curve,  basically  the 
same  as  that  in  use  today.  Bert’s  most  im- 
portant conclusion,  and  no  less  controversial, 
was  that  the  partial  pressures  of  oxygen  and 
other  gases  and  not  the  proportions  are  re- 
sponsible for  their  physiologic  effects.  His 
work,  however,  was  not  fully  accepted  until 
some  25  years  later.^ 

As  the  20th  century  began,  advance  in 
understanding  the  mechanisms  of  respiration 
and  the  nature  of  oxygen  continued.  John 
Scott  Haldane  of  Oxford  (1860-1936),  with 
several  associates  began  to  delineate  the 
gaseous  regulating  mechanisms  in  states  of 
hypoxemia.  As  various  investigators  began 
to  demonstrate  the  manner  by  which  carbon 
dioxide  is  carried  in  the  blood,  other  investi- 
gators began  studies  on  the  hydrogen  ion  con- 
centration in  the  blood.  By  1912,  the  Danish 
biochemists,  Karl  Albert  Hasselbach  and 
Christen  Lundsgaard,  derived  a formula  by 
which  the  hydrogen  ion  could  be  measured. 
The  results  of  these  findings  and  subsequent 
investigations  established  that  the  control  of 
respiration  is  the  result  of  very  slight  chemi- 
cal alterations  in  the  blood  and  the  tissues. 
Two  years  later,  in  1914,  Sir  Joseph  Barcroft 
(1872-1947)  of  Cambridge  demonstrated  that 
the  form  of  the  dissociation  curve  of  oxy- 
hemoglobin is  related  to  the  hydrogen  ion 
concentration.'*  The  dissociation  curve  for 
carboxyhemoglobin  was  also  studied. 

During  this  same  period,  new  interest  de- 
veloped in  the  subject  of  anoxemia,  mountain 


sickness,  and  the  results  of  living  at  high 
altitudes.  A series  of  worldwide  mountain  ex- 
peditions resulted  including  two  by  Barcroft 
in  1910  and  1911  and  another  to  Pike’s  Peak 
under  the  leadership  of  J.  S.  Haldane.  These 
studies,  still  classics  in  the  field,  gave  new 
information  on  cyanosis  at  high  altitude  and 
effect  of  altitude  on  dissociation  curves. 

A new  era  in  the  physiology  of  respiration 
was  introduced  in  1927  by  Heymans  with  the 
discovery  that  respiratory  reflexes  could  be 
elicited  from  the  chemoreceptors  in  the  aortic 
arch  and  carotid  bifurcation.  In  1940,  these 
findings  were  greatly  elaborated  by  Schmidt 
and  Comroe  who  described  the  threshold  of 
hypoxia  and  the  sensitivity  to  carbon  dioxide 
in  the  chemoreceptors  as  well  as  in  the  central 
respiratory  centers.^ 

Introduction  of  oxygen  therapy 

The  first  therapeutic  use  of  oxygen  was 
but  six  years  after  its  discovery.  Chausier,  a 
Frenchman,  administered  the  new  gas  to 
dyspneic  patients  suffering  from  tuberculosis 
and  cyanotic  newborn  infants  in  1780.^  A year 
later,  Ingenhousz  developed  a rubber  face 
mask  to  facilitate  oxygen  administration 
which  closely  resembles  today’s  model.^ 

However,  the  real  founder  of  oxygen  and 
inhalation  therapy  appears  to  have  been 
Thomas  Beddoes  (1760-1808)  of  England.® 
Beddoes,  having  studied  the  works  of  Priest- 
ley and  Lavoisier,  made  plans  to  put  their 
discoveries  to  practical  medical  usage.  With 
the  technical  assistance  of  the  inventor  and 
engineer,  James  Watt,  who  constructed  a 
pneumatic  apparatus  to  store  and  eject  gases, 
Thomas  Beddoes  established  the  Pneumatic 
Institution  at  Clifton,  England  in  1798.  The 
Institution  consisted  of  a hospital,  clinic,  and 
a scientific  laboratory  for  the  investigation 
of  “factitious  airs.”  The  Pneumatic  Institution 
flourished  between  1798  and  1801  during 
which  time  oxygen  enriched  atmospheres 
were  used  in  the  treatment  of  a multitude  of 
diseases — heart  disease,  asthma,  opium  poi- 
soning, ulcers,  paralysis,  leprosy,  dyspepsia, 
scrofulous  infections,  and  melancholia.  Dur- 
ing a typhus  epidemic  in  1800,  the  Institution 
became  overwhelmed  with  crowds  of  pa- 
tients, and  gradually  treatments  more  appli- 
cable to  specific  diseases  began  to  replace  the 
pneumatic  practice. 
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After  the  death  of  Beddoes  in  1808,  little 
else  was  done  to  develop  oxygen  and  inhala- 
tion therapy  until  the  close  of  the  century, 
primarily  due  to  the  difficulty  in  isolating 
and  manufacturing  oxygen.  However,  in  1895 
Carl  Von  Linde  put  oxygen  on  a commercial 
basis  by  producing  oxygen  through  the  frac- 
tional distillation  of  liquid  air.  Following  this, 
oxygen  began  to  find  its  rightful  place  in 
medical  therapy  and  therapeutic  measures 
developed  rapidly.  Sir  Arbuthnot  Lane  in 
1907  advised  his  fellow  physicians  about  the 
administration  of  oxygen  by  nasal  catheter, 
which  was  used  in  the  treatment  of  war  casu- 
alties in  World  War  By  1920,  the  first 
oxygen  bed  tent  had  been  developed  replac- 
ing the  oxygen  chambers  of  that  day,  and  by 
1924  features  were  added  to  the  tents  for  re- 
moval of  carbon  dioxide,  water  vapor  and 
heat.^' 

Following  the  introduction  of  arterial 
puncture,  for  purposes  of  obtaining  blood  for 
analysis,  studies  elucidated  the  value  of  var- 
ious methods  of  administering  oxygen  and 
clarifying  the  value  of  oxygen  therapy  in 
the  treatment  of  hypoxemia.  In  1921,  an  inter- 
esting case  appeared  in  the  medical  literature 
which  described  an  uncompensated  respira- 
tory acidosis  as  a consequence  of  shallow 
breathing  occurring  in  two  patients  with  en- 
cephalitis. When  oxygen  was  administered, 
an  increase  in  arterial  oxygen  saturation  was 
noted  along  with  a marked  rise  in  arterial 
carbon  dioxide  content.  The  circulation  soon 
failed  and  this  was  attributed  to  CO-,  reten- 
tion.® With  this  and  other  examples,  the  clini- 
cal entity  of  oxygen  induced  hypoventilation 
became  recognized  in  neurological  conditions 
as  well  as  in  other  clinical  situations,  and  the 
need  for  assisted  ventilation  in  certain  cases 
became  apparent.  Unfortunately,  such  iso- 
lated early  observations  succeeded  in  overly 
exaggerating  the  danger  of  oxygen  therapy. 

Actually  pressure  breathing  or  assisted 
ventilation  was  appreciated  much  earlier, 
antedating  the  therapeutic  use  of  oxygen  by 
several  centuries.  Elisha  in  II  Kings  furnished 
the  first  example  of  mouth-to-mouth  resusci- 
tation by  breathing  life  into  a child’s  mouth. 
As  mentioned,  Hooke  kept  a dog  alive  in  1667 
by  using  bellows.  In  1771,  a case  was  observed 
in  England  of  a man  “seemingly  dead  in  ap- 


pearance” who  was  revived  by  mouth-to- 
mouth  insufflation.^  Unknown  to  many,  Pres- 
ident Abraham  Lincoln  was  also  the  recipient 
of  mouth-to-mouth  resuscitation  which  prob- 
ably contributed  to  his  living  an  additional 
ten  hours.® 

It  is  not  the  intent  of  this  brief  report  to- 
review  all  of  the  methods  of  oxygen  admin- 
istration reported  over  the  past  half  century. 
During  this  period,  however,  two  principles 
have  been  established:  (1)  oxygen  is  effec- 
tively and  conveniently  administered  by 
nasal  methods,  and  (2)  oxygen  should  be 
administered  in  controlled  fashion  so  that 
possible  undesirable  side  effects  are  mini- 
mized. 

From  the  standpoint  of  comfort  and  effi- 
ciency, the  two-prong  nasal  cannula  is  most 
practical  for  clinical  use  (Fig.  1).  This  method 
of  oxygen  administration  is  exceedingly  ef- 
fective, provides  excellent  patient  comfort, 
and  eliminates  many  of  the  difficulties  of 
other  methods  of  administration  (e.g.,  fire 
hazard  and  claustrophobia  with  tents,  discom- 
fort and  risk  of  gastrointestinal  overdisten- 
sion with  nasal  catheter,  oppression  by  nose 
and  mouth  covering  devices  such  as  nonre- 
breathing and  rebreathing  face  masks) 

The  concept  of  controlled  flow  oxygen 
therapy  was  introduced  by  Haldane  in  1917.“ 
Haldane  suggested  use  of  the  minimum  flow 
(one  to  three  liters  per  minute)  which  would 
relieve  cyanosis.  Numerous  methods  of  con- 
trolling the  oxygen  administration  of  the  in- 
spired air  have  been  described.^®'^®-  The 

common  denominator  of  these  various  devices 
remains  the  control  of  oxygen  concentration 


Fig.  1.  Two  pronged  nasal  cannula  delivering 
controlled  low  flow  oxygen. 
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of  the  inspired  air.  Oxygen  flow  through 
nasal  cannula  is  controlled  by  adjustment  of 
calibrated  flow  meters.  The  net  concentration 
of  oxygen  delivered  into  the  trachea  will  be 
a product  of  the  oxygen  flow  and  the  patient’s 
minute  ventilation.  For  example,  at  two  liters 
per  minute  Oo  flow  and  eight  liters  total 
minute  ventilation,  the  calculated  O2  concen- 
tration of  the  inspired  air  is  2 X 100%  -|- 
6 X 20.9  = 40.6%  O2.  This  is  because  the  100% 
is  diluted  by  6 liters  of  air  ventilation.  If  the 
total  ventilation  is  halfed  to  four  liters  per 
minute,  the  theoretic  O2  concentration  of  the 
tracheal  air  is  60.4%  because  the  inspired 
100%  is  diluted  by  less  atmospheric  air  (less 
ventilation) . 

It  should  be  stressed  that  arterial  PO2 
or  SAO,  cannot  be  predicted  from  these  calcu- 
lations because  obstructive  airway  disease 
may  lead  to  altered  ventilation-perfusion  re- 
lationships or  impaired  pulmonary-capillary 
gas  exchange.  In  addition,  impaired  pulmo- 
nary circulation  may  alter  oxygen  uptake. 
For  these  reasons,  it  is  necessary  to  monitor 
arterial  blood  to  evaluate  the  efficiency  of 
oxygen  therapy  technic.  Arterial  puncture  is 
a simple  and  safe  procedure.^®  The  technic 
of  a “single  stick”  arterial  puncture  is  demon- 
strated in  Fig.  2.  Modern  oximeters  are  rapid 
and  accurate  in  determining  oxygen  satura- 
tion.* pH,  pCOg,  and  pOg  electrodest  have  also 
been  perfected  to  the  point  that  blood  gas  and 
pH  measurements  have  become  common- 
place. 

Recently,  we  have  compared  the  blood  gas 
response  of  normal  adults  to  patients  with 
severe  chronic  airway  obstruction  and  hy- 
poxemia with  various  flows  of  oxygen  via  the 
two-prong  nasal  cannula  method.  Arterial 
blood  samples  were  obtained  via  a Riley  in- 
dwelling needle  and  analysis  made  on  Clark 
pO,  and  Severinhaus  pCOa  electrodes;  al- 
ternately the  Astrup  method^^  was  used  for 
pCOa  determination  and  pH  measurements 
with  the  radiometer  electrodes.  Fig.  3 repre- 
sents the  blood  gas  response  to  various  oxy- 
gen flows  in  five  normal  volunteers.  At 
Denver  (altitude  5,280) , the  actual  pO,  range 
is  65-75.  Oxygen  flows  as  low  as  one  liter  per 
minute  produce  excessive  oxygen  concentra- 

*e.g.,  American  Optical  Co.,  Chelsea,  Massachusetts, 
te.g.,  Radiometer  Co.,  Westlake,  Ohio. 


Fig.  2.  Technic  of  Single  Stick  Arterial  Puncture. 
The  glass  syringe  is  filled  with  sufficient  heparin 
to  fill  the  dead  space  of  the  syringe  and  the  dis- 
posable No.  20  needle.  The  needle  is  directed  at 
approximately  65  degree  angle  toward  the  palpable 
pulse.  A pulsatile  flow  of  blood  into  the  syringe 
establishes  that  the  artery  has  been  entered. 

tion  in  the  arterial  blood  of  normals.  By 
comparison.  Fig.  4 illustrates  the  blood  gas 
response  at  one,  three,  and  five  liter  flow  in 
ten  patients  with  severe  chronic  airway  ob- 
struction. In  some  cases,  oxygen  flows  of 
three  liters  per  minute  provide  acceptable  or 
above  normal  arterial  pOg  levels.  CO2  reten- 
tion during  O2  breathing  was  not  observed 
during  this  study.  In  our  clinical  experience, 
underventilation  on  controlled  oxygen 
breathing  rarely  occurs  and  is  always  found 
with  concomitant  sedation  on  very  marked 
airway  obstruction  such  as  in  preterminal 
states  of  emphysema  and  bronchitis.  In 
chronic  airway  obstruction,  the  oxygen  flow 
should  be  individualized  since  marked  patient 
to  patient  variation  exists.  Our  approach  is  to 
begin  oxygen  at  three  liters  per  minute,  i.e., 
the  flow  rate  which  will  most  often  bring  the 
arterial  pOo  to  normal.  Further  adjustments 
are  indicated  by  arterial  pOa  or  oxygen  satur- 
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Fig.  3.  Blood  gas  response  to  one,  three,  and  five 
liter  oxygen  flow  in  five  normal  individuals. 
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ation  determinations.  Higher  oxygen  flows 
may  be  needed  when  markedly  impaired 
oxygen  transport  exists  (e.g.,  pulmonary  fib- 
rosis or  pulmonary  edema). 
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Fig.  4.  Blood  gas  response  at  one,  three,  and  five 
liter  oxygen  flow  in  ten  patients  with  severe 
chronic  airway  obstruction  compared  to  blood 
gases  on  air  breathing. 


Any  effective  pharmacologic  agent  has  a 
potential  toxic  dose.  The  most  feared  adverse 
reaction  during  oxygen  administration  has 
been  alveolar  underventilation  and  dangerous 
CO2  retention. By  contrast,  our  experience 
during  the  past  two  years  with  175  patients 
with  chronic  airway  obstruction  receiving 
continuous  nasal  oxygen  has  indicated  that 
with  controlled  oxygen  flows,  dangerous  oxy- 
gen build-up  rarely  occurs.^^  The  big  differ- 
ence with  our  experience  and  that  previously 
reported  probably  has  to  do  with  the  concept 
of  controlled  dose.  It  is  our  aim  to  return 
the  pOa  to  normal  and  not  to  provide  excess 
oxygenation.  It  is  likely  that  excessive  oxy- 
gen concentrations  do  depress  respirations; 
thus  controlled  oxygen  flow  and  careful  clin- 
ical and  blood  gas  monitoring  are  essential  to 
safe  and  effective  oxygen  administration. 
There  is  no  reason  to  attempt  to  obtain  100% 
arterial  saturation. 

Chronic  administrations  of  oxygen  in  con- 
centrations greater  than  350-400  millimeters 
of  mercury  (approximately  65%  at  one  mile 
altitude)  have  reportedly  caused  oxygen  tox- 
icity in  man  manifest  by  oxidative  hemolytic 
anemia,  serum  enzyme  changes,  lassitude,  oc- 
casional convulsions  and  other  cerebral  symp- 
toms.^^'  In  dogs  receiving  oxygen  greater 
than  550  millimeters  symptoms  of  progressive 


respiratory  distress,  pulmonary  edema,  and 
increased  pulmonary  surface  tension  (prob- 
ably from  loss  of  surfactant)  occurs  in  ap- 
proximately 50  hours.^®  Many  patients,  how- 
ever, have  received  artificial  ventilation  at 
pOa  400-500  for  up  to  ten  days  with  no  clinical 
or  measurable  evidence  of  oxygen  toxicity.^® 
A recent  advance  in  engineering  has  pro- 
vided for  portable  oxygen  equipment  suitable 
for  patient  use  outside  the  hospital,  clinic, 
and  home.  This  device,  the  oxygen  walker 
(Fig.  5),  is  a light  weight  superbly  insulated 
container  which  is  filled  with  liquid  oxygen. 
The  liquid  oxygen  constantly  “boils  off”  into 
gaseous  oxygen  which  is  consumed  by  the 
patient.  An  intermediary  container  (reser- 
voir) is  maintained  in  the  hospital  or  the 
patient’s  home.  The  reservoir  is  filled  approx- 
imately twice  a week  and  the  liquid  oxygen 
walker  is  refilled  every  two  to  four  hours, 
depending  upon  the  oxygen  consumption. 
This  type  of  equipment  allows  the  patient 
freedom  to  move  about  outside  the  home  with 
continuous  oxygen,  including  trips  to  the 
store  for  shopping  or  even  return  to  part-time 
work.  Some  patients  keep  the  liquid  reservoir 
in  their  automobile  for  more  extended  trips. 


Fig.  5.  The  Linde  Liquid  Oxygen  Walker  System. 
Patient’s  canister  (top)  being  refilled  from  reser- 
voir (bottom). 
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This  type  of  equipment  is  ideal  for  patients 
who  need  oxygen  continuously  to  provide  the 
oxygen  for  excessive  work  or  breathing  and 
the  oxygen  necessary  for  increased  exercise. 
It  has  been  shown  that  oxygen  is  an  exceed- 
ingly important  adjunct  in  improving  exer- 
cise tolerance  and  in  general  physical  re- 
training.^^ Currently,  this  equipment  is  com- 
mercially available  only  in  four  cities  (Den- 
ver, Dallas,  Birmingham,  and  Atlanta).  The 
future  promises  wider  distribution  and  even 
less  bulky  and  less  heavy  equipment  which 
will  contain  even  greater  supplies  of  oxygen  .2® 

Summary  and  conclusions 

Oxygen  should  be  thought  of  as  an  im- 
portant drug  in  clinical  medicine,  particularly 
in  chronic  respiratory  disease  with  hypox- 
emia. A brief  historic  review  has  shown  that 


much  of  what  is  known  of  the  utility  of 
oxygen  was  reported  in  the  past.  Oxygen  has 
a proper  dose  ranging  from  one  to  three  liters 
per  minute  in  obstructive  airway  disease  to 
higher  flows  in  clinical  situations  with  mark- 
edly impaired  gas  exchange.  The  fear  of  car- 
bon dioxide  narcosis  during  oxygen  breathing 
has  been  overly  exaggerated  and  recent  ex- 
perience shows  this  rarely  occurs  at  low  flow, 
controlled  oxygen  administration.  Excessive- 
ly high  concentrations  of  oxygen  can  cause 
cerebral  symptoms  and  possibly  can  damage 
the  alveolar  membrane.  However,  when  oxy- 
gen is  used  with  the  same  precision  as  other 
pharmacologic  agents,  it  is  an  extremely  safe 
medication.  Liquid  portable  oxygen  equip- 
ment is  a new  advance  for  those  who  need 
continuous  oxygen  therapy.  • 
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Catheterization  of  the 
subclavian  vein* 

An  unusual  complication 

William  S.  Davis,  MD,  and 
David  R.  Akers,  MD,  Denver 

The  purpose  of  this  article  is  not  to 
condemn  the  method  which  has  been 
used  satisfactorily  numerous  times  in 
patients  of  all  sizes  at  Children’s 
Hospital,  but  rather  to  describe  another 
complication  not  previously  recorded 
and  to  emphasize  that  the  technic  of 
inserting  the  catheter  must  he  meticulous. 


Wilson,  et  al.,^  in  1962  described  the  indica- 
tions, technic  and  value  of  placement  of  an 
indwelling  catheter  in  the  superior  vena  cava 
by  way  of  the  subclavian  vein.  This  was  used 
both  as  a route  for  administering  fluids  and 
for  monitoring  the  central  venous  pressure. 
The  obvious  advantages  of  the  method  led  to 
its  widespread  use. 

In  the  original  paper,  no  complications 
were  reported  except  in  a footnote  which 
stated  that  some  pneumothoraces  had  oc- 
curred following  subclavian  cannulation  by 
resident  staff  members.  Subsequent  papers^'®-"* 
have  reported  other  complications  including 
pneumothorax  and  subcutaneous  emphysema 
(requiring  tracheostomy),  intra-pleural  ad- 

*From the  Departments  of  Radiology  and  Surgery,  Chil- 
dren’s Hospital,  Denver. 


ministration  of  blood  and  other  fluids,  bra- 
chial plexus  injury,  local  cellulitis  with  septi- 
cemia and  local  hematoma. 

Case  report 

C.E.A.,  born  4/29/63,  was  admitted  to  Children’s 
Hospital  for  the  third  time  at  the  age  of  seven 
months.  The  infant,  weight  eight  pounds,  was  the 
product  of  a normal  full-term  delivery.  Gastro- 
intestinal problems  were  present  from  birth  with 
recurrent  episodes  of  constipation,  diarrhea,  ab- 
dominal distention  and  failure  to  thrive.  A tenta- 
tive diagnosis  of  total  aganglionosis  of  the  colon 
was  made.  At  laparotomy,  an  occasional  ganglion 
cell  was  found  in  the  cecum  but  no  ganglion  cells 
were  found  distal  to  this  point.  An  ileostomy  was 
performed  with  a colectomy  planned  for  a later 
time.  Some  difficulties  were  encountered  in  the 
postoperative  period,  but  essentially  the  patient 
did  well  and  gained  weight  slowly. 

The  present  admission  was  for  the  purpose  of 
performing  a modified  Duhamel  procedure  with 
a side  to  side  ileocolostomy.  This  was  done  on 
12/5/63,  and  the  immediate  course  was  excellent. 
However,  on  the  fifth  postoperative  day,  the  pa- 
tient was  noted  to  be  restless  and  serosanguineous 
fluid  was  draining  from  his  incision,  indicating 
some  degree  of  dehiscence.  Because  of  poor  func- 
tion of  an  intravenous  cutdown  in  the  arm,  a left 
subclavian  drip  was  started  at  2:25  p.m.  by  a resi- 
dent surgeon.  A polyethelene  catheter  was  thread- 
ed through  the  needle.  This  was  done  without 
apparent  difficulty.  The  drip  required  frequent 
attention  with  some  irrigation  during  the  early 
evening.  Around  4:00  a.m.  the  infant  slowly  became 
dusky  and  perspired  profusely.  This  improved  with 
oxygen  and  a semi-upright  position.  Albumisol, 
25  cc.  had  been  added  at  3:30  a.m.  These  symptoms 
slowly  but  steadily  progressed,  and  by  7:30  a.m. 
the  respirations  were  rapid,  the  infant  was  strug- 
gling and  was  cyanotic  if  oxygen  were  not  held 
directly  over  the  face. 


Fig.l 
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A portable  chest  film  at  this  time  (Fig.  1) 
showed  a large,  bilateral  symmetrical  accumulation 
of  fluid  with  compression  of  both  lungs  and  widen- 
ing of  the  mediastinal  shadow.  The  mediastinal 
widening  along  with  the  distribution  of  the  fluid 
suggested  strongly  that  this  was  extrapleural. 

The  catheter  was  immediately  removed  and 
bilateral  thoracentesis  performed  with  removal  of 
220  cc.  of  non-bloody  fluid,  the  color  of  which  was 
the  same  as  that  being  administered  intravenously. 
The  infant  promptly  improved  with  restoration  of 
normal  respirations  and  color. 

A second  film  (Fig.  2),  made  five  hours  after 
thoracentesis,  showed  the  chest  was  within  normal 
limits,  except  for  minimal  pleural  reaction  at  the 
right  base. 


Fig.  2 


difficulty  was  encountered  with  maintaining 
satisfactory  flow. 

From  a strict  radiographic  standpoint,  one 
cannot  unequivocally  say  that  this  fluid  is 
extrapleural,  but  its  route  of  administration 
coupled  with  the  widening  of  the  mediasti- 
num and  the  symmetrical  distribution  of  fluid 
suggests  that  it  is  extrapleural.  During  the 
19  hours  the  catheter  was  in  place,  the  infant 
received  a total  of  630  cc.  of  fluid  with  25  cc. 
of  Albumisol  being  added  at  3:30  a.m.  Aspira- 
tion of  the  chest  yielded  220  cc.  Presumably, 
the  balance  was  absorbed  by  surrounding  tis- 
sue and  from  the  pleural  space.  The  Albumi- 
sol may  have  so  increased  the  osmotic 
pressure  that  absorption  was  delayed,  rather 
than  the  extravasation  having  started  in  the 
early  morning  hours. 

Summary 

A patient  in  which  there  was  mediastinal 
and  probable  extrapleural  accumulation  of 
fluid  following  improper  placement  of  a sub- 
clavian catheter  is  reported.  • 
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AS  YOU  LIKE 


A medical  potpourri 


Compiled  by  Andrew  M.  Babey,  MD,  Las  Cruces,  New  Mexico 


1.  “Hyperuricemia  in  a man,  especially  over  the 
age  of  45  or  50,  is  quite  common;  it  occurs  in  about 
7 to  10  per  cent  of  individuals,  whether  they  are 
rheumatoid  or  not,  and  does  not  necessarily  mean 
that  gout  is  present.  Aspirin  therapy  will,  of  course, 
elevate  the  uric  acid  level  moderately.  Some  physi- 
cians diagnose  gout  if  the  serum  uric  rises  above 
6 or  6.5  mg/100  ml  and  the  patient  has  a few  joint 
aches  and  pains.  I believe  this  to  be  incorrect  in 
most  cases.  . . . For  some  unknown  reason  RA  and 
gout  rarely  coexist.  Clear-cut  proof  of  both  diseases 
would  be  needed,  by  histological  demonstration  of 
a rheumatoid  nodule  and  by  a positive  latex  test 
as  well  as  by  biopsy  evidence  of  a tophus  contain- 
ing sodium  biurate  crystals.  Why  these  two  dis- 
eases appear  to  be  relatively  mutually  exclusive 
has,  as  far  as  I know,  not  been  explained.”  The 
UCLA  Interdepartmental  Conference:  Rheumatoid 
Arthritis  and  Its  Systemic  Manifestations.  Annals 
of  Internal  Medicine,  November:  1103,  1966. 

2.  “Indomethacin,  although  very  helpful  in  a few 
RA  patients,  has  generally  been  unpredictable  and 
inferior  to  aspirin  in  our  experience.  The  side 
effects,  especially  gastric  irritation,  generalized 
headache,  occasional  feelings  of  detachment  or 
depersonalization,  and  lightheadedness,  are  bother- 
some.” The  UCLA  Interdepartmental  Conference: 
ibid.,  1119,  1120. 

3.  “Medical  therapy  at  the  present  time  does  not 
prevent  the  progression  of  the  disease;  although  we 
can  control  the  symptoms,  the  disease  continues 
to  gain  ground.  The  medical  profession  has  been 
very  slow  to  accept  the  role  of  surgery  in  RA.  It 
has  been  stated  that  patients  do  not  do  well  after 
surgery,  but  this  is  not  the  case;  we  have  per- 
formed over  500  operations  without  a mortality. 
Activity  of  the  disease  is  not  a contraindication  to 
surgery,  as  previously  believed.  Actually,  the  sedi- 
mentation rate  is  of  no  concern;  as  long  as  the 
patient  is  not  toxic  and  the  medical  consultant 
feels  he  can  be  operated  on,  surgery  is  indicated.” 
The  UCLA  Interdepartmental  Conference:  ibid., 
1120. 


4.  “A  review  of  the  pathogenesis  of  RA  may  be  of 
value  in  order  to  understand  the  role  of  early 
surgery.  The  disease  starts  as  a synovial  swelling; 
it  is  this  swelling  that  produces  most  of  the  trouble. 
(Actually,  the  disease  should  be  called  rheumatoid 
synovitis  rather  than  arthritis.)  The  synovium  goes 
from  a single  layer  in  thickness  to  about  1,000 
times  normal  and  distends  or  balloons  out  the 
joints.  The  synovium  actually  erodes  through  the 
extensor  mechanism  of  the  fingers;  it  sticks  to 
and  destroys  the  articular  cartilage  as  pannus.  It 
becomes  so  invasive  that  it  eats  away  the  sub- 
chondral bone  along  the  edge  of  the  joint.” — The 
UCLA  Interdepartmental  Conference:  ibid,  1120. 

5.  “One  could  say  that,  from  the  surgical  point 
of  view,  RA  is  at  about  the  stage  that  appendicitis 
was  in  1900  when  McBurney  was  thought  mad 
when  he  advocated  early  removal  of  the  appendix 
before  it  ruptured.  At  the  present  time  we  are 
saying  that  the  synovium  should  be  removed  from 
these  joints  before  it  destroys  them.” — The  UCLA 
Interdepartmental  Conference:  ibid,  1121. 

6.  “Strangely,  the  kidney  is  almost  invariably 
unaffected  in  rheumatoid  arthritis.” — The  UCLA 
Interdepartmental  Conference:  ibid,  1128. 

7.  “Experience  has  shown  that  to  ignore  public 
opinion  is  to  court  disaster.  This  has  been  a difficult 
lesson  not  only  for  the  profession  but  also  for  the 
individual  physician  to  learn.” — Pertlnax:  “With- 
out Prejudice.”  British  Medical  Journal,  November: 
519,  1966. 

8.  “I  think  doctors  are  the  least  fitted  to  prescribe 
for  society  anything  beyond  measures  for  preven- 
tive and  curative  medicine.  Doctors  as  a class  are, 
I believe,  far  more  immature  than  other  profes- 
sional groups.” — Pertinax:  ibid,  519. 

9.  “Unless  society  is  prepared — which  it  is  not — 
to  have  its  members  trained  with  the  care  extended 
to  a potential  Derby  winner  or  a professional  foot- 
baller, health  is  an  illusion  made  to  sound  more 
convincing  by  calling  it  ‘positive  health.’  The  great 
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majority  of  people  in  an  industrial  civilization  live 
and  work  in  conditions  which  make  ‘health’  a com- 
promise between  what  might  be  and  what  is.  I 
have  to  breathe  in  the  exhaust  gases  of  cars  in  the 
streets  and  take  the  consequences.  I can’t  control 
the  weather  and  I can’t — except  in  rare  leisure 
moments — get  out  into  the  country  or  to  the  sea- 
side. I am  condemned  from  the  moment  of  birth 
to  bear  with  my  own  temperament — and  thereafter 
with  the  temperaments  of  others  as  well.  Life,  even 
if  it  is  not  short  and  brutish,  is  bound,  for  most  of 
us  most  of  the  time,  to  be  an  uneasy  interlude 
between  birth  and  death.” — Pertinax:  “Without 
Prejudice.”  British  Medical  Journal,  August  13: 
406,  1966. 

10.  “At  the  risk  of  being  misunderstood  I would 
say  we  may  be  becoming  too  solemn  about  medical 
care  and  the  responsibility  of  the  medical  man.  In 
our  secular  society  he  is  beginning  to  be  a sort  of 
universal  aunt  with  a slight  odour  of  sanctity  hang- 
ing round  him  and  an  amount  of  special  knowledge 
and  skills  which  are  being  used  for  purposes  out- 
side those  for  which  he  is  trained.” — Pertinax;  ibid, 
406. 

11.  “A  good  deal  of  superciliousness 

Is  based  on  biliousness. 

People  seem  as  proud  as  peacocks 

Of  any  infirmity,  be  it  hives  or  dementia  prae- 
cox.” 

— (Quotation  from  Ogden  Nash)  Pertinax:  “With- 
out Prejudice.”  British  Medical  Journal,  August  13: 
406,  1966. 

12.  “Cerebral  blood-flow  is  often  critical  in  the 
aged,  and  many  diseases  may  temporarily  reduce 
it  below  the  safety  limit.  To  the  quasi-physiological 
causes  of  falls  and  accidents  already  mentioned, 
then,  must  be  added  certain  states  of  disease. 
Among  them  cardiovascular  and  cerebro-vascular 
insufficiencies  rank  high.  Certain  syndromes  which 
are  uncommon  among  young  adults  are  often  met 
with  in  geriatric  practice.  They  include  postural 
hypotension,  ‘silent’  cardiac  infarction,  ‘little 
strokes,’  which  are  usually  examples  of  internal 
carotid  or  basilar  artery  insufficiency  short  of 
actual  thrombosis,  and  those  transient  attacks  of 
disturbed  consciousness  which  occur  when  old 
people  occlude  their  vertebral  arteries  by  throwing 
their  heads  backwards  while  reaching  up  to  high 
shelves.  Other  common  disorders  which  predispose 
to  fall  are  vertigo.  Parkinsonism,  and  locomotor 
disease  and  weakness  generally.” — John  Agate, 
M.D.:  “Accidents  to  Old  People  in  Their  Homes.” 
British  Medical  Journal,  October  1:785-786,  1966. 


13.  “No  other  branch  of  medicine  is  at  the  moment 
so  dependent  for  its  daily  conduct  upon  applied 
biochemistry  as  the  study  of  renal  disease.” — J.  S. 
Cameron:  Renal  Disease — I,  Growing  Points.  Brit- 
ish Medical  Journal,  October  1:811,  1966. 

14.  “9.  Under  certain  conditions,  the  serum  K-f- 
concentration  may  be  spuriously  elevated.  This 
problem  is  encountered  in  the  following  situations: 

1.  Prolonged  application  of  the  tourniquet  prior 
to  ventipuncture. 

2.  Delay  in  separating  serum  from  red  blood 
cells  and  hemolysis  of  ceils  due  to  traumatic 
handling  of  the  blood. 

3.  Thrombocytosis  with  liberation  of  K-(-  during 
the  clotting  process.” 

— Papper,  S.,  Whang,  R.:  DM  (Disease — A Month) 
June:  3-29,  1964. 

15.  “The  paramount  indication  for  adrenalectomy 
is  disseminated  breast  cancer,  and  the  natural  his- 
tory of  the  disease  shows  clearly  that  a ‘solitary’ 

I metastasis  is  evidence  of  dissemination  and  that  a 
metastasis  remains  ‘solitary’  for  a short  time  only.” 
— Sir  Stanford  Cade:  Adrenalectomy  for  Dissem- 
inated Breast  Cancer.  British  Medical  Journal,  Sep- 
tember 10:615,  1966. 

16.  “Pre-  and  post-adrenalectomy  management  by 
cortisone  is  now  fully  understood  and  easily 
achieved.  The  operation  presents  no  special  diffi- 
culty in  the  hands  of  a surgeon  of  average  skill; 
the  operation  mortality  is  now  1%.  Life  on  corti- 
sone is  almost  normal.” — Sir  Stanford  Cade:  ibid, 
615. 

17.  “Survival  for  periods  of  up  to  twelve  and  a 
half  years  has  been  achieved  with  complete  re- 
gression of  skeletal  and  visceral  metastases.” — Sir 
Stanford  Cade:  ibid,  615. 

18.  “The  day  of  the  wealthy  doctor  has  gone.  In  the 
past  his  favorite  conception  of  himself  was  in  the 
role  of  Robin  Hood,  who  rooked  the  rich  to  spare 
the  poor.  And  this  was  often  what  he  did.  But  the 
patient  (after  recovering)  was  tempted  from  time 
to  time  to  look  upon  the  doctor  rather  as  a Dick 
Turpin  who  said,  ‘Your  money  or  your  life!’  And 
so  the  murmur  grew  with  insistence  to  a clamour 
that  the  charity  of  a Robin  Hood  and  the  threat 
of  the  Dick  Turpin  must  come  to  an  end.” — ^Per- 
tinax:  “Without  Prejudice.”  British  Medical  Jour- 
nal, October  8:885,  1966. 
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EXTENDED  CARE  FACILITIES  IN  COLORADO 


No.  Beds 

Nome  of  Facility  Certified 

Golden  Age  Manor  Nursing  Home  . ..142 
E.  3rd  Ave.  Bet.  Galena  and  Geneva 
Aurora  8001  0 


No.  Beds 

Name  of  Facility  Certified 

Valley  Hi  Nursing  Home 80 

4686  Asbury  Circle 
Denver 


No.  Beds 

Name  of  Facility  Certified 

Mennonite  Nursing  44 

1 0th  and  Lincoln 
La  Junta  81050 


Boulder  Manor  Nursing  Home,  Inc SO 

4685  Baseline  Road 
Boulder  80302 

Foothills  Vista  Nursing  Home 84 

4390  Baseline  Road 
Boulder  80302 

Mesa  Vista  Sanatorium,  Inc 90 

1 990  Alpine  Street 
Boulder  80302 

Brighton  Park  Manor  Nursing  Home  16 
1 8th  Avenue  and  Egbert  Street 
Brighton  80601 

Ebenezer  Lutheran  Home  & Hospital. .120 

Brush  80723 

Sunset  Manor  45 

2200  Edison  Street 
Brush  80723 


Eventide  of  Durango  Nursing  Home....  S9 
Route  1 , Box  1 1 7M 
Durango  81  301 

Weisbrod  Memorial  Hospital 

and  Nursing  Home 9 

1 208  Luther  Street 
Eads  81036 

Lakewood  Nursing  Home 42 

5545  West  14th  Avenue 
Edgewater  8021  5 

Sands  House  50 

5261  West  26th  Avenue 
Edgewater  8021 4 


Cherry  Hills  Manor 

3575  South  Washington  Street 
Englewood  80110 


Colonial  Columns  Nursing  Home.. 
1340  East  Fillmore  Street 
Colorado  Springs 

Fairview  Care  Center 

825  South  Hancock 
Colorado  Springs 

Garden  of  the  Gods  Nursing  Home.. 
Columbia  Street  and  Lois  Lane 
Colorado  Springs 

Homestead  House  

1440  East  Fountain 
Colorado  Springs 

Pikes  Peak  Manor,  Inc 

2719  North  Union  Boulevard 
Colorado  Springs  80909 

Prospect  Lake  Nursing  Home 

1420  East  Fountain  Street 
Colorado  Springs 

Terrace  Gardens  Nursing  Home 

P.O.  Box  41  84 
Colorado  Springs 

Adams  Manor  

71  50  Poplar  Street 
Commerce  City  80022 

Southwest  Memorial  Hospital 

P.O.  Box  1 508 
Cortez  81321 

Del  Vista  Nursing  Home 

Route  2,  Box  1 43 
Delta  81416 

Asbury  Circle  Nursing  Home,  Inc, 

4660  East  Asbury  Circle 
Denver  80222 


100 

69 

52 

46 

125 

50 

. 64 

.116 

. 19 

50 

. 82 


Bella  Vita  Towers,  Inc 136 

4450  East  Jewell  Avenue 
Denver  80222 

Beth  Israel  Hospital  & Home  Society..  49 
1601  Lowell  Boulevard 
Denver  80204 

Charm  Cove  Nursing  Home 46 

1825  South  Federal  Boulevard 
Denver 


Magdalene  Gardens  Convalescent 
and  Nursing  Home 90 

3131  South  Federal  Boulevard 
Englewood  801  1 0 

Swedish  Nursing  Home 32 

501  East  Hampden 
Englewood  80110 

Temple  Rest  Home,  Inc 43 

3401  South  Lafayette 
Englewood  801  1 0 

Columbine  Nursing  Home 40 

421  Parker  Street 
Fort  Collins  80521 

Eventide  Rest  Home 74 

1 00  Lemay  Avenue 
Fort  Collins  80521 

Golden  West  Nursing  Home,  Inc 50 

1005  East  Elizabeth  Street 
Fort  Collins  80521 

Pioneer  Nursing  Home 35 

8 1 1 East  Myrtle  Street 
Fort  Collins  80521 

South  Eventide  Rest  Home 22 

1 000  Stuart  Street 
Fort  Collins  80521 

Fort  Morgan  Community  Hospital....  20 
1 000  Lincoln  Street 
Fort  Morgan  80701 

Glen  Valley  Nursing  Home 43 

2 1 St  and  Blake  Street 
Glenwood  Springs  81601 

Teller  Arms  Nursing  Home 8C 

2425  Teller  Avenue 
Grand  Junction  81501 

Weld  County  Nursing  Home 97 

P.O.  Box  758,  1534  1 I th  Avenue 
Greeley  80631 

Haxtun  Community  Hospital 

and  Nursing  Home.. 15 

Box  308 
Haxtun  80731 


Ivy  Manor  Nursing  Home 104 

2939  Vallejo 
Denver 

Park  Central  Nursing  Home 

745  East  1 8th  Avenue 
Denver 


Sheridan  Monor  Nursing  Home 48 

816  South  Interocean 
Holyoke  80734 

Casa  Del  Nursing  Home 

1325  Everett  Court 
Lakewood 


Park  Side  Nursing  Home. 

1 667  St.  Paul  Street 
Denver 


Harvest  House  Nursing  Home 44 

1 685  Eaton  Street 
Lakewood  80214 


Park  View  Manor  Nursing  Home,  Inc.  70 

3105  West  Arkansas  Avenue 
Denver 


Westland  Manor  Nursing 135 

1 1 50  Oak  Street 
Lakewood  8021  5 


St.  Vincent's  Hospital 10 

West  4th  and  Washington  Streets 
Leadville  80461 

Cherrelyn  Manor  Nursing  Home,  Inc.. .186 

5555  South  Elati  Street 
Littleton  80120 


Littleton  Manor,  Inc. 45 

5822  South  Lowell  Way 
Littleton  80120 

Eventide  of  Longmont 101 

1 800  Sanborn  Place 
Longmont  80501 

North  Shore  Manor  Nursing  Home 153 

Loveland  80537 

Sierra  Vista  98 

Loveland  80537 

Walbridge  Memorial  Hospital 20 

Meeker 

Pine  Haven  Nursing  Home 100 

P.O.  Box  1 17 
Morrison 

Palisades  Nursing  Home 53 

P.O.  Box  308,  131  East  Main 
Palisade  81  526 

Highland  Park  Nursing  Home 150 

1610  Scranton  Street 
Pueblo 

New  Haven  of  Rest  Nursing  Home  ...  95 

1601  Constitution  Road 

Pueblo 

Pueblo  Manor  55 

261 1 Jones  Avenue 
Pueblo 

Shamar  Nursing  Home 42 

1201  West  Abriendo 
Pueblo 

Pioneers  Memorial  Hospital 37 

12th  Street  and  Washington  Ave. 

Rocky  Ford  81  607 

Rose  Arbor  Nursing  Home 100 

1 420  South  3rd  Avenue 
Sterling  80751 

Sterling  Heights  Nursing  Home 86 

710  South  6th  Avenue 
Sterling  80751 

Colorado  State  Home  for  the  Aged.  ..  55 
409  Benedicta  Avenue 
Trinidad  81  082 

Colonial  Manor  Nursing  Home 137 

7490  Lowell  Boulevard 
Westminster  80030 

Christopher  House  Nursing  Home 84 

6270  West  38th  Avenue 
Wheat  Ridge  80033 

Columbine  Nursing  Home,  Inc 103 

3835  Harlan  Street 
Wheat  Ridge  80033 

Plaza  Park  Nursing  Home 102 

7045  Stuart  Street 
Westminster  80030 

Mountain  Vista  Nursing  Home 90 

(Baptist  Home  Assn,  of  Colorado) 

4890  Tabor  Street 
Wheat  Ridge  80033 


Schilling  Nursing  Home 

3315  Sheridan  Avenue 
Wheat  Ridge  80033 

Park  View  Nursing  Home 50 

323  West  9th  Avenue 
Yuma  80759 
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Denver  Doctor  Selected  for  Modern  Medicine 
Distinguished  Achievement  Awards 

Ward  Darley,  M.D.,  Consultant  to  the  Executive 
Director,  Association  of  American  Medical  Col- 
leges, has  been  named  a recipient  of  the  1967 
Modern  Medicine  Awards  for  Distinguished 
Achievement  presented  to  physicians  and  scientists 
who  have  made  outstanding  contributions  to  the 
medical  profession.  The  recipients  were  selected 
from  hundreds  of  nominations  made  by  deans  of 
medical  schools,  executive  officers  of  national 
medical  organizations,  physicians  and  members  of 
the  Modern  Medicine  editorial  board. 

Dr.  Darley  received  the  award  in  recognition 
of  his  leadership  in  directing  the  Association  of 
American  Medical  Colleges  and  expanding  its 
scope,  thereby  augmenting  the  advancement  of 
medical  education  in  the  United  States. 

Dr.  Darley  has  long  championed  research  as 
the  foundation  for  change  in  education,  and  among 
the  key  research  projects  he  helped  foster  in  his 
years  with  the  AAMC  were  studies  of  administra- 
tion and  financing  of  medical  schools,  of  student 
finances,  and  of  medical  manpower. 


Nevada  Governor  guest  speaker 
at  Aces  and  Deuces  Luncheon 


Guest  speaker  and  official  greeter  at  the  Aces  and 
Deuces  luncheon  in  the  Dunes  Hotel  during  the 
AMA’s  20th  Clinical  Convention,  Nov.  27-30,  was 
the  governor  of  Nevada,  Grant  Sawyer  (c),  who 
was  welcomed  to  the  meeting  by  Dr.  Wesley  W. 
Hall  (1),  Reno,  Nev.,  chairman  of  the  AMA  Board 
of  Trustees,  and  Dr.  Leslie  Moren,  Elko,  Nev., 
president  of  the  Aces  and  Deuces.  The  organiza- 
tion is  comprised  of  medical  associations  which 
have  only  one  or  two  delegates  to  the  AMA. 


AMA  Volunteer  Physicians  for  Viet  Nam 

Kirk  V.  Cammack,  M.D.,  of  Las  Vegas,  Nev., 
was  one  of  the  fifteen  physicians  who  went  to 
South  Viet  Nam  in  December  to  treat  civilians 
under  the  AMA  Volunteer  Physicians  for  Viet  Nam 
program. 

AMA  Volunteer  Physicians  for  Viet  Nam  is  a 
program  for  supplying  medical  care  to  the  civilian 
population  of  South  Viet  Nam  through  the  volun- 
teer services  of  U.  S.  physicians.  It  is  administered 
by  the  American  Medical  Association  and  financed 
by  the  United  States  Agency  for  International 
Development.  Volunteer  physicians  serve  a 60-day 
tour  of  duty  at  one  of  18  provincial  civilian  hos- 
pitals in  South  Viet  Nam.  Their  services  are  en- 
tirely unpaid  except  for  transportation  costs  and 
an  expense  allowance  of  $10  a day. 

A serious  shortage  of  native  physicians  exists 
in  South  Viet  Nam.  Of  the  approximately  1,000 
Vietnamese  physicians  nearly  900  are  in  the  armed 
forces,  leaving  only  about  100  to  care  for  the  health 
needs  of  16  million  people. 


Utah  State  Health  Director  Honored 


G.  D.  Carlyle  Thompson,  M.D.,  Director  of 
Public  Health  at  the  Utah  State  Department  of 
Health,  received  the  McCormack  Award  for  out- 
standing public  health  service  at  a recent  meeting 
of  the  Association  of  State  and  Territorial  Health 
Officers. 

The  criteria  for  receiving  the  award  are  that 
the  recipient  must  have  been  in  public  health  for 
25  years  or  more,  at  least  10  of  which  shall  have 
been  as  a state  health  officer;  and  must  have  one 
or  more  major  accomplishments  to  his  credit  in 
public  health  administration. 

USMA  Briefs 

The  Davis  County  Medical  Society,  a compo- 
nent society  of  the  Utah  State  Medical  Associa- 
tion, has  become  the  eleventh  society  to  organize 
in  the  state.  The  new  society  has  26  members. 

Dr.  Ralph  C.  Peterson,  Clearfield  general  prac- 
titioner, has  been  elected  president  for  the  year 
1967.  Other  officers  include:  Dr.  David  H.  Wray, 
Bountiful  general  practitioner,  president-elect;  Dr. 
Ute  Knowlton,  Kaysville  general  practitioner,  sec- 
retary; and  Dr.  Robert  Bitner,  Layton  general 
practitioner,  treasurer. 

Dr.  Noall  Tanner,  Layton  surgeon,  has  been 
elected  councilor  to  the  USMA,  and  Dr.  J.  E. 
Trowbridge,  Bountiful  general  practitioner,  is  a 
member  of  the  grievance  committee.  The  three 
delegates  to  the  USMA  are  Drs.  Robert  Kelly, 
Layton  general  practitioner;  George  Snell,  Kays- 
ville general  practitioner;  and  David  Wray. 
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HAHNEMANN  MEDICAL  COLLEGE  AND 

HOSPITAL 

April  10-12,  1967 

18th  Hahnemann  Symposium 

EPITHELIAL-MESENCHYMAL 

INTERACTIONS 

Raul  Fleischmajer,  M.D.,  Director 
Note:  For  further  information,  please  contact  the 
Director. 

* * * * 

Prevention  of  Blindness  1967  Conference 

“Setting  Sights  for  Sight  Saving”  is  the  theme 
of  the  1967  Annual  Conference  of  the  National 
Society  for  the  Prevention  of  Blindness,  Inc., 
which  will  be  held  April  12-14,  at  the  Christopher 
Inn,  Columbus,  Ohio.  More  than  400  professional 
and  volunteer  workers  in  the  prevention  of  blind- 
ness field  are  expected  to  attend. 

During  the  conference  distinguished  members 
of  the  medical  and  allied  professions  from  across 
the  nation  and  throughout  the  world  will  partici- 
pate in  a program  highlighting  the  latest  develop- 
ments in  blindness  prevention. 

* * * * 

SECOND  ANNUAL  CONFERENCE  ON 
CARDIOVASCULAR  DISEASES 

March  23-25,  1967 

Nugget  Convention  Center,  Sparks,  Nevada 

The  following  subjects  will  be  presented  by 
outstanding  guest  speakers: 

Congenital  Heart  Disease 
Cardiac  Pacemakers 
Pulmonary  Circulation 
Arrythmias 

Workshop  on  Resuscitation 

Cardiac  Monitoring  and  Coronary  Intensive  Care 
Valvular  Disease  in  the  Adult 
Valve  and  Arterial  Prostheses 
Electrophysiology  of  the  Heart 
Beta  Adrenergic  Blockade 
Exercise  Physiology 

Sessions  open  to  Physicians,  Nurses,  Veterinarians, 
and  Technicians 

* * * * 

FOURTH  ANNUAL  ROCKY  MOUNTAIN 
BIOENGINEERING  SYMPOSIUM 

University  of  Colorado  Medical  Center 
May  1 and  2,  1967 

This  two-day  meeting  promises  to  be  both  in- 
formative and  stimulating.  Plan  now  to  attend. 
$20  registration  fee. 


LARYNGOLOGY  AND 
BRONCHOESOPHAGOLOGY 

The  Department  of  Otolaryngology  of  the  Illi- 
nois Eye  and  Ear  Infirmary  and  the  College  of 
Medicine  of  the  University  of  Illinois  at  the  Med- 
ical Center,  Chicago,  will  conduct  a postgraduate 
course  in  Laryngology  and  Bronchoesophagology 
from  April  10  through  22,  1967.  This  course  is 
limited  to  fifteen  physicians  and  will  be  under  the 
direction  of  Paul  H.  Holinger,  M.D.  It  will  be 
held  largely  at  the  new  Illinois  Eye  and  Ear 
Infirmary,  1855  West  Taylor  Street,  Chicago,  and 
will  include  visits  to  a number  of  Chicago  hos- 
pitals. Instruction  will  be  provided  by  means  of 
animal  demonstrations  and  practice  in  bronchos- 
copy and  esophagoscopy,  diagnostic  and  surgical 
clinics,  as  well  as  didactic  lectures. 

Interested  registrants  will  please  write  directly 
to  the  Department  of  Otolaryngology,  College  of 
Medicine  of  the  University  of  Illinois  at  the 
Medical  Center,  Postoffice  Box  6998,  Chicago,  Illi- 
nois 60680. 

* * * « 

INTERIM  SESSION,  HOUSE  OF  DELEGATES 
OF  UTAH  STATE  MEDICAL  ASSOCIATION 

Hotel  Utah,  Salt  Lake  City,  Utah 
March  22,  1967 

* ♦ » * 

INTERMOUNTAIN  PEDIATRIC  SOCIETY 

Las  Vegas,  Nevada 
April  24-26,  1967 

* * * * 

American  College  of  Physicians 
Postgraduate  Courses,  1967 
ARTHRITIS  AND  RELATED  DISORDERS, 
February  27-March  3, 

New  York  University  Medical  Center 

RECENT  ADVANCES  IN  CARDIOVASCULAR 
DISEASE, 

March  6-10, 

The  Mount  Sinai  Medical  Center,  New  York, 
N.  Y. 

PHYSIOLOGICAL  ASPECTS  OF 
CARDIOPULMONARY  DISEASE 
March  13-17, 

Yale  University-New  Haven  Medical  Center, 
New  Haven,  Connecticut 

FUNDAMENTAL  CONCEPTS  OF 
GASTROENTEROLOGY 
March  20-24 

University  of  Michigan  Medical  Center,  Ann 
Arbor,  Michigan 

PSYCHIATRY  FOR  THE  INTERNIST, 

March  27-31, 

Wayne  State  University  School  of  Medicine, 
(Lafayette  Clinic)  Detroit,  Michigan 
Registration  forms  and  requests  for  information 
are  to  be  directed  to:  Edward  C.  Rosenow,  Jr.,  M.D., 
Executive  Director,  American  College  of  Physi- 
cians, 4200  Pine  Street,  Philadelphia,  Pa.  19104. 
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THE  EMANUEL  FRIEDMAN  LECTURE, 
THURSDAY,  FEBRUARY  16,  1967 

Sponsored  by  The  Rocky  Mountain  Pediatric 
Society  and  the  Colorado  Chapter  of  the  American 
Academy  of  Pediatrics 
Children’s  Hospital,  Denver 
8:30  a.m.-12:30  p.m. 

L-forms  of  Bacteria 

Edward  A.  Mortimer,  M.D. 

University  of  New  Mexico 
Experience  with  Attenuated  Vaccinia 
C.  Henry  Kempe,  M.D. 

University  of  Colorado 
Immunization 

Henry  Strenge,  M.D. 

Boulder 

The  Hospital  Infectious  Disease  Committee 
Stuart  Dunlop,  Ph.D. 

University  of  Colorado 
Arthropod  Borne  Virus  Diseases  in  Colorado 
James  E.  Froeschle,  M.D. 

Communicable  Disease  Center,  Greeley 
Joseph  Butterfield,  M.D. 

Children’s  Hospital 
Tuberculosis  Control  in  Children 
Carl  Tempel,  M.D. 

Webb  Waring  Institute 
Venereal  Disease 
Marvin  Nelson,  M.D. 

Denver 


Arthritis — Medical,  Surgical  and  Pediatric 

Since  publication  of  our  January  issue,  the 
meeting  place  for  this  symposium,  sponsored  by 
the  Southeastern  Chapter  of  the  Colorado  Academy 
of  General  Practice,  has  been  changed  from  the 
Ramada  Inn  to  the  Minnequa  Club  at  Pueblo, 
Colorado.  Date  of  this  meeting  is  Sunday,  April 
23,  1967.  No  registration  fee. 

Further  information  may  be  obtained  from 
Samuel  Nelson,  M.D.,  212  Colorado  Building, 
Pueblo,  Colo. 

* * * * 

Mid-Central  States  Orthopaedic  Society 

The  14th  Annual  Meeting  of  the  Mid-Central 
States  Orthopaedic  Society  will  be  held  in  Kansas 
City,  Missouri,  May  11-13,  1967,  at  the  Sheraton- 
Prom  Motel,  Dr.  Paul  W.  Meyer,  President,  pre- 
siding. Region  VIII  of  the  American  Academy  of 
Orthopaedic  Surgeons  has  accepted  an  invitation 
to  hold  their  general  meeting  in  conjunction  with 
that  of  the  Mid-Central  States  group. 

For  further  information,  contact  H.  O.  Marsh, 
M.D.,  Secretary,  Mid-Central  States  Orthopaedic 
Society,  14  Douglas  Parkway,  Wichita,  Kansas 
67206. 

* ♦ * * 

MONTANA  MEDICAL  ASSOCIATION 
20TH  INTERIM  SESSION,  HELENA 
April  7-8,  1967 


"COCA-COLA"  AND  "COKE"  ARE  RESISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 


For  the  taste 
..you  never 
et  tired  of. 
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MEDICAL 

SCHOOL  NOTES 

University  of  Colorado  Medical  Center 

Dr.  Robert  V.  Elliott,  Denver  specialist  in 
internal  medicine  and  assistant  clinical  professor 
of  medicine  on  the  volunteer  faculty  of  the  CU 
School  of  Medicine,  has  been  elected  1967  president 
of  the  Medical  Board  of  the  University  of  Colorado 
Hospitals. 

Re-elected  as  vice  president  of  the  board  was 
Dr.  E.  Stewart  Taylor,  professor  and  chairman  of 
the  Department  of  Obstetrics  and  Gynecology. 

Don  L.  Arnwine,  director  of  University  hos- 
pitals, serves  ex-officio  as  secretary  of  the  board. 

* 4:  * 4: 

Research  to  Prevent  Blindness,  Inc.,  a national 
organization  with  headquarters  in  New  York  City, 
recently  announced  an  annual  unrestricted  grant  of 
$5,000  to  the  Division  of  Ophthalmology  of  the 
University  of  Colorado  School  of  Medicine  for  the 
intensification  of  eye  research  during  the  coming 
year. 

The  gift  permits  CU  eye  researchers  wide  lati- 
tude in  exploring  promising  new  leads  in  preserv- 
ing sight.  It  is  the  third  in  a series  of  $5,000  grants 
made  by  RPB  to  the  ophthalmology  division  at  the 
CU  Medical  Center. 

RPB  is  a national  voluntary  research  foundation 
which  since  1960  has  made  annual  unrestricted 
grants  totaling  $875,000  to  33  medical  institutions 
and  has  produced  more  than  $10  million  for 
development  of  eye  research  facilities.  Its  goal  is 
to  eradicate  the  causes  of  diseases  which  are  re- 
sponsible for  80  per  cent  of  all  blindness  in  the 
United  States. 

Hi  * * * 

A formal  request  for  $434,880  in  State  funds 
to  initiate  a School  of  Dentistry  at  the  University 
of  Colorado  Medical  Center  in  Denver  was  laid 
before  the  Joint  Budget  Committee  of  the  State 
Legislature.  The  budget  request  follows  action  of 
the  CU  Board  of  Regents  on  Nov.  18  in  approving 
and  transmitting  to  State  officials  a two-year 
study  of  the  costs  and  program  of  the  proposed 
school. 

The  first  step  toward  creation  of  the  long- 
discussed  school  was  taken  by  the  Legislature  in 
1965  with  a $50,000  planning  appropriation  later 
matched  by  a $50,000  grant  from  the  Kellogg 
Foundation  of  Battle  Creek,  Mich.  The  first  year’s 
appropriation  would  include  $149,880  for  opera- 
tions and  $285,000  in  capital  funds  for  initiation 
of  architectural  planning.  An  additional  $160,000 
of  private  funds  are  budgeted  for  final  program 
and  curriculum  planning  during  the  1967-68  fiscal 
year. 


Annual  operating  costs  of  the  school  by  the 
time  it  is  in  full  operation  with  four  classes  en- 
rolled in  1974-75  are  estimated  at  $2,166,415  in 
1967-68  dollar  values. 

Dr.  William  H.  Hiatt,  member  of  the  volunteer 
faculty  of  CU  School  of  Medicine,  reported  that 
Colorado  and  the  nation  are  faced  with  a growing 
shortage  of  dentists  and  auxiliary  dental  profes- 
sionals and  that  the  shortage  will  become  acute 
by  1970,  a year  before  the  proposed  school  could 
admit  its  first  students.  Between  1930  and  1964,  he 
said,  the  ratio  of  dentists  to  population  in  Colorado 
worsened  from  1 for  every  1,363  persons  in  1930 
to  1 for  1,841  persons  in  1964.  The  study  also  indi- 
cates that  unless  new  dental  schools  are  created, 
the  Western  states  will  have  a deficit  of  19,000 
dentists  and  4,000  dental  hygienists  by  1975,  the 
year  the  proposed  CU  school  would  graduate  its 
first  class.  There  are  now  no  dental  schools  be- 
tween Kansas  City-Lincoln-Omaha  and  the  West 
Coast. 

The  requested  budget  of  $434,880  for  1967-68 
would  permit  the  appointment  of  a dean  and  core 
staff-faculty  of  three  persons  to  permit  continuing 
work  on  the  curriculum  of  the  school,  selection 
of  equipment  and  instruments,  initiation  of  faculty 
recruitment  and  establishment  of  academic  and 
administrative  policies. 

The  study  tentatively  proposes  two  additions 
be  constructed  to  the  present  Medical  Center  com- 
plex to  house  the  dental  school:  a basic  sciences 
wing  to  the  south  of  the  old  Colorado  General 
Hospital,  north  of  East  Eighth  Ave.  at  about  Ash 
St.;  and  a dental  clinics  building  to  the  north  of 
the  new  Colorado  General  Hospital  at  about  East 
10th  Ave.  and  Colorado  Blvd. 

* * * ♦ 

A gift  of  $1,000  toward  educational  assistance 
of  students  of  medical  technology  has  been  made 
by  the  Colorado  Society  of  Clinical  Pathologists, 
a professional  organization  of  Colorado  physicians 
who  specialize  in  pathology  and  laboratory  medi- 
cine. The  gift  was  made  to  the  Medical  Technology 
Education  Fund,  a non-profit  student  loan  service 
established  jointly  in  1960  by  the  Colorado  State 
Society  of  Medical  Technologists  and  the  society 
of  pathologists. 

The  fund  makes  low-interest  loans  available 
to  students  enrolled  in  medical  technology  courses 
approved  by  the  American  Medical  Association. 
Fourteen  such  courses  are  conducted  in  Colorado 
at  hospitals  in  Denver,  Pueblo,  Colorado  Springs 
and  Greeley.  Enrolled  in  the  courses  are  college 
and  university  students  who  have  completed  three 
years  of  academic  studies  and  spend  a fourth  year 
in  clinical  training  at  a hospital  to  obtain  their 
B.S.  degrees  and  qualify  for  registration  as  medical 
technologists. 
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University  of  Utah  College  of  Medicine 

Dr.  Alexander  M.  Schmidt,  assistant  professor 
of  medicine  in  the  University  of  Utah  College  of 
Medicine,  has  been  appointed  Assistant  Dean  of 
the  College,  in  addition  to  his  other  duties.  Dr. 
Schmidt  has  been  associated  with  the  Medical 
College  since  receiving  his  M.D.  degree  here  in 
1955.  He  served  his  internship  and  residency  in 
internal  medicine  at  the  University  of  Utah  affili- 
ated hospitals,  and  was  appointed  an  instructor  in 
medicine  in  1962.  In  1964  he  was  promoted  to 
assistant  professor. 

He  will  serve  as  Assistant  Dean  on  a part-time 
basis,  and  will  continue  his  responsibilities  as 
Director  of  the  Medical  College’s  Cardiovascular 
Laboratory,  and  Director  of  Planning  for  Cardio- 
vascular Research.  He  also  holds  an  appointment 
as  instructor  in  the  College’s  Department  of  Physi- 
ology. 


Colorado 

Dr.  Atha  Thomas  died  at  Mercy  Hospital  on 
January  5,  1967,  following  a short  illness.  He  was 
born  at  Brownsville,  Tennessee,  on  October  12, 
1897,  the  son  of  Spencer  F.  Thomas  and  Kate 
Fanning  Thomas. 

Dr.  Thomas  was  educated  in  the  public  schools 
of  Brownsville,  Tennessee.  Following  his  gradua- 
tion from  the  Haywood  County  High  School  in 
Brownsville,  he  attended  the  University  of  Ten- 
nessee at  Knoxville  for  a short  time  and  then 
transferred  to  the  University  of  Chicago,  where 
he  received  a Bachelor  of  Arts  degree  in  1918. 
He  received  his  M.D.  degree  from  the  University 
of  Pennsylvania  Medical  School  in  1922.  He  served 
a one-year  rotating  internship  in  the  Robert 
Packer  Hospital  at  Sayre,  Pennsylvania  and  start- 
ed his  residency  in  orthopedic  surgery  at  the 
Hospital  for  the  Ruptured  and  Crippled  in  New 
York  City.  He  continued  his  training  in  orthopedic 
surgery  at  Harvard  University  and  Massachusetts 
General  Hospital.  He  was  certified  by  the  Ameri- 
can Board  of  Orthopedic  Surgery  in  1937. 

Dr.  Thomas  entered  the  private  practice  of 
medicine  in  Denver  in  1924  in  association  with 
the  late  Dr.  S.  Fosdick  Jones.  In  1927  he  accepted 
a position  as  chief  orthopedic  surgeon  for  the 
Colorado  Fuel,  Iron  and  Steel  Corporation.  He 


resigned  this  position  in  1929  and  returned  to 
Denver,  where  he  practiced  orthopedic  surgery 
until  the  time  of  his  death. 

In  addition  to  the  active  practice  of  his  spe- 
cialty, Dr.  Thomas  was  quite  active  in  medical 
and  civic  affairs  in  the  City  of  Denver.  At  the 
time  of  his  death  he  was  an  honorary  staff  rriember 
at  St.  Joseph’s  Hospital,  Mercy  Hospital,  and 
Denver  General  Hospital.  He  was  a member  of 
the  courtesy  staff  of  St.  Luke’s  Hospital  and  Pres- 
byterian Hospital,  and  an  active  member  of  the 
Children’s  Hospital  staff.  He  was  also  a consulting 
staff  member  at  Fitzsimons  General  Hospital,  the 
Denver  Veterans  Hospital,  and  an  emeritus  staff 
member  of  Colorado  General  Hospital.  From  1929 
until  shortly  before  his  death  he  served  as  a 
Clinical  Professor  of  Orthopedics  at  the  University 
of  Colorado  Medical  Center. 

Dr.  Thomas  was  an  active  member  of  the 
Denver  Medical  Society,  the  Colorado  Medical 
Society,  the  American  Medical  Association,  and  a 
number  of  national  organizations  in  the  field  of 
orthopedic  surgery.  He  was  the  author  of  a number 
of  scientific  papers  in  the  special  field  of  ortho- 
pedic surgery.  For  a number  of  years  he  was  an 
active  member  of  the  Denver  Board  of  Health 
and  Hospitals,  and  at  one  time  served  as  President 
of  the  Board. 

In  1929  he  was  married  to  Dana  Sexton  of 
Hazelhurst,  Mississippi.  Following  her  death  in 
1946  he  married  the  former  Donna  Maye  Tossberg 
of  Fort  Collins,  who  passed  away  in  1966.  He  is 
survived  by  a son,  a daughter,  two  sisters,  and  two 
brothers. 

Montana 

George  A.  Townsend,  M.D.,  Pray,  Montana,  died 
in  a Phoenix  hospital  on  December  17,  1966.  Dr. 
Townsend  was  born  in  Greenville,  Ohio,  on  July 
24,  1883.  He  received  his  M.D.  degree  from  the 
Chicago  College  of  Medicine  and  Surgery  in  1912 
and  was  licensed  to  practice  medicine  in  Montana 
during  October,  1912.  During  the  54  years  since 
his  licensure,  he  practiced  general  medicine  and 
surgery  in  Park  County.  During  various  periods 
his  office  was  located  in  Livingston,  Pray,  Chico, 
and  Emigrant.  Dr.  Townsend  was  a member  of  the 
Fifty  Year  Club  of  the  Montana  Medical  Associa- 
tion and  had  maintained  active  membership  in 
his  component  medical  society,  the  Montana  Medi- 
cal Association,  and  the  American  Medical  As.socia- 
tion  since  he  began  his  medical  practice. 
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...  is  not  news.  What’s  news  is  that  we’ve  embarked  on  the  most  ambitious  film  program  for  pro- 
fessional medical  audiences  ever  launched  against  a single  disease.  A half-million  dollar  film 
project  is  underway—with  technical  advice  from  the  nation’s  leading  medical  authorities. 

Five  of  these  films  are  available  now— 

CANCER  IN  CHILDREN,  DIAGNOSIS  AND  MANAGEMENT  OF  CANCER  OF  THE  COLON  AND  RECTUM, 
ORAL  CANCER,  NURSING  MANAGEMENT  OF  THE  PATIENT  WITH  CANCER,  and  THE  DENTIST  AND 

CANCER.  The  balance  will  be  released  in  1967-1968. 

As  pioneers  in  the  usage  of  medical  films,  we  know  their  value  as  teaching  tools.  Our  Units 
across  the  country  know,  too.  Films  are  a vital  part  of  their  professional  educational  programs. 
We  hope  you  will  contact  your  local  ACS  Unit  about  this  outstanding  new  series. 


AMERICAN  CANCER  SOCIETY  r 
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Report  of  the  Actions  of  the  House  of 
Delegates  of  the  American  Medical 
Association  20th  Clinical  Conference, 
November  26-30,  1966,  at  Las  Vegas, 
Nevada 

The  American  Medical  Association’s  20th  Clin- 
ical Convention,  held  November  26-30,  1966,  in  Las 
Vegas,  Nevada,  was  a happy  and  productive  one. 
The  final  registration  was  11,226,  which  was  a 
record  high  for  any  AMA  Clinical  convention. 
This  included  4,574  physicians,  which  is  the  third 
highest  physician  registration  at  a clinical  conven- 
tion. The  accommodations  were  excellent,  the  sci- 
entific assembly  had  by  far  the  highest  consistent 
attendance  of  any  meeting  that  any  of  us  had 
known. 

The  Las  Vegas  Convention  Center  is  expanding 
daily,  and  by  1971  the  city  will  provide  between 

30.000  and  35,000  very  attractive  rooms.  Every 
effort  is  being  made  to  have  the  Board  of  Trustees 
select  Las  Vegas  for  an  annual  session,  preferably 
in  1971.  All  of  us  are  aware  that  in  the  past  there 
have  been  only  four  cities  capable  of  handling 

50.000  to  60,000  people  who  attend  the  annual 
session  of  the  American  Medical  Association.  These 
are  New  York  City,  Chicago,  Atlantic  City,  and 
San  Francisco,  and  none  of  these  has  the  excellent 
accommodations  that  Las  Vegas  has.  Most  of  the 
delegates  felt  that  this  city  should  be  added  to  the 
limited  circle  of  cities  capable  of  accommodating 
the  convention,  and  that  ail  of  us  in  this  area 
would  work  diligently  to  bring  the  next  uncom- 
mitted annual  session  to  this  fabulous  city. 

The  headquarters  of  the  House  of  Delegates 
and  of  the  various  Councils  was  at  the  Dunes  Hotel 
and  the  nearby  Caesar’s  Palace.  These  hotels  and 
the  Riviera,  which  was  the  headquarters  for  the 
Nevada  State  meeting,  were  the  center  for  the 
business  part  of  the  assembly. 

As  is  customary,  the  main  meeting  was  preceded 
by  meetings  of  the  various  specialty  boards  and  a 
one-day  session  on  the  medical  aspects  of  sports. 
This  fine  program  has  grown  rapidly  and  attracts 
an  increasing  number  of  worthy  groups.  A session 
on  Sunday,  which  covered  a wide  range  of  topics, 
was  the  eighth  program  of  this  nature.  The  partici- 
pants, which  included  coaches,  athletic  directors, 

I team  physicians  and  educators,  diligently  attended 
j all  sessions.  The  morning  session  featured  two 
j forums:  one  on  the  preparation  for  international 
i competition  under  the  chairmanship  of  William 
I D.  Paul,  M.D.,  of  Iowa  City;  the  other  was  presided 
j over  by  Richard  C.  Schneider,  M.D.,  of  Ann  Arbor, 
j and  was  on  the  football  nerve  pinch.  These  sessions 
i were  very  well  attended  and  appeared  to  your 
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Roy  D.  F.  Goddard  of  Albuquerque  discussed 
the  problems  of  preparing  American  athletes  for 
high  altitude  competition,  such  as  the  1968  Olympic 
Games  in  Mexico  City.  Problems  of  conditioning 
the  athlete  for  winter  sports  was  presented  by 
our  own  Dr.  Irvin  E.  Hendryson.  His  presentation 
was  described  by  the  local  press  as  “magnificent.” 

The  luncheon  meeting  featured  a talk  on  the 
anatomy  of  boxing  by  Robert  S.  Rocke,  M.D.,  of 
North  Hollywood,  California.  This  was  extremely 
interesting  and  well  received  by  all. 

Two  other  forums,  one  on  the  classification  of 
sports  injuries,  and  the  other  on  management  of 
kidney  injuries,  covered  most  of  the  important 
topics.  Dr.  Fred  Hein  deserves  a great  deal  of 
credit  for  the  progress  he  has  made  in  building 
this  wonderful  program  which  means  so  much. 

The  House  of  Delegates  convened  at  9:00  a.m. 
on  Monday,  November  28,  and  adjourned  on  the 
afternoon  of  Wednesday,  November  30.  I will  at- 
tempt to  summarize  the  actions  taken  by  the 
House  of  Delegates. 

In  the  opening  address.  Dr.  Charles  L.  Hudson, 
AMA  President,  told  the  Monday  opening  session 
of  the  House  that  the  need  to  improve  existing 
services  and  establish  new  services  for  the  total 
population  should  be  a “top  priority”  of  the  medi- 
cal profession.  Actually,  his  talk,  while  presented 
very  beautifully,  was  exactly  what  the  American 
Medical  Association  has  stood  for  since  its  inception 
in  1847. 

Among  the  interesting  actions  taken  was  an 
amendment  of  the  bylaws  to  require  25  members  of 
the  House  of  Delegates,  acting  for  and  in  the  name 
of  not  less  than  one-third  of  the  delegates  of  state 
associations  in  order  to  call  a special  session  of 
the  House  of  Delegates.  This  appeared  to  be  rather 
generally  accepted  and  timely,  and  augments  the 
safeguards  existing  in  the  present  by-laws.  When 
one  considers  the  great  impact  the  last  special 
session  had  on  medicare  legislation,  we  can  readily 
appreciate  how  much  this  privilege  accords  all 
of  us. 

Probably  most  meaningful  to  our  area  was 
education  for  family  practice.  Calling  it  a “docu- 
ment of  major  importance  on  a subject  of  vital 
significance  to  the  health  care  of  the  American 
public,”  the  House  of  Delegates  endorsed  the  rec- 
ommendations of  the  Ad  Hoc  Committee  on  Edu- 
cation for  Family  Practice  and  authorized  the 
Council  on  Medical  Education  to  develop  and 
initiate  plans  for  their  implementation.  The  long 
report  contained  the  following  recommendations: 

“A.  Major  efforts  should  be  instituted  promptly 
to  encourage  the  development  of  new  programs 
for  the  education  of  large  numbers  of  family 
physicians  for  the  future,  as  described  in  the  body 
of  this  report.  The  educational  programs  should 
relate  to  all  levels  of  medical  education,  including 
pre-medical  preparation,  medical  school  education, 
internship  and  residency  training,  and  continuing 
medical  education.  Keynotes  should  be  excellence 
comparable  to  programs  in  other  specialties  and 
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flexibility  to  permit  the  design  of  programs  which 
will  meet  the  needs  and  interests  of  individual 
physicians. 

“B.  Medical  schools  and  teaching  hospitals 
should  be  urged  to  explore  the  possibility  of 
developing  models  of  family  practice,  in  coopera- 
tion with  the  practicing  profession. 

“C.  New  sources  of  financial  assistance  should 
be  developed  for  the  support  of  family  practice 
teaching  programs.  Substantial  funds  should  be 
made  available  for  all  aspects  of  the  programs, 
including  the  conduct  of  the  educational  program, 
the  recruitment  and  training  of  full-time  faculty, 
the  development  of  facilities  and  models  of  family 
practice,  and  the  conduct  of  research  in  patient 
care  and  community  medicine. 

“D.  Recognition  and  status  equivalent  to  other 
medical  specialties  should  be  given  to  family 
practice.  An  appropriate  system  of  specialty  certi- 
fication should  be  provided  for  those  who  have 
completed  approved  educational  programs  and 
have  demonstrated  their  competence  as  family 
physicians.  The  graduate  programs  (i.e.,  internship- 
residency  program)  should  be  an  integrated  whole, 
evaluated  for  accreditation  by  one  body  rather 
than  two. 

“E.  Careful  attention  should  be  given  to  other 
factors  which  should  make  the  environment  for 
family  practice  more  favorable  and  serve  as  in- 
centives to  medical  students  and  young  physicians 
to  enter  this  field. 

“F.  Careful  study  should  be  made  of  the  effect 
of  pre-medical  programs  and  the  admission  pro- 
cedures, curricula  and  student  evaluation  policies 
of  medical  schools  upon  the  production  of  family 
physicians.” 

Delegates  and  other  interested  AMA  members 
also  attended  an  open  hearing  Tuesday  morning 
on  the  report  of  the  Citizens  Commission  on  Grad- 
uate Medical  Education,  which  is  similar  in  many 
respects  to  the  report  of  the  Ad  Hoc  Committee 
on  Education  for  Family  Practice.  The  Commission 
report  is  still  under  study  by  the  AMA  Board  of 
Trustees  and  Council  on  Medical  Education.  The 
House  of  Delegates  urged  every  physician  and 
medical  society  to  study  the  report  (commonly 
called  the  “Millis  Report”),  to  evaluate  it  and  to 
present  comments  and  critique  to  the  Board  prior 
to  the  next  session  of  the  House. 

This  action,  made  possible  by  the  AMA  Council 
on  Medical  Education,  has  been  a triumph  for  all 
family  doctors.  Many  people  in  our  state,  at  the 
present  time,  fill  all  of  these  categories  and  are 
setting  standards  which  we  all  hope  will  give 
prestige  to  the  men  who  are  the  backbone  of  our 
profession,  and  will  recruit  many  younger  people 
who  we  hope  will  become  similarly  dedicated. 

Another  important  action  was  an  amendment 
to  the  by-laws  which  restricts  membership  of  the 
House  of  Delegates  after  the  House  goes  to  250. 
The  newly  established  ratio  of  delegates  would  be 
one  delegate  for  each  1250  physicians  in  the  state. 


The  safeguard  in  this  action  is  that  no  state  will 
lose  any  of  its  present  representation.  Our  delega- 
tion all  agreed  that  this  was  significant  and  good 
legislation,  because  too  large  a group  would  make 
the  House  unwieldy  and  the  individual  state  could, 
conceivably,  lose  its  voice  in  finalizing  the  pro- 
ceedings. 

Billing  and  certification  procedures  under  Pub- 
lic Law  89-97  and  Title  XIX  received  a great  deal 
of  comment. 

The  House  adopted  a resolution  urging  that 
the  American  Medical  Association  advise  the  De- 
partment of  Health,  Education,  and  Welfare  that 
the  present  requirements  for  certification  and 
recertification  have  proven  highly  objectionable, 
unnecessary,  and  do  not  contribute  to  the  quality 
of  medical  care. 

It  also  recommended  that  the  American  Medical 
Association  endeavor  to  bring  about  repeal  of  those 
portions  of  PL  89-97  in  which  the  requirement 
for  physician  certification  of  medical  necessity 
appears. 

The  resolution  concluded  by  suggesting  that  the 
fiscal  intermediaries  and  the  American  Hospital 
Association  be  advised  that  AMA  will  be  available 
to  assist  in  the  development  of  appropriate  amend- 
ments to  this  legislation.  The  purpose  of  this 
consultation  would  be  to  discuss  the  complexities 
of  the  present  requirement  and  to  invite  participa- 
tion in  the  development  of  amendments  to  the 
law  which  will  be  professionally  acceptable  and 
administratively  workable. 

The  House  also  adopted  a resolution  declaring 
that  the  AMA  strongly  supports  amendment  of 
the  Social  Security  Act,  including  Title  XIX,  to 
permit  payments  without  assignments  for  medical 
care  of  the  patient. 

The  House  rejected  three  resolutions  and  one 
report  defining  usual,  customary  and  reasonable 
charges.  Instead,  it  adopted  a resolution  which  said 
that  the  definitions  of  the  words  “usual,”  “cus- 
tomary” and  “reasonable”  be  considered,  within 
the  fundamental  framework  of  individual  deter- 
mination, the  responsibility  of  the  constituent  state 
medical  societies,  with  the  understanding  that  the 
advice  and  counsel  of  the  AMA  be  made  available 
to  those  states  requesting  such  assistance. 

Another  very  important  action,  submitted  by 
the  Judicial  Council  on  Utilization  of  Services  of 
Laboratories  Owned  and  Operated  by  Nonphysi- 
cians, urged  that  physicians  should  not  utilize  the 
service  of  any  laboratory  unless  he  has  the  utmost 
confidence  in  the  quality  of  the  service.  This 
emanated  from  a resolution  charging  the  Joint 
Commission  of  Accreditation  of  Hospitals  with 
malaccrediting  programs  of  laboratories  supervised 
by  individuals  other  than  physicians.  The  details 
brought  out  in  the  reference  committee  and  in  its 
report  took  cognizance  of  the  fact  that  whenever 
possible,  laboratories  should  be  headed  by  physi- 
cians, and  all  hospitals  should  work  toward  this. 
It  was  obvious  that  this  was  not  always  possible. 
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The  House  adopted  a report  of  the  Judicial 
Council  which  answered  questions  which  have 
been  raised  about  laboratory  services.  The  report 
stated: 

“Medical  considerations,  not  cost,  must  be  para- 
mount when  the  physician  chooses  a laboratory. 
The  physician  who  disregards  quality  as  the  pri- 
mary criterion  or  who  chooses  a laboratory  because 
it  provides  him  with  low-cost  laboratory  services 
on  which  he  charges  the  patient  a profit,  is  derelict 
in  not  acting  in  the  best  interest  of  his  patient. 
However,  if  reliable  quality  laboratory  services 
are  available  at  lower  cost,  the  patient  should  have 
the  benefit  of  the  savings.” 

On  recommendation  of  the  Board  of  Trustees, 
the  House  adopted  a policy  statement  submitted 
by  the  Committee  on  Quackery.  The  statement 
notes  “the  position  of  the  medical  profession  that 
chiropractic  is  an  unscientific  cult  whose  practi- 
tioners lack  the  necessary  training  and  background 
to  diagnose  and  treat  human  disease”  and  pointed 
out  that  “decisions  by  the  nation’s  highest  courts 
(justify)  the  medical  profession’s  educational  pro- 
gram of  alerting  the  nation  to  the  public  health 
threat  posed  by  the  cult  of  chiropractic.” 

Our  delegation  felt  that  this  was  a very  mild 
statement,  because  desperate  patients  could  be 
exploited  to  the  point  where  not  only  could  they 
be  deprived  of  possible  medical  help,  but  their 
finances  could  be  unjustly  depleted. 

The  House  adopted  a report  by  the  Board  of 
Trustees  reaffirming  the  position  of  the  AMA 
regarding  the  prescribing  of  drugs.  The  report 
states: 

“The  present  policy  of  the  American  Medical 
Association  is  that  physicians  should  be  free  to 
prescribe  drugs  generically  or  by  brand  name  for 
all  patients,  whether  they  are  paying,  Medicare,  or 
indigent  patients.  As  is  brought  out  in  the  reference 
committee,  many  doctors  know  that  certain  so- 
called  brand  name  drug  houses  produce  the  poorest 
and  the  best  products.  Actually,  the  primary  con- 
sideration of  the  whole  discussion  was  that  the 
drug  being  prescribed  be  in  the  best  interest  of 
the  patient.  Medical  consideration  must  be  para- 
mount in  selection  of  drugs.  In  addition,  the 
physician  also  has  an  obligation  to  be  mindful  of 
the  economic  consequences  of  the  treatment  he 
prescribes.  This  seemed  logical,  because  the  best 
is  not  always  the  cheapest  and  generic  names  do 
not  always  guarantee  the  purest  and  the  most 
potent  drug.” 

There  were  six  resolutions  which  concerned 
reimbursement  under  Title  XIX.  These  were  all 
very  timely,  and  one  resolution  came  from  our 
delegation.  The  Reference  Committee  proposed 
a composite  resolution  stating: 

“Resolved  that  the  American  Medical  Associa- 
tion strongly  support  amendments  to  the  Social 
Security  Act,  including  XIX,  to  permit  payment 
without  assignment  for  medical  care  made  by  the 
patient.”  This  was  not  as  strong  as  most  groups 
wanted.  They  thought  individual  billing  should  be 


paramount  in  the  resolution.  State  laws  and  other 
impediments  will  make  this  a time-consuming  but 
important  principle.  Developments  on  this  legisla- 
tion will  be  interesting  to  watch. 

Another  important  piece  of  legislation  in  this 
category  was  that  of  reimbursement  on  statement. 
There  was  reaffirmation  of  a previous  action  by 
the  house  recommending  that  Public  Law  89-97 
under  Title  XVIII  be  amended  to  allow  for  pay- 
ment to  the  patient  by  the  government  on  the 
basis  of  a valid  statement  of  services  rather  than 
a receipted  bill.  In  the  opinion  of  our  delegation 
this  might  relieve  the  patient  of  responsibility 
justifiably  his. 

The  House  reaffirmed  the  1956  policy  statement 
on  admission  of  alcoholics  to  general  hospitals. 
The  statement  urged  hospital  administrators  and 
medical  staffs  to  look  upon  alcoholism  as  a medical 
problem  and  to  admit  patients  who  are  alcoholics 
to  their  hospitals  for  treatment,  with  such  admis- 
sions being  made  after  due  examination,  investiga- 
tion and  consideration  of  the  individual  patient. 
The  House,  in  Las  Vegas,  recommended  more 
adequate  implementation  of  the  1956  statement 
and  urged  that  “insurance  companies  and  prepay- 
ment plans  be  encouraged  to  remove  unrealistic 
limitations  on  the  extent  of  coverage  afforded  for 
the  treatment  of  alcoholism.” 

Editorially  speaking,  this  could  also  make  in- 
surance rates  unrealistic  and  probably  unaccept- 
able to  much  of  our  population. 

A very  interesting  resolution.  No.  19,  introduced 
from  Florida,  called  for  the  admission  of  Past 
Presidents  of  the  AMA  to  the  House  of  Delegates, 
with  the  privilege  of  voice  and  vote.  Much  timely 
discussion  followed  introduction  of  this  resolution 
because  some  states  have  had  many  presidents, 
and  could  have  their  voting  delegation  increased 
by  as  many  as  five.  It  was  agreed,  and  the  past 
presidents  agreed,  that  they  would  be  more  influ- 
ential and  more  helpful  to  the  House  by  acting 
as  individuals.  This  resolution,  while  having  great 
merit  in  many  respects,  was  disapproved. 

A report  of  the  Council  on  Medical  Service 
proposed  a commission  for  accreditation  of  volun- 
tary health  plans.  The  House  agreed  that  this 
should  be  studied  further,  and  the  House  asked 
the  Council  to  render  another  report  at  the  annual 
convention  in  1967. 

Payment  for  professional  services  occupied  a 
great  deal  of  the  House’s  time.  To  clarify  AMA 
policies  as  they  now  exist,  the  House  adopted  the 
following  eight-point  statement  regarding  payment 
for  professional  medical  services: 

“1.  It  is  proper  for  the  physician  to  establish 
the  fee  which  he  charges  to  any  patient  for  the 
professional  service  rendered,  with  recognition  of 
the  fact  that  a duly  constituted  committee  of  his 
peers  may  appropriately  review  and  pass  upon 
the  equity  and  justice  of  his  charge. 

“2.  It  is  proper  for  third  party  agencies  to  make 
payment  of  professional  medical  fees  in  behalf  of 
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patients,  with  recognition  of  the  fact  that  the 
services  of  the  physician  have  been  to  the  patient 
and  the  liability  for  payment  rests  primarily  with 
the  patient  or  his  family. 

“3.  It  is  proper  for  a physician  to  work  co- 
operatively with  other  physicians  in  a team  ap- 
proach to  the  provision  of  medical  service,  with 
recognition  of  the  fact  that  each  cooperating  phy- 
sician is  entitled  to  compensation  according  to 
the  value  of  his  services,  and  that  the  charges 
attributable  to  each  physician’s  services  shall  be 
made  clearly  known  to  the  patient. 

“4.  It  is  proper  for  a physician  who  provides 
personal  supervision  and  direction  for  a physician- 
in-training  to  charge  for  the  professional  medical 
service  rendered. 

“5.  A physician  should  not  enter  into  a contract 
or  agreement  with  a hospital  whereby  the  hospital 
acts  as  the  agent  for  a physician  unless  it  is  with 
the  consent  of  the  physician  and  of  the  medical 
staff.  The  physician  and  the  medical  staff,  as 
principals,  should  not  approve  any  contract  whose 
terms  or  conditions  are  inconsistent  with  the  Prin- 
ciples of  Medical  Ethics  and  established  policy 
of  the  American  Medical  Association. 

“6.  Physicians,  collectively  in  hospitals,  may 
properly  establish  special  medical  staff  funds, 
wholly  under  their  own  control,  which  they  may 
support  as  they  see  fit  and  disburse  as  they  may 
agree. 

“7.  Fees  for  professional  medical  services  are 
properly  paid  only  to  the  responsible  physicians 
and  may  not  be  appropriated  by  any  other  person 
or  agency. 

“8.  The  physician  is  the  sole  arbiter  as  to  the 
ways  in  which  he  may  dispose  of  his  professional 
income,  without  duress,  consistent  with  the  laws 
of  the  land  and  the  Principles  of  Medical  Ethics 
of  this  Association.” 

The  Judicial  Council,  which  had  been  asked 
to  comment  on  use  of  the  terms  “ethical”  and 
“unethical,”  submitted  the  following  report  which 
was  adopted  by  the  House: 

“Historically,  the  term  ‘ethical’  has  been  used 
in  opinions  and  reports  of  the  Judicial  Council 
and  in  resolutions  adopted  by  the  House  of  Dele- 
gates to  refer  to  matters  involving  (1)  moral 
principles  or  practices;  (2)  customs  and  usages  of 
the  medical  profession;  and  (3)  matters  of  policy 
not  necessarily  involving  issues  of  morality  in  the 
practice  of  medicine.  The  term  ‘unethical’  has 
been  used  to  refer  to  conduct  which  fails  to  con- 
form to  these  professional  standards,  customs  and 
usages,  or  policies,  as  interpreted  by  the  American 
Medical  Association. 

“Unethical  conduct  involving  moral  principles, 
values  and  duties  calls  for  disciplinary  action  such 


as  censure,  suspension,  or  expulsion  from  medical 
society  membership. 

“Failure  to  conform  to  the  customs  and  usages 
of  the  medical  profession  may  call  for  disciplinary 
action  depending  upon  the  particular  circumstances 
involved,  local  attitudes,  and  how  the  conduct 
in  question  may  reflect  upon  the  dignity  of  and 
respect  for  the  medical  profession. 

“In  matters  strictly  of  a policy  nature,  a physi- 
cian who  disagrees  with  the  position  of  the  Ameri- 
can Medical  Association  is  entitled  to  freedom  and 
protection  in  his  point  of  view.” 

Some  delegates  objected  to  this  definition  on 
the  grounds  that  the  terms  are  much  harsher 
than  are  used  in  the  code  of  ethics  of  the  American 
Medical  Association,  and  that  the  definition  of 
“moral  principles,  values  and  duties”  are  subject 
to  wide  variation. 

A long  report  of  the  Board  of  Trustees  on 
continuing  medical  education  was  extensively  re- 
viewed by  the  reference  committee  and  the  basic 
principles  endorsed  by  the  House.  In  essence,  the 
Board  of  Trustees  will  appoint  a seven-member 
committee  on  continuing  medical  education.  The 
whole  educational  program  was  reviewed  carefully 
and  the  House  warned  that  in  the  implementation 
of  this  committee  important  lines  of  authority  be 
clearly  defined,  and  that  the  Board  consult  with 
the  Council  on  Medical  Education  in  order  to 
avoid  duplication  of  responsibilities. 

In  essence,  this  was  a good  report  because  this 
phase  requires  cooperation  between  the  Council 
on  Medical  Education,  the  Board  of  Trustees  of 
the  American  Medical  Association,  and  the  con- 
sumers of  this  program.  It  was  agreed  that  the 
Trustees,  in  consultation  with  the  Council  on 
Medical  Education,  resolve  that  they  avoid  dupli- 
cation of  responsibilities  already  assigned  to  the 
Council. 

Many  people  had  their  feelings  hurt,  but  we 
feel  that  nothing  but  good  can  come  from  this 
report. 

One  of  the  important  actions  of  the  House  was 
adoption  of  a resolution  written  by  Dr.  Gatewood 
Milligan,  one  of  Colorado’s  delegates.  The  resolu- 
tion reaffirmed  the  principle  that  comprehensive 
medical  care  can  and  most  often  does  center  in 
the  physician’s  office  for  a majority  of  citizens  of 
the  U.  S.  and  resolved  that  new  plans  for  medical 
care  give  this  well  established  pattern  first  consid- 
eration and  that  a definite  need  be  demonstrated 
before  any  other  pattern  be  substituted  for  it. 

Dr.  Milligan  did  a fine  job  of  presenting  this 
resolution  to  the  reference  committee  and  it  was 
through  his  outstanding  efforts  that  this  important 
resolution  was  adopted. 
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Book  Reviews 


New  hooks  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 

Appraisal  of  Current  Concepts  in  Anesthesiolofy,  T.  3: 
Edited  by  John  Adrian.  St.  Louis,  1966,  Mosby,  522  p.  Price: 
$10.85. 

The  Artful  Practice  o^f  Medicine:  By  William  B.  D.  Van  Auken. 
Springfield,  111.,  1966,  Thomas.  115  p.  Price:  $6.50. 

Cancer  Chemotherapy:  By  Leonid  F.  Larionov.  Tr.  ed.  Long 
Island  City,  N.  Y.,  1965,  Pergamon.  544  p.  Price:  $22.50. 

The  Complete  Psychological  Works:  v.  1,  Pre-psycho-anlytic 
Publications  and  Unpublished  Drafts;  By  Sigmund  Freud. 
Tr.  ed.  London,  1966,  Hogarth.  430  p.  Price;  $12.50. 

Conflict  in  Society;  Edited  by  Anthony  De  Rueck.  (A  Ciba 
Foundation  Symposium.)  Boston,  1966,  Little,  Brown.  467  p. 
Price:  $13.00. 

The  Craft  of  Surgery:  Edited  by  Philip  Cooper.  Boston,  1964, 
Little,  Brown.  2 v.  Price:  $42.50. 

Dermatologic  Allergy:  By  Leb  H.  Criep.  Phila.,  1967,  Saunders. 
605  p.  Price:  $17.00. 

Diseases  of  the  Nervous  System  in  Infancy,  Childhood  and 
Adolescence:  By  Frank  R.  Ford.  5th  ed.  Springfield,  111.,  1966, 
Thomas.  1416  p.  Price:  $29.50. 

Forensic  Psychiatry:  By  Henry  A.  Davidson.  2d  ed.  N.  Y.,  1965, 
Ronald  Pr.  473  p.  Price:  $10.00. 

Handbook  of  Ocular  Therapeutics  and  Pharmacology:  By 
Philip  P.  Ellis.  2d  ed.  St.  Louis,  1966,  Mosby.  224  p.  Price:  $9.75. 

The  Immunochemistry  of  Cancer:  By  Eugene  D.  Day.  Spring- 
field,  111.,  1965,  Thomas.  170  p.  Price:  $6.75. 

The  Myocardial  Cell:  Edited  by  Stanley  A.  Briller.  Phila.,  1966, 
Univ.  of  Pennsylvania  Pr.  374  p.  Price:  $8.00. 

Obstetrics  and  Gynecology;  By  J.  Robert  Willson.  3d  ed.  St. 
Louis,  1966,  Mosby.  776  p.  Price:  $15.50. 

Proceedings  of  the  Western  Hemispheric  Nutrition  Congress; 
Nov.  8-11,  1965:  Organized  by  the  Council  on  Foods  and 
Nutrition,  American  Medical  Assoc.  Chicago,  1966,  AMA.  255  p. 
Price:  Gift. 

Psychiatric  Emergencies  and  the  General  Hospital;  Edited  by 
the  Joint  Committee  of  the  American  Hospitai  Association  and 
the  American  Psychiatric  Association.  Chicago,  1965,  American 
Hospital  Association.  21  p.  Price:  $1.25. 

Psychiatry  in  the  American  Community:  By  Horace  G.  Whit- 
tington. N.  Y.,  1966,  International  Univ.  Pr.  476  p.  Price:  $10.00. 

Psychosomatic  Management  of  the  Patient  with  Malignancy; 
By  Harry  H.  Garner.  Springfield,  111.,  1966,  Thomas.  136  p. 
Price:  $5.75. 

Pulmonary  Diseases  and  Anomalies  of  Infancy  and  Childhood; 
By  Milton  I.  Levine.  N.  Y.,  1966,  Hoeber.  368  p.  Price:  $12.00. 

Recent  Advances  in  the  Diagnosis  of  Cancer;  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  9th  Clinical  Conference.  Chicago, 
1966,  Year  Book.  310  p.  Price:  $12.00. 

The  Spontaneous  Regression  of  Cancer:  By  William  Boyd. 
Springfield,  111.,  1966,  Thomas.  99  p.  Price;  $5.75. 

Symposium  on  Methotrexate  in  the  Treatment  of  Cancer: 
Report  of  the  2d  symposium  of  the  Royal  Society  of  Medicine, 
London.  Bristol,  1966,  Wright.  120  p.  Price;  $10.00. 

System  of  Ophthalmology,  v.  9:  Diseases  of  the  Uveal  Tract: 
Edited  by  Sir  Stewart  Duke-Elder.  St.  Louis,  1966,  Mosby. 
978  p.  Price:  $44.50. 

Talking  with  Patients:  By  Brian  Bird.  Phila.,  1955,  Lippincott. 
154  p.  Price:  $3.95. 


Questions  and  Answers  in  Orthopaedics  for  Students,  Interns, 
Residents  and  Board  Aspirants:  By  F.  B.  Goodman  and  G.  R. 
Schoedinger.  St.  Louis,  1966,  Mosby.  244  p.  Price:  $9.85. 

The  American  Board  of  Orthopaedic  Surgery 
realizes  that  training  programs  do  not  all  present 
uniform  coverage  of  orthopedics.  The  resident- 
physician  authors  of  this  review  emphasize  this 
point  as  they  present  a series  of  questions  to  point 
up  blind  spots  of  ignorance.  Their  main  purpose 
is  to  “breed  unrest  and  discontent  within  the 
mind  of  its  reader.”  Usually,  however,  the  Board 
aspirant  already  feels  this  “unrest  and  discontent” 
before  he  even  picks  up  any  book.  Another  purpose 
of  this  book  might  well  be  to  jog  readers  into  a 
more  organized  review  in  preparation  for  the 
Boards;  it  is  organized  into  headings  similar  to  the 
Board’s  written  examination  (adult  orthopedics, 
anatomy,  biomechanics,  children’s  orthopedics, 
etc.). 

Another  nice  feature  is  that  the  questions  are 
worded  “positively”:  A patient  with  a below  knee 
and  patellar  tendon-bearing  prosthesis  had  a 
“drop-off”  at  the  time  of  take  off;  which  of  the 
following  would  be  an  unlikely  cause?  (a)  toe 
lever  arm  too  short,  (b)  flexible  toe  worn  out, 
(c)  heel  length  too  short,  (d)  overpull  of  the 
quadriceps  muscle  group.  Not  only  is  d unlikely, 
but  consideration  of  a,  b and  c flashes  “positive 
associations”  in  the  reader’s  mind,  providing  him 
with  three  reasons  for  a “drop-off.” 

The  book  is  well  organized;  references  as  well 
as  answers  are  simply  found.  It  represents  good 
coverage  of  the  subject.  If  one  is  “unrested  and 
discontented”  before  picking  up  this  work,  he  will 
surely  be  more  so  afterwards,  for  the  questions 
are  not  too  quickly  answered.  Several  board  certi- 
fied colleagues  have  conceded  the  questions  are 
“very  challenging.”  I am  sure  this  book  is  the 
most  up  to  date  available  on  the  subject. 

Charles  D.  Magill,  M.D. 

Symposium  on  Surgery  of  the  Ocular  Adnexa:  Transactions  of 
the  New  Orleans  Academy  of  Ophthalmology.  St.  Louis,  1966, 
Mosby.  245  p.  Price:  $16.00. 

This  issue  covering  the  14th  annual  session  in 
February,  1965,  of  the  New  Orleans  Academy  of 
Ophthalmology  is  complete  with  roster  of  members 
and  attenders  of  the  meeting.  A series  of  essays 
constitute  a review  of  the  plastic  procedures  in 
current  use  for  the  eyelids  and  orbit  and  the  lac- 
rimal system.  No  new  material  is  given  here  that 
is  not  already  found  in  the  standard  textbooks  on 
the  subject.  Probably  the  most  interesting  part  of 
the  symposium  is  the  roundtable  discussions  in 
which  the  points  of  view  of  the  various  participants 
as  well  as  their  personal  evaluation  of  the  pro- 
cedures described  are  bandied  about. 

Albert  P.  Ley,  M.D. 
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How  to  Reduce  Road  Accidents:  By  T.  S.  Skillman,  M.A. 
(Cantab.),  M.I.E.E.  Los  Angeles,  1965,  The  Re-Appraisal 
Society,  240  p.,  $5.50. 

The  Automotive  Safety  Committee  of  the  Colo- 
rado Medical  Society  has  had  as  its  avowed  and 
primary  purpose  the  prevention  of  the  fatal  and 
devastating  injuries  (irreparable  brain  damage, 
the  quadriplegias  and  paraplegias)  that  so  often 
accompany  automobile  accidents.  The  serious  non- 
fatal  injuries  outnumber  the  fatalities  by  more 
than  two  to  one,  and  yet  have  a far  more  serious 
impact,  financially  and  socially,  upon  the  commu- 
nity than  the  fatalities. 

The  fatalities  in  the  U.S.A.  in  1965  numbered 
49,000;  the  serious  injuries  resulting  in  total  dis- 
ability or  requiring  prolonged  rehabilitation  num- 
bered about  100,000;  the  total  of  these  is  less  than 
a tenth  of  the  total  number  of  injured,  which  is 
estimated  by  the  National  Safety  Council  as  1,800,- 
000  and  by  the  United  Public  Health  Service  as 
4,000,000.  And  of  course,  these  most  serious  (fatal 
and  badly  disabling)  accidents  are  but  a fraction 
of  all  accidents,  most  of  which  produce  no  in- 
juries at  all. 

Author  Skillman  is  obviously  a man  of  prac- 
tical affairs;  physicist,  successful  manufacturer, 
author  of  many  technical  papers,  with  obvious 
familiarity  in  the  fields  of  mathematical  theory 
and  psychology;  yet  there  is  an  ethereal  other- 
worldiness  about  this  book,  which  leaves  this  re- 
viewer very  chilly  indeed. 

There  have  been  four  International  Conferences 
on  Alcohol  and  Road  Traffic,  yet  the  bibliography 
mentions  these  not  at  all.  (One  is  mentioned  as 
the  source  of  a paper  by  Haddon.)  Haddon’s  con- 
tributions in  this  field  are  listed  in  the  bibli- 
ography, but  seem  not  to  have  affected  the  author’s 
thinking  and  are  not  mentioned  in  the  text.  The 
author  has  developed  a theory  of  accident  preven- 
tion, and  would  seem  to  be  as  elated  over  the 
prevention  of  any  accident,  even  a minor  fender- 
bender,  as  upon  the  prevention  of  the  serious 
accident. 

He  divides  drivers  into  Normal  Drivers  who 
have  Ordinary  Accidents,  and  Wild  Drivers  who 
have  Violent  Accidents. 

On  page  112,  he  writes,  “Some  of  these  wild 
men  belong  to  the  high  vulnerability  group.  . . . 
They  are  enormously  dangerous,  and  very  un- 
aware of  the  risks  they  are  forcing  on  others.  . . . 
The  data  on  police  arrests  indicate  that  probably 
four  out  of  five  in  this  group,  the  high  vulner- 
ability wild  drivers,  are  drunks.”  With  this  the 
reviewer  agrees  completely,  and  with  the  follow- 
ing from  the  bottom  of  page  37,  “The  mental  ab- 
normalities which  must  be  associated  with  this 
fantastic  unawareness  make  it  nearly  certain  that 
these  people  will  not  be  amenable  to  any  appeal. 
We  can  be  sure  that  the  improvement  we  can  get 
by  trying  to  work  on  their  minds  will  be  disap- 
pointing.” 


This  has  never  been  stated  better,  and  fortifies 
this  reviewer’s  position  that  the  only  solution  to 
these  enormously  dangerous  men  is  to  lock  them 
up  in  special  hospital-prisons,  to  rehabilitate  them 
if  we  can,  but  in  any  case  literally  to  keep  them 
off  the  road  until  there  is  some  real  evidence  that 
they  ARE  Normal  Drivers. 

But  then  on  page  112  again,  immediately  fol- 
lowing the  part  quoted  above,  comes  the  amazing 
following,  “No  individual  stays  in  this  group  very 
long.  He  either  reforms  or  is  quickly  eliminated 
by  the  police.”  Nothing  could  be  farther  from  the 
truth,  in  the  U.S.A.,  at  least,  and  in  the  United 
Kingdom,  from  what  many  other  authors  have 
written. 

Four  out  of  five  of  these  wild  men,  the  drunks, 
do  not  reform,  and  they  are  not  eliminated  by  the 
police.  The  police  do  all  they  can,  they  bring  them 
to  court  and  testify  to  the  facts.  But  the  courts 
slap  the  wrist,  suspend  the  fine  and  the  jail  sen- 
tence, and  these  men  come  back  as  many  as  20 
times,  frequently  having  been  responsible  for  one 
or  two  traffic  deaths,  until  finally  they  kill  them- 
selves in  the  final  traffic  “accident,”  more  often 
than  not  taking  another  victim  with  them.  These 
are  the  facts  in  the  United  States,  and  from  what 
I read  on  the  middle  of  page  160,  and  have  read 
elsewhere  many  times,  the  same  obtains  in  Great 
Britain. 

The  author  completes  his  naivete  on  page  112 
as  follows,  “Unfortunately,  there  are  always  new 
drunks  and  new  wild  youths,  so  that  the  group 
will  always  be  with  us.  When  we  see  a wild  driver 
of  this  type  we  may  at  least  comfort  ourselves  by 
the  assurance  that  he  won’t  last  long.  Either  the 
police  or  an  accident  will  get  him,  and  we  can 
afford  to  stay  calm.” 

There  is  much  more  of  this  same,  “.  . . a thou- 
sand ordinary  motorists  averaging  5 to  10  vulner- 
abilities per  day  (a  ‘vulnerability’  is  an  improper 
driving  practice  which  makes  one  more  likely  to 
have  an  accident)  will  produce  a far  greater  num- 
ber of  dangers  that  one  habitually  dangerous 
driver,  even  if  the  dangerous  driver  clocks  up 
several  hundred  vulnerabilities  a day.  In  other 
words,  . . . the  ordinary  man,  because  of  his  prev- 
alence, emerges  today  as  the  chief  cause  of  acci- 
dents.” Yes,  this  is  all  very  true,  if  one  becomes 
excited  by  just  any  accident,  i.e.,  the  millions  of 
insignificant  ones.  We  in  Colorado  are  exercised 
about  the  fatal  and  devastating  ones. 

This  book  may  well  become  the  New  Canon  of 
a certain  group  of  workers  in  the  traffic  safety 
vineyard,  but  this  reviewer  finds  little  of  interest 
or  value  in  it.  He  recommends  to  the  author  the 
careful  reading  of  every  single  paper  in  the  Pro- 
ceedings of  the  first  three  International  Confer- 
ences on  Alcohol  and  Road  Traffic  (the  Proceed- 
ings of  the  Fourth  will  soon  be  released). 

Horace  E.  Campbell,  MD 
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Human  Development:  Edited  by  Frank  Falkner.  Phila.,  1966, 
Saunders.  644  p.  Price:  $20.00. 

Twenty-nine  authors  contribute  to  the  varied 
information  contained  in  the  volume  “Human  De- 
velopment” edited  by  Frank  Falkner,  M.D.,  chair- 
man of  the  Department  of  Pediatrics  at  the  Uni- 
versity of  Louisville  School  of  Medicine. 

This  is  a heavy  book,  both  factually  and  in 
terms  of  gross  tonnage,  but  is  clearly  printed  with 
uncluttered  diagrams,  charts  and  photographs. 

The  goal  of  publication  of  “Human  Develop- 
ment” was  to  create  a multichambered  domicile 
for  material  of  interest  to  all  students  of  “human 
biology”;  physicians,  basic  scientists,  paramedical 
investigators  and  teachers  generally. 

The  subjects  amplified  ranged  from  the  biologic 
principles  of  growth  to  development  of  immunity 
and  no  station  stops  are  omitted  on  the  fantastic 
timetable  of  the  transition  from  the  explosive 
moment  of  conception  to  the  arrival  at  full  ma- 
turity. 

Deviations  and  aberrations  along  the  way  are 
well  documented  and  as  up-to-date  as  is  possible 
in  a kaleidoscopic  world  where  established  prin- 
ciples of  biologic  behavior  and  activity  are  negated 
in  the  blink  of  a computer’s  eye.  Particularly  of 
interest  to  the  pediatrician,  and  well  written,  are 
the  sections  concerned  with  hormonal  influences 
on  human  development  by  Henning  Andersen, 
M.D.,  and  the  portion  of  the  chapter  on  psychologic 
development  of  the  child  titled  “Personality,  Be- 
havior, and  Temperament”  by  Jerome  Kagan,  M.D. 

Some  portions  of  this  comprehensive  book  are 
difficult  to  focus  down  upon  because  of  the  tech- 
nical nature  of  their  contents;  for  example,  “Sta- 
tistical Considerations”  by  Edmond  Churchill,  Ph.D. 
Others  are  muddied  by  the  distracting  employment 
of  unnecessarily  turgid  and  diffuse  jargon  which 
further  confuses  a complex  thesis  (Cognitive  De- 
velopment— John  C.  Wright,  Ph.D.).  Far  too  much 
space  was  devoted  to  the  section  “Cranial,  Facial 
and  Dentitional  Development”  by  T.  M.  Graber, 
D.D.S.,  who  splashes  about  happily  and  capably 
in  his  life’s  work  and  insists  that  the  reader  join 


him.  This  was  a difficult  book  for  the  editor  to 
synthesize  from  the  torrents  of  appropriate  litera- 
ture and  experience  but  the  purpose  and  ambition 
behind  its  origin  are  well  realized. 

This  is  not  a book  that  a pediatrician  need  feel 
obliged  to  include  on  his  shelves  but  it  certainly 
will  find  its  place  in  the  inner  circle  of  literature 
in  many  other  specialties  and  disciplines. 

S.  E.  Wheelock,  M.D. 

Arteriography  Principles  and  Techniques:  Emphasizing  Its 
Application  in  Community  Hospital  Practice:  By  Joseph  L. 

Curry  and  Willard  J.  Howland.  Phila.,  1966,  Saunders.  328  p. 
Price:  $14.00. 

This  rather  compact  book  emphasizes  the  appli- 
cation of  arteriography  in  community  hospital 
practice.  The  reason  for  this  book  is  to  explain 
arteriography  because  of  its  very  rapid  growth 
in  recent  years.  These  authors  feel  that  it  will  be 
a common  procedure  used  in  most  community  hos- 
pitals throughout  the  country. 

In  the  first  few  chapters,  the  authors  carefully 
outlined  the  essential  equipment  and  materials 
that  are  necessary  as  well  as  the  proper  technics, 
complications  and  precautions  to  carry  out  arteri- 
ography. This  is  simply,  but  rather  completely, 
explained.  They  discuss  and  give  their  rules  to 
increase  the  safety  of  the  arteriography  procedures 
as  done  by  them  in  a general  type  hospital. 

The  next  six  chapters,  which  complete  the  book, 
discuss  specific  portions  of  arteriography,  such  as 
aortography,  extremity  arteriography,  cerebral  ar- 
teriography, renal  arteriography  and  selective 
arteriography.  The  authors  do  not  attempt  to  cover 
any  work  on  cardiac  catheterization  or  angiog- 
raphy. The  pathological  entities  that  can  be  expect- 
ed in  the  various  portions  of  the  body  that  are 
investigated  by  arteriography  are  detailed  in  these 
final  chapters  and  well  explained  and  well  docu- 
mented and  photographed. 

This  book  is  an  excellent  introduction  to  the 
fundamental  principles  and  techniques  involved  in 
peripheral  arteriography  and  can  be  recommended 
to  anyone  who  wishes  to  start  work  in  this  field. 

J.  M.  Grogan,  M.D. 
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Colorado  Winter  Clinics 

February  28 -March  3 
Brown  Palace  Hotel,  Denver 
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A monthly  news  summary  from  the 
nation^ s capitol  by  the  Washington 
Office  of  AM  A 


At  a cost  of  nearly  $1  billion,  more  than  six 
million  older  persons  got  hospital  and  medical 
benefits  during  the  first  six  months  of  the  medicare 
program. 

Social  Security  Commissioner  Robert  M.  Ball 
expressed  satisfaction  with  the  overall  operations 
so  far  of  the  health  insurance  progam  for  the 
elderly.  But  Ball  warned  of  bed  shortages  in  the 
nation’s  capital,  in  various  New  England  states, 
and  in  most  rural  areas  when  a new  medicare 
benefit  of  nursing  home  care  went  into  effect 
Jan.  1.  He  estimated  that  50,000  to  60,000  beds 
would  be  needed  for  extended  care  in  nursing 
homes. 

The  Commissioner  recommended  a number  of 
changes  in  the  program: 

— He  urged  that  medicare  benefits,  which  apply 
to  persons  65  or  older,  be  extended  to  1.3  million 
disabled  persons. 

— He  said  the  major  improvement  needed  in 
the  Social  Security  program  is  an  “across-the- 
board”  increase  in  benefits.  Over-all  benefits  to 
be  paid  out  in  1966  will  rise  from  $21  billion  in 
1966  to  $25  billion  in  1967,  he  noted.  President 
Johnson  has  announced  he  will  seek  a boost  of 
about  10  per  cent  in  Social  Security  benefits  in 
the  next  Congress. 

Ball’s  report  on  the  first  six  months  of  medicare 
included: 

— About  2.5  million  elderly  persons  received 
free  hospital  care  and  3.5  million  benefited  from 
medical  services. 

— Since  medicare  began  July  1,  1966,  hospital 
occupancy  increased  5 per  cent,  as  expected.  Thirty 
per  cent  of  all  hospital  beds  were  occupied  by 
those  65  or  older  at  the  end  of  1966. 

— About  6,700  hospitals  now  are  participating 
in  medicare.  About  250  hospitals  were  excluded 
because  they  did  not  meet  minimum  standards, 
and  75  hospitals  because  of  racial  discrimination. 

— Payments  to  doctors  and  skilled  medical 
personnel,  such  as  radiologists,  have  taken  too  long. 

— Overcrowding  of  hospitals  in  various  “iso- 
lated” incidents. 

— Almost  all  of  the  17.5  million  persons  who 
signed  up  for  additional  medical  insurance  at  a 
premium  of  $3  maintained  their  payments. 


Seventeen  hospitals  in  five  states  declared  in- 
eligible for  federal  funds  because  of  failure  to 
comply  with  provisions  of  the  1964  Civil  Rights 
Act  were  granted  public  hearings  by  the  Public 
Health  Service  in  Alabama,  Louisiana,  Mississippi, 
South  Carolina  and  Texas. 

“Discriminatory  practices  found  at  the  hospitals 
include  the  segregation  of  patients  ...  an  absence 
of  negro  physicians  . . . and  the  segregation  of 
training  facilities,”  a PHS  spokesman  said. 

Sen.  George  D.  Aiken,  R.,  Vt.,  proposed  a nine- 
point  program  to  liberalize  benefits  under  the 
government’s  medicare  plan  for  action  by  Con- 
gress. One  would  extend  medicare  drug  coverage 
to  prescriptions  for  old  people  whether  or  not 
associated  with  hospital  confinement.  A similar 
plan  was  included  in  a Senate-passed  tax  bill  last 
summer  but  was  killed  in  a Senate-House  confer- 
ence. Other  Aiken  proposals  would  eliminate 
deductible  and  co-insurance  features,  waiting 
periods  and  enrollment  deadlines  from  the  medi- 
care plan,  lower  the  65  year  age  requirement  for 
women  to  62,  and  permit  payment  of  medical 
specialist  fees  customarily  provided  by  hospitals. 

* * ♦ * 

Expenditures  on  prescription  drug  research  and 
development  reached  a new  high,  but  fewer  new 
products  actually  reached  the  market  in  1966  than 
during  any  single  year  on  record. 

C.  Joseph  Stetler,  president  of  the  Pharmaceuti- 
cal Manufacturers  Association,  said  that  the  situ- 
ation was  attributable  to  several  factors,  including 
difficulties  encountered  under  federal  drug  regu- 
lations. He  said  that  the  1962  federal  drug  amend- 
ments had  necessitated  increasingly  lengthy,  costly 
periods  for  manufacturers  to  develop  technical 
information  required  by  the  government.  Stetler 
added  that  more  time  also  has  been  required  by 
the  Food  and  Drug  Administration  for  processing 
applications. 

Total  research  and  development  expenditures 
during  1966  were  estimated  by  Stetler  at  about 
$400  million.  He  said  that  only  11  basic  new 
products  had  been  marketed  in  the  year,  compared 
with  23  in  1965,  17  in  1964,  18  in  1963,  28  in  1962, 
and  41  in  1961.  The  peak  year  was  1959  when  63 
new  products  were  introduced. 

A PMA  survey  shows  that  a principal  focus 
of  the  million-dollar-a-day  search  by  industry  for 
new  pharmaceuticals  is  on  drugs  acting  on  the 
central  nervous  system  and  sense  organs.  These 
include  sedatives,  stimulants,  tranquilizers  and 
analgesics. 

Stetler  said  that  such  drugs  accounted  for 
$37.1  million  or  19  per  cent  of  the  $194.7  million 
spent  in  1965  on  applied  research  and  development 
by  42  of  the  nation’s  largest  prescription  drug 
firms. 
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orrAct  rliarrliAa 


in  gastroenteritis,  acute  infections 


Effectiveness — physiologic  evidence  indi- 
cates that  Lomotil  acts  directly  on  the 
smooth  muscle  of  the  bowel  to  lower  motil- 
ity and  control  diairhea.  This  action  is  un- 
surpassed in  promptness  and  efficiency. 

Convenience— Lomotil  is  available  as 

small,  easily  carried,  virtually  tasteless  tab- 
lets and  as  a pleasant,  fruit-flavored  liquid. 


Versatility  — The  therapeutic  efficiency, 
safety  and  convenience  of  Lomotil  may  be 
used  to  advantage  alone  or  adjunctively  in 
diarrhea  associated  with : 

• Functional  hypermotility  • Regional  enteritis 

• Irritable  bowel  • Ileostomy 

• Acute  infections  • Ulcerative  colitis 

• Gastroenteritis  and  colitis  • Food  poisoning 

• Malabsorption  syndrome  • Drug  therapy 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 
Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 


Children:  Total  Daily  Dosage  . . ^ 

3-6  mo.  . . Vz  tsp*.  t.i.d.  (3  mg.)  Eli 
6-12  mo.  . ¥2  tsp.  .q.i.d.  (4  mg.)  1 1 1 I 

1- 2yr.  ...  1/2  tsp.  5 times  daily  (5  mg.)  1 | | | 1 

2- 5  yr.  ...  1 tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr 1 tsp.  q.i.d.  (8  mg.)  111! 

8-12yr. ..  1 tsp.  5 times  daily  (10  mg.)  | 1 | | 1 

Adults:  . . 2 tsp.  5 times  daily  (20  mg.) 

(or  2 tablets  q.i.d.)  ^ 

*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


Precautions:  Lomotil,  brand  of  diphenoxylate  hy- 
drochloride with  atropine  sulfate,  is  a Federally  ex- 
empt narcotic  preparation  of  very  low  addictive 
potential.  Lomotil  should  be  kept  out  of  reach  of 
children  since  accidental  overdosage  may  cause  se- 
vere respiratory  depression.  Recommended  dosages 
should  not  be  exceeded.  Lomotil  should  be  used 
with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  taking  addicting  drugs  or  bar- 
biturates. The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon 
but  among  those  reported  are  gastrointestinal  irri- 
tation, sedation,  dizziness,  cutaneous  manifesta- 
tions, restlessness,  insomnia,  numbness  of  extremi- 
ties, headache,  blurring  of  vision,  swelling  of  the 
gums,  euphoria,  depression  and  general  malaise. 
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ftuocinolone  acetonide  — an  origmai  steroid  from 

SYNTEX® 

laboratories  INC.,  PALO  ALTO,  CALIF. 


controls 
Infected 
inflammatory 
dermatoses 
that  start  from 
scratch 


Neo-Synalar 

fluocinolone  acetonide-neomycin  sulfate  cream) 

Cream 


The  “itch-scratch”  cycle  usually  associ- 
ated with  inflammation  often  results  in 
infected  dermatoses  because  broken 
skin  surfaces  are  particularly  vulnerable 
to  pathogenic  bacteria.*  To  treat  in- 
fected inflammatory  dermatoses,  Neo- 
Synalar  Cream  combines  the  most 
active  topical  corticosteroid  with  a 
highly  reliable  antibiotic  generally  re- 
served for  topical  application. 

In  Neo-Synalar,  fluocinoline  acetonide 
controls  the  inflammation  and  provides 
rapid  relief  from  associated  pruritus.  At 
the  same  time,  its  antibacterial  compo- 
nent—neomycin— combats  superficial 
infection  caused  by  many  gram-positive 
and  gram-negative  bacilli^  that  often 
colonize  and  thrive  on  abraded  skin.* 

A specially  formulated  vanishing  cream 
base  that  is  greaseless  and  odor  free 
makes  Neo-Synalar  cosmetically  appeal- 
ing, and  encourages  greater  patient 
cooperation. 

controls  the  infection 
stops  the  scratch 


Contraindications:  Tuberculous,  fungal,  and 
most  viral  lesions  of  the  skin  (including  herpes 
simplex,  vaccinia,  and  varicella).  Not  for  ophthal- 
mic use.  Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of  its  com- 
ponents. Precautions;  Neomycin  rarely  produces 
allergic  reactions.  Prolonged  use  of  any  antibi- 
otic may  result  in  overgrowth  of  nonsusceptible 
organisms;  if  this  occurs,  appropriate  therapy 
should  be  instituted.  Where  severe  local  infection 
or  systemic  infection  exists,  the  use  of  systemic 
antibiotics  should  be  considered,  based  on  sus- 
ceptibility testing.  While  topical  steroids  have 
not  been  reported  to  have  an  adverse  effect  on 
pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively 
on  pregnant  patients,  in  large  amounts,  or  for 
prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  not  ordinarily  encountered  with  topi- 
cal corticosteroids.  As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to  Neo-Syna- 
lar under  certain  conditions.  Availability:  Neo- 
Synalar  Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35%  neomycin 
base),  5 and  15  Gm.  tubes. 

References;  1.  Pillsbury,  D.  M.,  Shelley,  W.  B., 
and  Kligman,  A.  M.:  A manual  of  cutaneous 
medicine,  Philadelphia,  Saunders,  1961,  p.  79. 
2.  Barber,  M.,  and  Garrod,  L.  R:  Antibiotic  and 
chemotherapy,  Baltimore,  Williams  and  Wilkins, 
1963,  p.  111. 


WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That’s  why  we’re  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you^ — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it’s  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Denver,  Colorado  80215 


MEMBER 


MOKMIMGSID 

HOSPITAL 


Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

Wendell  H.  Hutchens,  M.D.,  Medical  Director — Henry  Coe,  Administrator 
10008  S.E.  Stork  Street,  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 
Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1 893 
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OFFICERS  1966-67 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  and  expires 
Sept.  23,  1967,  at  the  Annual  Session  in  Colorado  Springs. 
President:  Myron  C.  Waddell,  Denver. 

President-elect:  Henry  H.  Zeigel,  Collbran. 

Vice  President:  Eugene  B.  Ley,  Pueblo. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trustees:  Carl  H.  McLauthlin,  Denver,  1967; 
Kenneth  A.  Platt,  Westminster,  1967;  William  A.  H.  Rettberg, 
Denver,  1968;  Robert  W.  Ludwick,  Sterling,  1969. 

Delegates  to  the  American  Medical  Association:  Harlan  E. 
McClure,  Lamar,  Dec.  31,  1967  (Alternate,  Vernon  L.  Bolton, 
Colorado  Springs,  Dec.  31,  1967);  Gatewood  C.  Milligan, 

Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31,  1967);  Kenneth  C.  Sawyer,  Denver.  Dec.  31,  1968 
(Alternate,  Robert  E.  McCurdy,  Denver,  Dec.  31,  1968). 
Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Vice  Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver 
Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Judicial  Council:  District  No.  1 — Daniel  H.  Buchanan,  Jr.,  1969; 
District  No.  2 — John  Simon,  Englewood,  1968;  District  No.  3 — 
Kenneth  E.  Gloss,  Colorado  Springs,  1967;  District  No.  4 — 
James  G.  Price,  Brush,  1969;  District  No.  5— Jacob  J.  Zuidema, 
Greeley,  1969;  District  No.  6 — Heman  R.  Bull,  Grand  Junction, 
1967;  District  No.  7— Tullius  W.  Halley,  Durango,  1967;  District 
No.  8 — Herman  W.  Roth,  Monte  Vista;  District  No.  9 — Scott 
A.  Gale,  Pueblo,  1968. 

Grievance  Committee:  Joel  R.  Husted,  Boulder,  1967;  James 
A.  Henderson,  Englewood,  1967;  Robert  J.  Bliss,  Fort  Collins, 
1967;  John  A.  McDonough,  Ordway,  1967;  H.  Harper  Kerr, 
Pueblo,  1967;  Edward  E.  Tennant,  Sterling,  1967;  John  B. 
Griffith,  Aurora,  1968;  Clayton  K.  Mammel,  Denver,  1968; 
Victor  A.  Crumbaker,  Grand  Junction,  1968;  Robert  B. 
Richards,  Fort  Morgan,  1968;  Bernard  E.  Campbell,  Lakewood, 
1988;  Keith  F.  Krausnick,  Lamar,  1968. 

COUNCIL  ON  INTERPROFESSIONAL  RELATIONS:  William 

A.  Liggett,  Chairman,  Denver,  1967;  W.  Kemp  Absher,  Pueblo, 
Vice  Chairman,  1967;  Claude  D.  Bonham,  Denver,  1967;  Robert 

B.  Richards,  Fort  Morgan,  1967;  Lawrence  W.  Roessing,  Den- 
ver, 1968;  James  A.  Philpott,  Jr.,  Denver,  1968;  Richard  P. 
Saunders,  Grand  Junction,  1968;  Gill  Brehm,  Sterling,  1968. 


COMMITTEES  OF  THE  COUNCIL- 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY: 

Walter  C.  Herold,  Chairman,  Colorado  Springs;  Clyde  E. 
Stanfield,  Denver;  Paul  R.  Hildebrand,  Brush. 

ADVISORY  COMMITTEE  TO  THE  COLORADO  ASSOCIA- 
TION OF  MEDICAL  ASSISTANTS:  James  M.  Woodward,  Jr., 
Chairman,  Denver;  Paul  A.  Pfarr,  Arvada;  Fordyce  G.  McCabe, 
Boulder  (Special  Consultant);  Robert  G.  Volz,  Denver;  Wells 
F.  Harvey,  Jr.,  Englewood;  Kenneth  H.  Beebe,  Sterling. 

COMMITTEE  ON  MEDICINE  AND  RELIGION:  B.  T.  Daniels, 
Denver,  Chairman;  Lewis  Barbato,  Denver;  Thomas  H.  Foley, 
Denver;  Paul  K.  Hamilton,  Denver;  Abraham  J.  Kauvar, 
Denver, 

MEDICOLEGAL  COMMITTEE:  William  A.  Liggett,  Chairman, 
Denver,  1967;  Thomas  J.  Kennedy,  Vice  Chairman,  Denver 
1968;  Howard  F.  Bramley,  Denver,  1967;  Elmer  M.  Franz, 
Denver,  1967;  S.  C.  Percefull,  Englewood,  1968;  Warren  W. 
Tucker,  Denver,  1968. 

COMMITTEE  ON  NURSING  AFFAIRS:  Claude  D.  Bonham, 
Denver,  Chairman;  Vincent  E.  Gardner,  Cortez;  Marcia  F. 
Curry,  H.  Calvin  Fisher,  both  of  Denver;  John  C.  Lundgren, 
Julesburg;  Carl  W.  Swartz,  Pueblo. 


PROFESSIONAL  INSURANCE  AND  RETIREMENT  COMMIT- 
TEE: Roger  Johnson,  Denver,  Chairman;  Albert  E.  James, 
Denver;  Robert  Melzer,  Denver;  Dale  C.  Hathaway,  Lakewood; 
Edward  C.  Budd,  Salida. 


COUNCIL  ON  LEGISLATION:  Richard  D.  Talbott,  Denver, 
Chairman,  1967;  Phillip  D.  Weaver,  Greeley,  Vice  Chairman, 
1967;  Edward  B.  Liddle,  Colorado  Springs,  1967;  Frank  E. 
Stander,  Pueblo,  1967;  Robert  G.  Bosworth,  Jr.,  Denver,  1968; 
James  B.  Dumm,  Denver,  1968;  Charles  R.  Freed,  Denver, 
1968;  Harlan  B.  Huskey,  Fruita,  1968. 


COMMITTEES  OF  THE  COUNCIL- 

LEGISLATIVE  FORUMS  COMMITTEE:  Phillip  D.  Weaver, 
Greeley,  Chairman;  William  Y.  Takahashi,  Boulder;  James 
B.  Dumm,  Denver;  Ward  B.  Studt,  Grand  Junction;  William 
R.  Sisson,  La  Junta. 

LEGISLATIVE  INFORMATION  COMMITTEE:  Edward  B. 
Liddle,  Colorado  Springs,  Chairman;  Bruce  A.  Pattee,  Colorado 
Springs;  Patrick  W.  Luter,  Durango;  Harlan  B.  Huskey, 
Fruita;  Stuart  A.  Patterson,  Fort  Collins. 

LEGISLATIVE  SESSIONS  COMMITTEE:  Richard  D.  Talbott, 
Denver,  Chairman;  Robert  B.  McFarland,  Boulder;  Robert 
G.  Bosworth,  Jr.,  Denver;  Harold  C.  Leight,  Denver;  James 
M.  Woodward,  Denver. 


NATIONAL  LEGISLATIVE  COMMITTEE:  Frank  E.  Stander, 
Pueblo,  Chairman;  Marcia  F.  Curry  and  Charles  R.  Freed, 
both  of  Denver. 


COUNCIL  ON  MEDICAL  SERVICE:  Joseph  B.  McCloskey, 
Denver,  Chairman,  1968;  Edward  J.  Donovan,  Denver,  Vice 
Chairman,  1967;  Walter  E.  Vest,  Denver,  1967;  Arthur  R. 
Olsen,  Fort  Morgan,  1967;  T.  M.  Rogers,  Sterling,  1967;  Harold 
M.  Haugen,  Denver,  1968;  Clayton  K.  Mammel,  Denver,  1968; 
John  D.  Glismann,  Lakewood,  1968. 


COMMITTEES  OF  THE  COUNCIL- 

COMMITTEE  ON  AGING:  Robert  F.  Berris,  Denver,  Chairman; 
Wallace  H.  Livingston,  Denver,  Vice  Chairman;  Jack  L. 
Baughman,  Denver;  F.  Menard  Murray,  Durango;  L.  Edward 
Eilinwood,  Grand  Junction;  Willard  Nicholl,  Greeley. 

COMMITTEE  ON  BLOOD:  William  A.  H.  Rettberg,  Denver, 
Chairman;  Ernest  P.  Elzi,  Robert  W.  Lackey,  Robert  W. 
Virtue,  all  of  Denver. 

REPRESENTATIVES  TO  THE  BLUE  CROSS  BOARD:  Samuel 
P.  Newman,  Lakewood;  Heman  R.  Bull,  Grand  Junction. 

BLUE  SHIELD  ADVISORY  COMMITTEE:  Robert  E.  McCurdy, 
Denver,  Chairman,  1967;  Robert  B.  Bradshaw,  Alamosa,  1967; 
Raymond  C.  Beethe,  Burlington,  1967;  Henry  C.  Grabow, 
Canon  City,  1967;  James  V.  Carris,  Colorado  Springs,  1967; 
F.  A.  Garcia,  John  Litvak,  Walter  J.  Longway,  Donald  E. 
Newland,  Leroy  J.  Sides,  all  Denver,  1967;  Chester  M. 
Wigton,  Durango,  1967;  Leon  L.  Gordon,  Lafayette,  1967; 
William  R.  Sisson,  La  Junta,  1967;  John  Peters,  Jr.,  Norwood, 
1967;  Lloyd  W.  Surges,  Leadville,  1967;  Jack  L.  Mackey, 
Sterling,  1967;  A.  T.  Waski,  Akron,  1968;  Robert  Kulp,  Brush, 
1968;  H.  H.  Rodman,  Colorado  Springs,  1968;  Robert  Bennett,, 
uelta,  196d;  Daniel  E.  Gelfand,  Howard  T.  Horsley,  Herbert  B. 
Kennison,  John  A.  McAfee,  Arthur  E.  Prevedel,  H,  U. 
Waggener,  Norman  Welch,  all  Denver,  1968;  Charles  W.  Huff,. 
Englewood,  1968;  Ivan  E.  Hix,  Lakewood,  1968;  George  .S 
Williams,  Lamar,  1968;  Leo  J.  Leonard,  Salida,  1968;  James  E. 
Donnelly,  Trinidad,  1968;  Philip  H.  Norton,  Aurora,  1969; 
James  A.  Johnson  and  Barton  L.  Lewis,  Colorado  Springs,. 
1939;  Paul  W.  Doneskey,  Cortez,  1968;  David  T.  Thurston,  Craig, 
1969;  D.  Eugene  Cowan,  David  L.  Kelble,  Lex  L.  Penix,  Norbert 
L.  Shere,  Lloyd  V.  Shields,  all  Denver,  1969;  Charles  E.  Basye,. 
Fort  Collins,  1969;  Edward  E.  Mueller,  (ijlenwood  Springs, 
1969;  James  R.  Dunn,  Grand  Junction,  1969;  John  H.  Dahl, 
Lakewood,  1969;  William  E.  Jobe,  Littleton,  1969;  William  C.. 
Daney,  Pueblo,  1969;  Edwin  D.  Kadlub,  Windsor,  1969. 

DISASTER  MEDICAL  CARE  COMMITTEE:  Robert  Collier, 
Wheat  Ridge,  Chairman;  James  M.  Perkins,  Denver,  Vice 
Chairman;  William  F.  Waddell,  Brighton;  David  J,  Greiner, 
Colorado  Springs;  V.  E.  Wohlauer,  Denver;  Donald  B.  Wells, 
Fort  Collins;  Scott  P.  Christensen,  Grand  Junction;  John, 
Lunt,  Littleton;  Ralph  M,  Wexler,  Pueblo. 

HEALTH  INSURANCE  REVIEW  COMMITTEE:  George  R.. 
Buck,  Denver,  Chairman;  E.  Bruce  Badger,  William  R. 
Coppinger,  Charles  E.  McCrory,  all  Denver;  Joseph  M.  Shearer, 
Wheat  Ridge. 
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MEDICAL  FACILITIES  COMMITTEE:  Robert  V.  Elliott, 
Denver,  Chairman:  Vernon  L.  Bolton,  Colorado  Springs; 
Roy  L.  Cleere,  Thomas  H.  Mahoney,  Homer  McClintock, 
Conrad  Riley,  Lorenz  R.  Wurtzebach,  all  Denver;  Eugene 
Wiege,  Greeley;  G.  W.  Ecklund,  Lamar;  Robert  Viehe, 
Glenwood  Springs. 

COMMITTEE  ON  MEDICAL  ASPECTS  OF  SPORTS:  James 
E.  Strain,  Denver,  Chairman;  Bert  McDowell,  Broomfield; 
Joseph  B.  Hick,  Delta;  John  M.  Lampe,  Denver;  Douglas 
M.  Murray,  Fort  Collins;  Herbert  Maruyama,  Lakewood. 

MILITARY  AFFAIRS  COMMITTEE:  Robert  S.  Liggett,  Den- 
ver, Chairman;  Jackson  Sadler,  Fort  Collins;  Leo  W.  Lloyd, 
Durango;  K.  D.  A.  Allen,  Denver  (Consultant). 

RELATIVE  VALUE  SCALE  COMMITTEE:  James  E.  List,  Den- 
ver, Chairman;  Charles  E.  Pennington,  Colorado  Springs,  Vice 
Chairman;  Sidney  Blandford,  Leo  J.  Flax,  Richard  S.  Cohen, 
Robert  L.  Eastman,  E.  Howard  Fralick,  Paul  K.  Hamilton, 
Howard  Horsley,  Frank  Joyce,  David  L.  Kelble,  Gene  M. 
Lasater,  Harold  D.  Locketz,  Thomas  H.  Mahoney,  John  C. 
McAfee,  Homer  McClintock,  Gerald  M.  Miller,  James  A. 
Philpott,  Jr.,  Wilbur  L.  Riemers,  Kenneth  C.  Sawyer,  Jr., 
Janet  E.  Schemmel,  Edward  J.  Swets,  George  Twombly, 
William  H.  Wilson,  all  of  Denver;  Robert  Carver,  Englewood; 
Jack  Cooper,  Fort  Morgan;  Donald  G.  Allely,  Greeley. 

STATE  WELFARE  DEPARTMENT  AFFAIRS  COMMITTEE: 
Robert  L.  McKenna,  Denver,  Chairman;  John  M.  Wood, 
Englewood;  John  R.  Chamberlin,  Lakewood. 

COMMITTEE  ON  WORKMEN’S  COMPENSATION  AFFAIRS: 
William  H.  Wierman,  Denver,  Chairman;  Raymond  W. 
Hammer,  Denver;  Elmer  M.  Franz,  Denver;  John  R.  Gill, 
Denver;  Karl  F.  Sunderland,  Denver. 


COUNCIL  ON  PUBLIC  HEALTH:  Robert  K.  Brown,  Denver, 
Chairman,  1968;  Kenneth  E.  Gloss,  Colorado  Springs,  Vice 
Chairman,  1967;  Roger  S.  Mitchell,  Denver,  1967;  Robert  T. 
Porter,  Greeley,  1967;  John  Straub,  Limon,  1967;  Henry  B. 
Strenge,  Boulder,  1968;  Roy  L.  Cleere,  Denver,  1968;  Lynn  A. 
James,  Grand  Junction,  1968. 

COMMITTEES  OF  THE  COUNCIL- 

ADDICTIONS  COMMITTEE:  Richard  L.  Conde,  Colorado 
Sprmgs,  Chairman;  Edward  J.  Delehanty,  William  M. 
Robinson,  William  F.  Stephenson,  all  of  Denver. 

AUTOMOTIVE  SAFETY  COMMITTEE:  Horace  E.  Campbell, 
Denver,  Chairman;  Thomas  J.  Hurley,  Colorado  Springs, 
Vice  Chairman;  Charles  D.  Bloomquist,  Ralph  L.  Cotton, 
Robert  G Volz,  all  Denver;  Wilford  D.  Stedman,  Lakewood; 
H.  Harper  Kerr,  Pueblo. 

ENVIRONMENTAL  HEALTH  AND  REHABILITATION  COM- 
MITTEE: Robert  F.  Bell,  Denver,  Chairman;  George  C. 
Twombly,  Denver,  Vice  Chairman;  Beatrice  Gilbert,  David 

L.  Kelble,  Donald  Perkin,  James  M.  Perkins,  all  of  Denver; 
John  S.  Young,  Lakewood;  Vernon  H.  Price,  Steamboat 
Springs. 

COMMITTEE  ON  HEALTH  EDUCATION  AND  SCHOOL 
HEALTH:  Donald  E.  Cook,  Greeley,  Chairman;  Marcia  F. 
Curry,  Mildred  E.  Doster,  Richard  L.  Harvey,  William  Inkret, 
Marvin  C.  Nelson,  Edwin  T.  Williams,  all  of  Denver;  Joseph 

A.  Browning,  Durango;  N.  Paul  Anderson,  Fort  Collins; 
Robert  F.  Sears,  Lakewood;  Donald  W.  Schiff,  Littleton. 

COMMITTEE  ON  INFECTIOUS  DISEASES:  Henry  B.  Strenge, 
Boulder,  Chairman;  Robert  B.  McFarland,  Boulder;  Vincent 

A.  Fulginiti,  Gordon  Meiklejohn,  David  A.  Murphy,  Carl  W. 
Tempel,  all  of  Denver. 

MATERNAL  AND  CHILD  HEALTH  COMMITTEE:  Peter  C. 
Bigler,  Denver,  Chairman;  Jean  M.  Bremers,  L.  Joseph 
Butterfield,  Ralph  W.  Gibbons,  W.  Donald  Woodard,  all  of 
Denver. 

MENTAL  HEALTH  COMMITTEE:  Frederick  A.  Lewis,  Denver, 
Chairman:  Richard  L.  Conde,  Colorado  Springs;  Robert  S. 
Behrns,  Edward  G.  Billings,  Howard  A.  Bronson,  Laurence 

M.  Currier,  Alan  M.  Kraft,  Charles  A.  Rymer,  Brandt  F. 
Steele,  Franklin  P.  Wherry,  all  of  Denver;  David  R.  Rice, 
Englewood;  Charles  E.  Meredith,  Pueblo. 

RURAL  HEALTH  COMMITTEE:  Richard  A.  Davis,  La  Junta, 
Chairman:  Edward  G.  Merritt,  Dolores,  Vice  Chairman;  Richard 
E.  Geesaman,  Boulder;  V.  E.  Wohlauer,  Denver;  John 
Buglewicz,  Florence;  G.  I.  Madison,  Grand  Junction;  Edward 
J.  Kinzer,  Johnstown;  Clarence  O.  Hughes,  Littleton,  Paul  E. 
Tramp,  Loveland;  Gilbert  T.  Good,  Yuma. 

COMMITTEE  ON  VENEREAL  DISEASE  CONTROL:  Winthrop 

B.  Crouch,  Colorado  Springs,  Chairman;  William  A.  Campbell, 
HI,  Cecil  Mollohan,  Charles  E.  Wilson,  all  Denver;  William  L. 
Doig,  Wheat  Ridge;  Frederick  G.  Tice,  Pueblo. 


WEEKLY  HEALTH  COLUMN  AND  HEALTH  ARTICLES 
COMMITTEE:  Herbert  J.  Rothenberg  Denver,  Chairman; 
Edward  L.  Binkley,  Stuart  G.  Dunlop,  Ph.D.,  Gilbert  Hermann, 
Nelson  Rangell,  Lloyd  V.  Shields,  all  of  Denver. 


COUNCIL  ON  SCIENTIFIC  EDUCATION:  William  M.  Covode, 
Denver,  Chairman,  1968;  Joseph  S.  Pollard,  Colorado  Springs, 
Vice  Chairman,  1967;  John  H.  Freed,  Denver,  1967;  Jess  H. 
Humphries,  Denver,  1967;  William  R.  Waddell,  Denver,  1967; 
Joseph  H.  Holmes,  Denver,  1968;  Thomas  W.  Moffatt,  Denver, 
1968;  Louis  C.  Wollenweber,  Lakewood,  1968. 

COMMITTEES  OF  THE  COUNCIL — 


CANCER  COMMITTEE:  N.  Paul  Isbell,  Denver,  Chairman; 
Claude  D.  Bonham,  John  S.  Bouslog  (Emeritus  Consultant), 
R.  Neil  Chisholm,  B.  T.  Daniels,  Raymond  W.  Hammer, 
William  A.  Hines,  John  A.  Lichty,  A.  E.  Lubchenco,  Hugh 
McGee,  Harold  Palmer,  McKinnie  Phelps,  Kenneth  C.  Sawyer, 
Ben  C.  Williams,  Banning  Likes  of  Lamar. 

MEDICAL  EDUCATION  COMMITTEE:  L.  E.  Maurer,  Boulder, 
Chairman;  Edward  L.  Lord,  Aurora;  Robert  S.  Liggett,  Robert 

B.  Sawyer,  both  of  Denver;  James  D.  Hites,  Fort  Collins; 
Allan  B.  Kortz,  Englewood;  Roger  S.  Wotkyns,  Lakewood. 

COMMITTEE  ON  QUACKERY:  Arthur  R.  Olsen,  Fort  Morgan, 
Chairman;  John  B.  Farley,  Pueblo,  Vice  Chairman;  Homer 

C.  Cowen,  Denver;  Victor  A.  Crumbaker,  Grand  Junction; 
Alan  I.  Bortz,  Littleton. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  George  P. 
Lingenfelter,  Chairman,  Denver,  1967;  Eugene  P.  Ley,  Pueblo, 
1968;  Carl  H,  McLauthlin,  Denver,  1969;  Bertram  L.  Pear, 
Denver,  1970;  George  H.  (iurfman,  Denver,  1971. 

REPRESENTATIVES  TO  COLORADO-WYOMING  STATE 
FAIR:  Robert  F.  Dillon,  Colorado  Springs,  1967;  H.  Calvin 
Fisher,  Denver,  1968. 

COLORADO  WINTER  CLINICS  PROGRAM  COMMITTEE: 
L.  Joseph  Butterfield,  Denver,  Chairman;  Gilbert  Balkin, 
Denver,  Vice  Chairman;  Thomas  F.  Green,  Jess  H.  Humphries, 
both  of  Denver;  Robert  F.  Linnemeyer,  (jrand  Junction;  Guy 

D.  Calonge,  La  Junta;  Ted  Miller,  Pueblo;  Gilbert  T.  Good, 
Yuma. 


COMMITTEES  OF  THE  BOARD  OF  TRUSTEES 

EXECUTIVE  COMMITTEE;  Myron  C.  Waddell,  Denver,  Chair- 
man; Marvin  E.  Johnson,  Carl  H.  McLauthlin,  William  A.  H. 
Rettberg,  all  of  Denver;  Kenneth  A.  Platt,  Westminster. 

FINANCE  COMMITTEE:  Kenneth  A.  Platt,  Westminster, 
Chairman;  William  A.  Day,  Colorado  Springs;  Carl  H. 
McLauthlin,  Denver. 

BUILDING  MANAGEMENT:  J.  Robert  Spencer,  Denver, 
Chairman;  Marvin  E.  Johnson  and  William  A.  H.  Rettberg, 
both  of  Denver. 

COCHEMS  TRUST  FUND:  Myron  C.  Waddell,  Denver;  Henry 
H.  Zeigel,  Collbran;  Eugene  P.  Ley,  Pueblo. 

CODE  OF  COOPERATION  COMMITTEE;  John  S.  Bouslog, 
Denver,  Chairman;  Marcus  B.  Bond  and  Myron  C.  Waddell, 
both  of  Denver;  Henry  H.  Zeigel,  Collbran;  Mr.  Donald  G. 
Derry,  Denver. 

ORIENTATIONS  COURSE  COMMITTEE:  Robert  J.  Bennett, 
Delta,  Chairman;  Jerry  A.  Freeman,  John  R.  GUI,  Frederick 
K.  Magnuson,  A.  C.  Sudan,  Jr.,  all  of  Denver;  James  A. 
Henderson,  Englewood;  Robert  R.  Tipton,  Lakewood. 

PUBLIC  RELATIONS  COMMITTEE:  Marcus  B.  Bond,  Denver, 
Chairman;  A.  I.  Rowans,  Aurora;  Joseph  L.  Kovarik,  Denver; 
Charles  W.  Huff,  Englewood;  Wyley  E.  Eaton,  Lakewood. 

ADVISORY  COMMITTEE  ON  FEES:  Samuel  B.  Childs,  Den- 
ver, Chairman;  Charles  E.  Pennington,  Colorado  Springs; 
James  E.  List,  Robert  L.  McKenna,  Wilbur  L.  Reimers,  all 
of  Denver;  Gatewood  C.  Milligan,  Englewood:  Harlan  E. 
McClure,  Lamar. 

REPRESENTATIVES  TO  THE  INTERORGANIZATIONAL 
ADVISORY  COUNCIL:  Joseph  B.  McCloskey  and  Carl  H. 
McLauthlin,  both  of  Denver. 

UTILIZATION  REVIEW  COMMITTEE:  Clare  C.  Wiley,  Long- 
mont, Chairman;  Terry  J.  Gromer  and  Duval  E.  Harvey,  both 
of  Denver;  J.  Alan  Shand,  La  Junta;  Carl  W.  Swartz,  Pueblo. 
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Montana  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Albert  L.  Vadheim,  Bozeman. 

President-elect:  Alfred  M.  Fulton,  Billings 
Vice  President:  Mark  B.  Listerud,  Wolf  Point. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Hugh  V.  Anderson.  Great  Falls 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings 
Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Albert  L.  Vadheim,  Bozeman;  Alfred 
M.  Fulton,  Billings;  Mark  B.  Listerud,  Wolf  Point;  Oscar  A. 
Swenson,  Sidney;  Hugh  V.  Anderson,  Great  Falls;  Robert  W 
Thometz,  Butte;  Paul  J.  Gans,  Lewistown;  Robert  K.  West, 
Cut  Bank. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren 
D.  Bowman,  Jr.,  Billings 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585 


Nevada  State  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  William  M.  Tappan,  Reno. 

President-elect:  Richard  A.  Petty,  Carson  City. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Immediate  Past  President:  Joseph  M.  George,  Jr.,  Las  Vegas. 
Delegate  to  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal; 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1967  Annual  Session. 

President:  Tom  L.  Carr,  Albuquerque. 

President-Elect:  Emmit  M.  Jennings,  Roswell. 

Vice  President:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Robert  P.  Beaudette,  Raton 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 


Councilors  for  Three  Years:  Don  R.  Clark,  Roswell;  Alvin  S. 
Hartz,  Farmington;  Samuel  E.  Neff,  Clovis. 

Councilors  for  Two  Years:  Harry  D.  Ellis,  Santa  Fe;  Armin 
T.  Keil,  Raton. 

Councilors  for  One  Year:  W.  W.  Kridelbaugh,  Albuquerque; 
Richard  C.  Sherman,  Alamogordo. 

Scientific  Editor  for  New  Mexico.  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal;  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 


Utah  State  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Paul  A.  Clayton,  Salt  Lake  City 

President-elect:  Drew  M.  Petersen,  Ogden 

Past  President:  L.  V.  Broadbent,  Cedar  City 

Honorary  President:  Juel  E.  Trowbridge,  Bountiful 

Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City 

Treasurer  ’69:  Ralph  C.  Richards,  Salt  Lake  City 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo 

President,  Medical  Service  Bureau;  Wilford  G.  Biesingei, 

Springville 

Speaker,  House  of  Delegates;  J.  Clare  Hayward,  Logan 
Alternate  Speaker,  House  of  Delegates:  William  R. 
Christensen,  Salt  Lake  City 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Alan  E. 
Lindsay,  Salt  Lake  City 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL  5-7477. 


Wyoming  State  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  Indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Ray  K.  Christensen,  Powell 

President-eleet:  Laurence  W.  Greene,  Jr.,  Laramie 

Vice  President:  Henry  N.  Stephenson,  Newcastle 

Secretary:  Raymond  E.  Kunkel,  Thermopolis 

Treasurer:  Elmer  S.  McKay,  Lander 

Delegate  to  the  A.M.A.;  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Speaker  of  the  House;  John  H.  Froyd,  Worland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Mr.  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.  O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 
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WANT  ADS 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 


OFFICE  SPACE  AVAILABLE  southwest  Denver  location 
in  established  medical-dental  building.  Reasonable  rent. 
Liberal  leasing  terms.  Call  935-5383  or  781-3809.  12-3-TFB 


GENERAL  PRACTICE.  Choice  two  man  partnership  grossing 
$120,000.  Modern  clinic  building  with  medical  and  dental 
facilities,  across  street  from  20  bed  hospital.  Northern  Colorado 
Rockies.  Both  physicians  specializing.  Easy  terms.  Available 
July  1,  1967.  Kremmling  Clinic,  Box  497,  Kremmling,  Colo- 
rado. 1-1-3B 


RITTER  examining  table — used.  In  good  condition.  $700.00. 
Call  Mrs.  Chauncey  Hager,  322-9359,  Denver.  2-3-TFB 


MEDICAL  SPACE  available  in  exclusive  medical  building. 

South  Colorado  Blvd.,  Denver.  Elevator,  parking,  janitor 
service.  Call  935-4607.  Nights  call  755-0420.  2-4-lB 


INTERNIST,  31,  board  eligible,  university  trained  with  sub- 
specialty in  Gastroenterology  desires  association  with  group 
or  other  internist  in  Central  Colorado  or  Northern  New  Mexico 
area.  Military  obligation  complete.  Reply  to  Box  2-5-lB,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver, 
Colorado  80218.  2-5-lB 


NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,000  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
Jim  Hickam,  777-2671.  1-3-TFB 


FOR  LEASE  JUNE  1 or  later — Medical  office,  680  sq.  ft.,  6 
rooms,  darkroom  and  lavatory.  Bear  Valley  Shopping  Center. 
GP  leaving  Denver  and  15-year  established  practice.  Call  A.  L. 
French,  Jr.,  MD,  935-3549,  3100  South  Sheridan  Blvd., 

Denver.  1-4-3 


OFFICE  SUITES  AVAILABLE— 1000  sq.  ft.,  consultation  room, 
three  examining  rooms,  business  area  and  waiting  room, 
near  hospital  in  Casper,  Wyoming.  Community  active  medically 
with  enlarging  hospital.  Inquire  C.  Robertson,  1150  Payne 
Ave.,  Casper,  Wyo.  Phone  307-234-1442  2-2-5B 


GENERAL  PRACTITIONER  FOR  A SMALL  FAMILY  PRAC- 
TICE GROUP  in  New  Mexico.  Attractive  initial  salary  leading 
to  partnership.  Modem  building  with  laboratory,  x-ray  and 
Physical  Therapy.  Write:  Guy  C.  Hill,  Business  Manager, 
Box  1030,  Silver  City,  New  Mexico.  2-1-3B 
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Lou  Lagrave 

Serving  Medical  Profession 
Over  Twenty  Years 

Hilton  Hotel  Bldg. 
Albuquerque,  N.  M.  247-4045 

Rauscher  Pierce  Securities  Corp. 

Member  New  York  Stock  Exchange  and  other  leading 
Exchanges 


EXCLUSIVELY 


For  the  medical  and  dental  professions  i 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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You  Can  Order  REPRINTS 

of  any  feature  or  advertisement  appearing  in 
The  Rocky  Mountain  Medical  Journal. 

Orders  must  be  placed  within  15  days  after  date  of  publication.  Minimum 
charge  applies  for  100  copies  or  less. 

The  cost  is  very  reasonable.  For  further  information  write  to — 

The  Rocky  Mountain  Medical  Journal 
1809  East  18th  Avenue  Denver,  Colorado  80218 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

3890  ELM  STREET  — TEL.  388-5731 

— DENVER,  COLORADO  80207 

Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 

Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  1 6th  Street 
Denver  80202 


Telephone 

534-8714 


Natural  Gas  & Electricity 


The  Energy  Team  For  Modern  Living 


PUBLIC  SERVICE 
COMPANY  OF  COLORADO 

an  investor-owned  utility 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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A few  other  disability  plans  may  pay  you  up  to  . . . 

$800.00  A MONTH 

when  you’re  sick  or  hurt  and  can’t  work! 

But,  feature  for  feature,  the  Colorado  Medical  Society’s 
Income  Protection  Plan  Provides  More  for  Your  Money! 


This  fine  protection  can  pay  you  up  to  $800.00 
a month  when  sickness  or  accident  keeps  you  from 
working  . . . vital  protection  against  the  prob- 

lems you'll  face  when  you're  unable  to  work  for 
the  income  you  need.  That's  why  your  Society  is 


making  this  outstanding  protection  available — at 
low  Association  Group  rates.  Mail  the  coupjon 
below  for  full  information  on  a plan  that  can 
be  tailored  to  fit  your  needs  and  budget. 


Underwritten  by 


Mutual  i 

OF  OMAHA 


Mutual  of  Omaha  Insurance  Company 
Life  Insurance  Affiliate:  United  of  Omaha 

Home  Office;  Omaha,  Nebraska 

2-8-67 


I Vincent  Anderson  Agency 
I Mutual  of  Omaha  Insurance  Company 
I 2nd  Floor,  Railway  ixchange  Bldg. 

[ Denver,  Colorado  80202 


I Please  rush  complete  details  on  the  Preferred  Income  Protection  plan 
I for  CMS  members. 

I Name 


Address. 


I City.. 
I State. 


ZIP. 


PREMIUM 

QUALITY 


AT  ITS  BEST... 


Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
DENVER,  COLO. 
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BROADMOOR 


for  the  pure  pleasure  of  it  all. 

™'Bro^dmoor 

Colorado  Springs,  Colo. 


PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
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BOOKLETS  • BROCHURES 
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Publishers  Press,  Inc.  chcdeso  vogl  jr 

1830  CURTIS  DENVER  534-4257 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 


CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


DENVER  MEDICAL  SOCIETY  LIBRARY 


The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned  libraries  in  the 
country. 


It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo- 
rado Medical  Society,  for  the  use  of  physicians  whose  state  Associations  participate  in  the  publication  of  1 

the  Rocky  Mountain  Medical  Journal.  J 

{ 

A 

The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical  journals 
monthly. 


The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in-  u 

I 

structed).  Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests  for  material.  Items  will  be  ^ 
mailed  on  the  day  requested,  if  at  all  possible.  Cost:  Postal  rates  for  “Educational  Material,”  presently  ^ 
10c  first  pound  and  5c  each  additional  pound  or  fraction.  Photocopies  of  articles  can  be  supplied  at  10c 
per  page. 


Denver  Medical  Society  Library,  1601  East  19th  Avenue,  Denver,  Colorado  80218  j 

r 

Phone:  222-5817  (Area  Code  303)  ' 
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Do  your 
present 

office  facilities 
give  you  everything 
you  want, 

Doctor? 

If  Updating  Your  Housing  Would 
Be  Helpful  to  Your  Practice, 

Then  It’s  Time  to  Think  About  . . . 


Talk  to 


Franklin 
Medical  Center 

204S  FRANKLIN  STREET 
DENVER,  COLORADO  80205 

DEL  ARMSTRONG,  Resident  Manager 
PHONE  297-5458 
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(chlorampheniGoi) 


PARKEi  DAVIS  A COMPANY,  Detroit.  Michigan  48232 


Complete  information  for  usage 
available  to  physicians  upon  request. 
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In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 
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When  the  stagnant  sinus 
must  be  drained... 


TransilUimination  of  the  sinuses  — diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016  l/l/mfhrop 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 

VsVo  solution  for  infants 
V4®/o  solution  for  children  and  adults 
V4“/o  pediatric  nasal  spray  for  children 
solution  for  adults 
V2V0  nasal  spray  for  adults 
VaYo  jelly  for  children  and  adults 
IVo  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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I Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 

‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vi  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning— May  be  habit 
forming),  Phenacetin  gr.  IVi,  Aspirin  gr.  3 Vi,  Caffeine  gr.  Vi. 

Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


prescribe  economical 


TrSsdoDfaoiliniD®' 


Each  tablet  contains:  Triaminic®  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyrilamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine 


PHARMACOLOGY:  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS:  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES:  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability;  safety;  economy;  ease 
of  administration;  freedom  from  potential 
sensitization  to  broad-spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 


tion. YEARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovasculardisease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


0.167  Gm.) 

one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 


DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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what 
time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

ifetime 
to  tine. 

Tuberculin, 
Tine  .^Test 


(Rosenthal) 


Lederle 

Available  in  5's  and  25’s. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

414.6-4046R 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

brand  reagent  strips 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive"  may  enable  you  to  detect 
hidden  pathology— long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  "trace,”  30, 100, 300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones— detects  ketone  bodies  in  urine— both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100  (color  charts 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana  ames 
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Against  these  three  major 


Pneumococci 


Penicillin-Sensitive 
Stophylococd  A 


Beta-Hem 

Streptococci 


V-Cillin  K® provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


MIC  (meg. /ml.) 

MIC  (meg. /ml.) 

MIC  (meg. /ml.) 

Antibiotic 

Median 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafciliin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adopted  from  Klein,  J.  O.,  and  Finland,  M.;  New  England  J.  Med. ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Block,  H,  R.:  Current  Ther.  Res.,  6.253,  1964. 


V-Cillin  K 


700157 


Wassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description;  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin.  If 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions;  Although  serious  allergic  reactions  are  much 
less  common  with  administration  of  oral  penicillin  than  with  intramuscu- 
lar forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness,  or 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin  is 
administered,  measures  for  treating  anaphylaxis  should  be  readily 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  for 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamines 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  over- 
growth of  antibiotic-resistant  organisms;  in  such  a case,  antibiotic  ad- 
ministration should  be  stopped  and  appropriate  measures  taken. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K ond  for  V-Cillin 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units) 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  in- 
fants, the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bacte- 
remia may  be  treated  with  200,000  to  400,000  units  three  times  a day. 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  de- 
velopment of  rheumatic  fever  and/or  other  serious  complications.  Dos- 
age for  routine  streptococcus  prophylaxis  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease  may  be  200,(X)0  units  once 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extrac- 
tion, or  other  minor  surgery,  the  prophylactic  dose  should  be  500,000 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  days 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  sur- 
gery, parenteral  therapy  should  be  considered.  Mild  to  moderately 
severe  pneumococcus  pneumonia  has  been  treated  effectively  with 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours  for 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours  for 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syphilis 
should  have  a dark-field  examination  before  receiving  penicillin  and 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in 
bottles  of  50  and  100;  250  mg.  (400,000  units),  and  500  mg.  (800,000 
units)  in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per, 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 


H 


Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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Picture  of 
low  back  pain 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility . . . stop  pain-spasm  feedback 

Here  is  why.  Paeai’ON  Forte  provides : 
o nonsalkylate  analgesic  equal  to  aspirin  for  the  relief 
of  paiii/-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6~hour  span  of  action/*®  and  to  retain  effectiveness 
even  on  continued  administration/-’^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Paeafon  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects;  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage;  Two  tablets  q.i.d.  Supplied; 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J. : Fed.  Proc.  J.4:316, 
1065.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed. : The  Pharmacological  Basis  of 
Therapeiitira,  ed.  8,  New  York,  The  Maemillan  Company,  1.96§,  p.  831.  3.  Roth, 
J.  L.  A.,  et  al.i  Gastroenterology  .4^:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  lfS:S40,  1960.  6.  Settei,  E.:  Clin.  Med.  6:1373, 

1858.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 

I TUU*  X I"  I Syst.  SS  :430,  1864.  7.  Darienzo,  C.:  Ibid., 

I -IWl  ^ * J-W  111  I 27:188,1966.  *U.S.  PATENT  NO,  2,895,877 

F>fcNElL  LABORATORIES^  INC.,  FORT  WASHINGTON,  PA. 


treated  with 
Parafon  Forte^TABiEis 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tyieoo!®  (acetaminophen)  300  tng. 
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Preludin 


phenmetrazine 

hydrochloride 


helps  keep 
calories  at 
arm's  length 


jin  one  double-blind  progrann* 
[involving  diet,  close  doctor/patient 
icooperation,  exercise,  posture 
instruction,  and  follow-up  visits,  93 
obese  patients  received  Preludin  or 
a placebo. The  drug  and  placebo  were 
alternated  every  four  weeks.  This 
procedure  lasted  from  8 to  35  weeks. 

Sixty-one  percent  of  the  patients 
lost  more  weight  on  Preludin 
than  on  placebo.  In  fact,  they  lost 
an  average  1.9  pounds  per  week— 

Preludin®  tablets  of  25  mg. 

Endurets®  prolonged-action  tablets  of  75  mg. 

Dosage:  One  25  mg.  tablet  two  or  three  times  daily, 
or  one  75  mg.  Enduretstablet  once  daily. 
Contraindications:  Severe  coronary  artery  disease, 
hyperthyroidism,  severe  hypertension,  nervous 
: instability,  and  agitated  prepsychotic  states.  Do 
not  use  with  other  CNS  stimulants,  including 
^ MAO  inhibitors. 

, Warning:  Do  not  use  during  the  first  trimester  of 
^pregnancy  unless  potential  benefits  outweigh 
’possible  risks. 

■’.  Precautions:  Use  with  caution  in  moderate  hyper- 
|tension  and  cardiac  decompensation.  Excessive 


almost  four  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results.  Its  effective- 
ness has  been  described  in  more  than 
300  published  clinical  reports  in- 
volving more  than  10,000  patients. 

Preludin  curbs  appetite  without 
excessive  stimulation.  It  will  work 
in  yourweight-cohtrol  programs  too. 

^Barnes,  R.  H. : J.A.M.A.  166:898, 1958.  ’ 

use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, or  delusions. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 

For  details,  see  full  Prescribing  Information.  6544-111  (B) 

Under  license  from  Boeh ringer  I ngelheim  G.m.b.H. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  N.  Y. 


‘^George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o’clock? 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity-normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVIIHISTINr  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


In  peptic  ulcer... 

antacid 
therapy 

with  a 


new 

henefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS- 
FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg. ; simethicone,  20  mg.  Dosage : one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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U8  grapefruit  or  30  Allbee  with  C 

Your  patient  would  have  to  eat  118  medium-sized  grapefruit 
(almost  4 a day!)  to  get  as  much  vitamin  C as  is  provided 
in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  cap- 
sule daily) . In  addition,  each  capsule  supplies  full  therapeutic 
amounts  of  the  B-complex  vitamins. 

Your  patients  can  purchase  Allbee  with  C capsules  in  the 
convenient  bottle  of  thirty— a month’s  supply  at  a very  reason- 
able price.  Also  the  economy  size  of  100.  Available  at  phar- 
macies everywhere  on  your  prescription  or  recommendation. 


A.  H.  Robins  Company,  Richmond,  Virginia 


Each  capsule  contains. 

Thiamine  Mononitrate 
(Vitamin  Bi)  (15  M.D.R.)  15  mg 
Riboflavin  (Vitamin  B?)  (8  M O R.)  10  mg 
Pyridoxine  HCI  (Vitamin  Be)  5 mg. 

Nicotinamide  {Niacinamide)(5  M.D.R.)  50  mg 
Calcium  Pantothenate  10  mg. 

Ascorbic  Acid  (Vitamin  C)  (10  M.D.R.)  300  mg 


Two  ways  to  ^ive  your  patients  a 
mouthy’s  therapeutic  supply  of  vitamin  € 


• • 


the  spasm 
reactors 
in  your  practice 
deserve 


hyoscyamine  sulfate 

0.1037  mg. 

0.3111 

mg. 

atropine  sulfate 

0.0194  mg. 

0.0582 

mg. 

hysocine  hydrobromide 

0.0065  mg. 

0.0195 

mg. 

phenobarbital  ( Vi 

gr.)  16.2  mg. 

(%  gr.)  48.6 

mg. 

(Warning:  may  be  habit 

forming) 

A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


each  tablet,  capsule  or  5 cc.of  each 
elixir  (23%  alcohol)  Extentab® 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


New  from  Du  Pont 

Symmetrel 

(Amantadine  HCl) 


he  first  oral  chemical  virostat  for  the  prevention  of  influenza 


Influenza  virus 

Protein  shell  enclosing 
ihz  core  of  nucleic 
. acid  fRNA) — artist's 
representation 


* 


...» 


The  incidence  of  influenza  A2.  In  this  country,  where  influenza  is  one  of  the  leading 
causes  of  morbidity,  influenza  A2  (Asian)  continues  to  be  a serious  medical  problem.  In  1957 
influenza  A2  was  responsible  for  approximately  40,000  excess  deaths  in  a three-month  period. 
Since  that  year  the  most  prevalent  influenza  virus  has  been  A2  (Asian). 


What  is  Symmetrel®?  "Symmetrel”  (amantadine  HCl)  is  a new  synthetic  chemical  which 
acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for  the  first  time  specific  oral  medi- 
cation for  the  prevention  of  respiratory  infections  caused  by  influenza  A2  (Asian)  viruses — an 
entirely  new  approach  in  preventive  medicine. 


For  prescribing  information,  see  last  page  of  this  presentation 


What  Symmetrel®  (amantadine  HCl)  means  to  you 

. the  first  and  only  oral  chemical  agent  to  prevent  influenza  A.,  (Asian). 

.not  a vaccine  or  antibiotic,  but  a new  synthetic  chemical  unrelated  to  any  other  chemotherapeutic  agent, 
.unique  mode  of  action:  prevents  virus  penetration  of  the  host  cell  without  affecting  vital  cell  functions, 
.specifically  active  against  all  influenza  viruses  tested  to  date. 

.not  indicated  for  the  prevention  of  influenzal  or  respiratory  illness  other  than  influenza  A.,  or  for  the 
treatment  of  established  disease. 

.does  not  interfere  with  normal  antibody  response;  acts  in  concert  with  pre-existing  antibody. 

What  Symmetrel®  means  to  your  patient 

.possible  immediate  influenza  Ao  protection  when  taken  following  suspected  contact. 

.may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients  in  whom  the  occur- 
rence of  influenza  A2  is  especially  hazardous. 

.a  high  degree  of  safety  in  clinical  use. 

.simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


How  the  influenza  virus  invades  and  destroys  the  untreated  cell 


1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


How  Symmetrel®  (Amantadine  HCl)  prevents  virus  invasion^ 


Our  current  knowledge  leads  us  to  believe  "Symmetrel"  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  "Symmetrel"-- located  at  the  cellular  membrane — effectively  prevents 
(blocks)  virus  penetration.  Thus,  “Symmetrel”  does  not  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  vims 
invasion  of  animal  cells  (tissue).  Artist's  conception  based  on  current  scientific  knowledge. 

1.  "Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture",  Hoffmann,  C.  E.;  Neumayer,  E.  M.;  Haff,  R.  F.;  and  Goldsby, 
R.  A.,  Journal  of  Bacteriology  90,623  (1965). 


VACUOLE 


CELL  CYTOPLASM 


Safety  of  Symmetrel®  Confirmed.  When  used  as  indicated,  is  generally  well  tolerated.  No  kidney, 
liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 

Indications:  "Symmetrel”  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  A2  in  persons  of  all  age 
groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  A,. 
"Symmetrel”  should  especially  be  considered  for 
high  influenza-risk  patient  groups  such  as  those  suf- 
ifering  from  chronic  debilitating  diseases  and  elderly 
persons. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza A2  or  for  the  treatment  of  established  disease. 
Warnings:  Administration  to  patients  with  central 
nervous  system  disease,  particularly  geriatric  patients 
with  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  "seizures,”  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
i/erse  Reactions).  Patients  taking  psychopharmaco- 
logic  drugs,  central  nervous  system  stimulants,  or 
alcoholic  beverages  should  be  observed  for  possible 
evidence  of  intolerance.  Those  patients  who  experi- 
ence central  nervous  system  effects  or  blurring  of 
vision  should  be  cautioned  against  driving  or  working 
in  situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
tive studies  in  rats  and  rabbits.  Studies  in  pregnant 
women  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
taken only  after  weighing  the  possible  risks  to  the 
fetus  against  benefit  to  the  pregnant  patient.  It  should 
not  be  administered  to  nursing  mothers  since  it  is  not 
known  whether  the  drug  is  secreted  in  the  milk. 
Precautions:  Ineffective  against  bacterial  infections. 
Patients  should  be  observed  for  idiosyncratic  reac- 
tions as  with  all  new  drugs.  Geriatric  patients  with 
pre-existing  serious  medical  illnesses  with  mental  or 
physical  deterioration  should  be  followed  carefully 
inedically  while  taking  "Symmetrel.”  (See  Adverse 
Reactions.) 

Adverse  Reactions:  With  higher  than  indicated  doses 
manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  lightheadedness, 
drunken  feeling,  slurred  speech,  ataxia,  inability  to 
concentrate  and  some  psychic  reactions  including  de- 
pression and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9 yrs.  of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day). Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HCl. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  (1  teaspoonful) 
contains  50  mg  amantadine  HCl. 


SymmetreF 

(Amantadine  HCl) 

A molecular  barrier  to  virus  penetration 


(where  it  coi 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^  ^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations. Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^’® 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone 

Erythromycin 


700121 

Steey 

Estolate 


/ See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description : Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications;  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  we 
characterized  by  increased  direct-reacting  bilirubin,  eleval 
alkaline  phosphatase  levels,  negative  or  weakly  positive  ceph 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutan 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  n( 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  r 
been  reported  in  other  patients  taking  prolonged  courses  of 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  a 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  ja 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  thi 
patients’  families,  who  wei-e  not  taking  the  drug,  had  episoi 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  wi 
determined  in  a group  of  fifty-four  adults  and  children  who  to 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months 
rheumatic  fever  prophylaxis.  The  results  were  compared  w 
those  of  a similar  group  of  forty-four  patients  who  received  pi 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevat 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  cou: 
of  treatment  was  observed  in  one  patient  treated  with  Ilosi 
and  in  two  patients  treated  with  penicillin.  Seven  other  patie: 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicil 
group  showed  elevations  in  one  of  the  tests  at  some  time  duri 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  Wi 
reported  in  102  pediatric  patients  who  received  short-term  ( 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  inf 
tions.  Results  of  liver  function  tests  in  these  patients  were  c( 
parable  to  those  in  a similar  control  group  who  had  recei 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic 
fects  are  observed  in  a small  proportion  of  individuals  as  a res 
of  a local  stimulating  effect  of  the  medication  on  the  aliment 
tract;  however,  the  normal  intestinal  gram-negative  bacte: 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the 
of  erythromycin,  there  have  been  occasional  reports  of  urtica: 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  b 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours; 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  ho 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dos 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromy 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosag< 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifti 
days.  Close  follow-up  of  the  patient  is  necessary  since  eryth 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  p 
of  the  follow-up  therapy.  , 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days 
recommended.  In  the  treatment  of  gonorrhea,  patients  wit! 
suspected  lesion  of  syphilis  should  have  a dark-field  examinat 
before  receiving  antibiotics,  and  monthly  serologic  tests  sho 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  r 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  bas 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-( 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.E,  125  mg.  (equivak 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packag  ' " 

References:  1.  Griffith,  R.  S.,  and  Black.  H.  R.:  Am.  J.  M.  Sc.,  2^7:6Q,  If 
2.  Griffith.  R.  S..  and  Black,  H.  R. : Antibiotics  & Chemother,,  12:398,  1‘. 
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3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  2i9.198.  196( 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  1,6206. 
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IT'S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 
^ FACE.  ^ 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp^  Extentabs^ 

(Dimetane®  [bromoheniramine  maleatel,  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


sinusitis,  colds,  or  U.R.I., 
imetapp  lets  congested  patients 
•eathe  easy  again.  Each  Extentab 
'ings  welcome  relief  all  day  or  all  night, 
sually  without  drowsiness  or  over- 
imulation.  Its  key  to  success?  The 
imetapp  formula  — Dimetane  (brom- 
leniramine  maleate),  a potent  anti- 
stamine  reported  in  one  study  to  have 
icited  side  effects  as  few  as  the  placebo,  * 
amed  with  decongestants  phenyl- 
ihrineand  phenylpropanolamine— 
a dependable  10-  to  12-hour  form. 

hiller,  I.  W.,  and  Lowell,  F.  C.;  New  England 
Med. ^1:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AH'I^OBIIVIS 


I’m  supposed  to  get  up 
and  do  things? 

With  my  heart? 


It’s  entirely  natural — and  may  even  be  desirable — for  the  cardio- 
vascular patient  to  be  somewhat  anxious  about  himself. 

But  when  anxiety  leads  to  unreasonable  self-imposed  limitations 
and  restrictions  . . . when  it  aggravates  cardiovascular  symptoms 
. . . when  it  interferes  with  restful  sleep,  measures  to  help  alle- 
viate the  anxiety  are  probably  in  order. 

One  measure,  of  course,  is  reassurance.  Another,  adjunctive 
measure,  is  Equanil  (meprobamate). 

Over  a decade  of  experience  has  shown  that  Equanil  (mepro- 
bamate) is  generally  well  tolerated  as  well  as  effective.  Side 
effects  are  usually  limited  to  transient  drowsiness;  serious, 
therapy-interrupting  side  effects  are  rare. 


Cautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves.  Excessive  pro- 
longed use  may  result  in  dependence  or 
habituation  in  susceptible  persons— as  ex- 
addicts, alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be 
withdrawn  gradually  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform 
seizures.  Side  effects  include  drowsiness  and, 
rarely,  allergic  or  idiosyncratic  reactions. 
These  reactions,  sometimes  severe,  can  devel- 
op in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meproba- 
mate. Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash. 
Acute  non-thrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  Meprobamate 
should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case), 
anaphylaxis,  stomatitis  and  proctitis  (1  case) 
and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness, 
ataxia,  or  visual  disturbances  occur,  dose 


should  be  reduced.  If  symptoms  persist,  pa- 
tients should  not  operate  vehicles  or  danger- 
ous machinery.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  following 
prolonged  dosage.  Other  blood  dyscrasias— 
aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic 
anemia— have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One 
fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone 
has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal 
attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive 
therapy. 

Contraindications;  History  of  sensitivity  to 
meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 
Eouanil  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Eouanil  L-A  (meproba- 
mate) 400  mg. 

American  Hospital  Formulary  Service  Cate- 
gory No.  28:16.08 
A quality  controlled  product  of 
Wyeth  Laboratories  Philadelphia,  Pa. 


to  help  relieve  anxiety  and  tension  occurring 
alone  or  secondary  to  organic  disease 


Geigy 


Tandearil*  helps  osteoarthritic 
oxyphenbutazone  jojnts  iTiove  again 


3 out  of  4 osteoarthritics  com- 

pletely  or  markedly  improved 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary. 

Sperling,  I.L.:  3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders. 
Applied  Therapeutics  6;1 17,  1964. 

76.9%  of  407  patients 

TA-4919  PC 

Watts,  T.W.,  Jr.:  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone. Clin.  Med.  73:65,  1966. 

84.6%  of  39  patients 

Tandearir 

oxyphenbutazone 


Therapeutic  EWecfs;  Tandearil  is  a nonhormonal  compound 
v/hich  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  Impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal, hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously. watch  for  excessive  increase  in  prothrombin 
time.  Pyrazoie  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  In  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsiey,  New  York 


You 

Can 

Order 


of  any  feature  article  or  adver- 
tisement appearing  in  The  Rocky 
Mountain  Medical  Journal. 

Orders  must  be  placed  with- 
in 15  days  after  date  of  pub- 
lication. Minimum  charge 
applies  for  100  copies  or 
less. 

The  cost  is  very  reasonable.  For  fur- 
ther information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 
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The  full  1/4  grain  of  phenot 

takes  the  nervo 
...helps  bring  o 


Phenaphen 
with  CodaiiiB 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2y2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate.. % gr.  (No.  2), 


V2  gr.  (No.  3).  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  \with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon — nausea,  constipation 
and  drowsiness  have  been  reported. 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 
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To  “catch”  your  patient’s  cold 
so  others  won’t... 


the  speckled  tablet  with 
a core  of  difference 


SUSTAINED-ACTION 


Naldecoir 


Outer 

layer  Core 

(immediate  (sustained 

Each  tablet  contains:  action)  action) 

phenylpropanoiamine  HCI  20  mg  20  mg 
phenylephrine  HCI  5 mg  5 mg 

phenyltoloxamine  citrate  7.5  mg  7.5  mg 

chlorpheniramine  maleate  2.5  mg  2.5  mg 

Each  teaspoonful  (5  ml)  of  syrup  contains  the 
equivalent  of  one-half  tablet 


For  rapi(j  and  sustained  symptomatic  relief  of  colds  and  minor  upper  respiratory  infections. 


Prescribing  Information:  For  complete  information  consult  Official  Package  Circular.  Effectiveness:  Clinical  experience  has 
shown  this  formulation  to  be  effective  in  relieving  the  symptoms  of  nasal  congestion  associated  with  pollen  allergy  or 
minor  upper  respiratory  infections  (common  cold,  nasopharyngitis,  acute  and  chronic  sinusitis).  Precautions:  Do  not  drive 
or  operate  machinery  while  taking  Naldecon.  Exceed  dose  or  give  to  children  under  6 years  old  only  on  advice  of  physi- 
cian. Contraindications:  Severe  hypertension,  hyperthyroidism,  serious  organic  heart  disease  or  severe  diabetes  mellitus. 
Usual  Dose:  Adults:  One  tablet  morning,  midafternoon  and  evening.  Naldecon  tablets  are  scored  and  may  be  broken  for 
fractional  dosage,  without  loss  of  sustained-action  effect.  Supplied:  Bottles  of  50  and  500  tablets.  Syrup,  1 pt.  bottle. 
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INFLAMMATION 


f 


A cellular 


I 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue. 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
, similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


Hydrocortisone 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
17-a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  arc 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay^"* 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hy  d rocortisone. 


The  Antigranuloma  Assay^"^*  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
connrms  the 
predictable 
therapeutic 
potential  of 
Synalar 


Representative  Clinical  Results  with  Synalar* 

Efficacy  Documented  in  over  4,000  Patients 

Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement^ 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

♦Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
j neomycin  sulfate,  equivalent  to  0.35% 
i neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
: nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
I tion  may  increase  dryness,  scaling  or 
I itching.  While  topical  steroids  have  not 
! been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
\ pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  publish^. 


fiuocinolone  aeetonlde  — an  original  steroid  from 
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For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Spalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


Does  he  really  care? 

Is  he  alert,  encouraged, 
positive  and  optimistic 
about  getting  out  of  bed 
and  back  to  work  soon? 

Or  is  he  giving  in  to 
the  depressing  impact 
of  confinement? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals. . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic' 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bo),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,!  100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  I to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 


• \ THE  WM.  S.  MERRELL  COMPANY 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

y Cincinnati,  Ohio  45215 


«-790> 


New 

low-cost  tetracycline/ antifungal  therapyj 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida:! 


1.  diabetic  patients 


2.  nonpregnant  women  with  a history  of  recent 

or  recurrent  monilial  vaginitis  3.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetracycline  or  cortico- 
4.  patients  with  a past  history  of  moniliasis  steroid  therapy 


PRESCRIBING  INFORMATION.  For  complete  infori 
tion  consult  Official  Package  Circular,  indications: 
lections  ol  respiratory,  gastrointestinal  and  genitourin 
tracts  and  skin  and  soft  tissues  due  to  tetracyclme<>io 
five  organisms,  in  patients  with  increased  susceptibi 
to  monilial  infections.  Contraindications : The  dru| 
contraindicated  in  patients  hypersensitive  to  its  coor 
nents.  Warnings:  Photodynamic  reactions  have  been  ] 
duced  by  tetracyclines.  Natural  and  artihcial  sunl 
should  be  avoided  during  therapy.  Stop  treatment  if  i 
discomfort  occurs.  With  renal  Impairment,  systemic  a' 
mulation  and  hepatotoxicity  may  occur.  In  this  situat 
lower  doses  should  be  used.  Tooth  staining  and  enfl 
hypoplasia  may  be  induced  during  tooth  developr 
(last  trimester  of  pregnancy,  neonatal  period  and  cl 
hood.)  Precautions : Bacterial  superinfections  may  oc 
Infants  may  develop  increased  intracranial  pressure 
bulging  fontanels.  In  gonorrhea!  therapy,  serologic 
for  syphilis  should  be  conducted  initially  and  mor 
for  3 months.  Adverse  Reactions:  Glossitis,  stoma' 
nausea,  diarrhea,  flatulence,  proctitis,  vaginitis,  derma  ^ 
and  allergic  reactions  may  occur.  Usual  Adult  Dosag 
capsule  q.i.d.  Continue  for  10  days  in  Beta*hemolytic  s i 
tococcal  infections.  Administer  one  hour  before  or 
hours  after  meals.  Supplied : Capsules,  bottles  of  16 
100.  Each  capsule  contains  tetracycline  phosphate 
plex  equivalent  to  250  mg.  tetracycline  HCl  activity 
250,000  units  of  nystatin.  For  Oral  Suspension,  125 
tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bo 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


: 


Tetrex-F 

Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin 

Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


250,000  uil 


Look  how  many  ways 

Thorazine' 

brand  of 

chiorpromazine 

can  help 


TranQuilizer 

Potentiator 

Antiemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

# 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

• 

• 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

Hiccups— refractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

‘Thorazine’  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  In  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness:  dry  mouth;  nasal  congestion;  constipation:  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions:  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist):  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages): 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include:  mydriasis;  agranulocytosis;  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  'Thorazine'  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories 
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TABLETS 


EQuagesic 

( meprobamate  and 
ethoheptazine  citrate  with 


TPrecautlons : Keep  out  of  roach  of  children.  Care- 
fuilv  supervise  dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  may 
result  in  dependence  or  habituation  in  susceptible 
persons—as  ex-addicts,  alcoholics,  severe  psycho- 
neurotics. Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reac- 
tions including  epileptiform  seizures.  Warn  patients 
\ of  possible  reduced  alcohol  tolerance.  If  drowsiness, 
5 ataxia  or  visual  disturbances  occur,  reduce  dose.  If 
‘Tiptoms  persist,  caution  patients  against  operat- 
machincry  or  driving.  Give  cautiously  to  patients 
h soicidat  tendencies.  Treat  attempted  suicide 
h Immediate  gastric  lavage  and  appropriate 
jportive  therapy 

iSW«  Effects;  Ethoheptazine  and  aspirin  may  oc- 
..oasionalty  cause  nausea,  vomiting,  epigastric  dis- 
^ess,  and  rarely  dizziness  and  CNS  depression, 
^verdosaqe  may  result  in  salicylate  intoxication. 
Iiteprobamate  rarely  causes  allergic  or  idiosyncratic 
reactions.  These  reactions,  sometimes  severe,  can 
develop  in  patients  receiving  only  1 to  4 doses  who 
fhave  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or 
erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever  have  been 
reported.  Meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely, 
include  angioedema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  ana- 
phylaxis, stomatitis  and  proctitis  (1  case)  and  hyper- 
thermia. Afewcasesof  leukopenia,  usuallytransient, 
have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported:  almost  al- 
ways, in  the  presence  of  known  toxic  agents. 
Contraindications:  History  of  sensitivity  or  severe 
intolerance  to  aspirin  or  meprobamate. 
Composition : 150  mg.  meprobamate,  75  mg.  etho- 
heptazine citrate  and  250  mg.  aspirin  per  tablet. 
Wyeth  Laboratories  Philadelphia,  Pa. 


weighing 
on  his 
mind, 
too 


When  pain  evokes  anxiety  and 
tension,  thereby  heightening  pa- 
tient discomfort,  a simple  anal- 
gesic may  only  touch  on  part  of 
the  problem. 

This  single-prescription,  non- 
narcotic product,  however, 
usually  provides  effective  anal- 
gesia and  helps  put  the  patient’s 
mind  at  ease. 


o. 


'n  August  27,  1966,  the  C-47  on  which  I 
was  riding  banked  sharply  above  the  end  of 
the  runway  to  land.  Wiping  the  condensation 
from  the  window,  I saw  military  planes,  heli- 
copters and  transports  lining  the  long  jet 

runways.  The  plane 


Impressions 
of  Viet  Nam 


taxied  to  the  hut  of 
Air  America.  My 
companion  on  the 
flight,  Dr.  Gilbert 
Herrod,  a surgeon  on  leave  from  DaNang, 
soon  taught  me  the  ropes  in  bumming  a ride — 
anything  with  a motor  running.  We  had 
arrived  early  in  the  morning.  The  city  already 
was  steaming  with  the  heat  and  humidity  of 
August,  a heat  which  to  the  novice  in  Vietnam 
reeked  of  the  impossible,  especially  to  one 
from  the  desert  where  water  is  where  it  be- 
longs— underground.  As  an  American  Volun- 
teer Physician  I was  in  my  home  for  the  next 
two  months — DaNang! 


The  civilian  hospital,  a series  of  four 
closed  buildings  connected  with  verandas, 
was  our  destination.  I later  learned  the  ver- 
andas were  as  much  a part  of  the  hospital  as 
the  wards.  At  maximum,  the  hospital  was 
designed  for  200  patients,  and  now  was  carry- 
ing 750,  plus  the  ever  present  “family.”  Actu- 
ally, many  of  the  casualties  are  dependent 
for  survival  on  their  relatives,  despite  the 
objections  of  many  medical  personnel.  This 
meant  two  or  three  patients  to  each  bed. 

Dr.  Wise,  the  American  Medical  Chief, 
met  me  and  without  any  real  formalities 
began  showing  me  the  hospital.  We  had  taken 
approximately  seventy-five  steps  when  the 
indoctrination  tour  ceased.  At  this  point  lay 
a corridor  of  wounds  for  which  I had  no 
previous  appreciation.  War  wounds  I had 
seen,  but  never  wounds  packed  with  hair, 
grass,  buffalo  dung— all  18  to  36  hours  old! 
Perhaps  I might  have  been  able  to  pass  over 
this  so  often  repeated  scene,  and  no  doubt 
would  have,  had  I been  in  the  hospital  longer, 
but  never  before  had  I seen  such  poor,  hungry 
people,  so  stupefied  by  tragedy.  Clothed  in 


black  loose  pajamas,  squatting  by  stretchers 
filled  with  the  injured,  they  fanned  with  coni- 
cal straw  hats  to  cool  the  fevered,  and  to  shoo 
away  the  chronically  insistent  flies.  I should 
have  walked  on,  not  stopping  at  the  incessant 
pull  at  my  arm,  my  hand,  nor  been  halted 
by  the  quiet  pleading  of  clasped  hands  held 
to  the  faces  with  the  repetitious  bow.  Later 
I had  to  learn  to  walk  by  the  quiet,  but  per- 
suasive pleas  of  Bac  Si',  Bac  Si' — Dou  quad- 
dou  quadie.”  . . . (“it  hurts”).  But,  I was  new 
and  dived  into  the  seemingly  endless  carnage 
which  lay  around  me. 

The  naive,  almost  Pavlovian  conditioned 
fury  with  which  the  new  American  doctor 
plunges  into  the  unsurmountable  task  of  car- 
ing for  the  injured  soon  leads  to  the  classic, 
though  poorly  described  problem  of  Viet- 
namese working  habits.  He  is  shocked  by 
absolute  disbelief  when  “sleepytime”  comes 
with  the  ringing  of  Buddah’s  gong.  “You  go 
sleepytime  now,  Bac  Si'!  Vietnamese  sleepy- 
time”—and  the  bile  flows  more  rapidly  and 
blood  pressure  ascends  to  new  heights.  And 
from  somewhere  in  bygone  college  days,  he 
recalls  Kipling’s  admonitions: 

“Now  it  is  not  good  for  the  Christian’s  health 
To  hustle  the  Aryan  Brown. 

For  the  Christian  riles,  and  the  Aryan  smiles 
For  he  weareth  the  Christian  down; 

And  the  end  of  the  fight  is  a tombstone  white 
With  the  name  of  the  late  deceased, 

And  the  epitaph  drear — A fool  lies  here 
Who  tried  to  hustle  the  East.” 

But  he  quickly  forgets  Kipling  . . . and  he 
picks  up  stretchers,  opens  up  operating  room 
cases,  and  does  it  all  alone — for  awhile.  Then 
if  he  is  smart,  and  can  learn,  he  informs  the 
newer  American  Bac  Si'  — “Vietnamese 
sleepytime  now — stupid  American.” 

There  are  many  other  new  things  to  learn. 
First  and  foremost  is  to  be  supple — adapt, 
learn,  and  bend — because  a specific  problem 
may  be  handled  surgically  one  way  today, 
and  completely  differently  tomorrow.  The 
method  depends  on  supply,  time,  and  person- 
nel^— and  how  tired  you  are.  The  massiveness, 
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the  extensive  infarction  of  tissue,  and  the 
radicalness  of  debridement  are  the  first  les- 
sons. The  damage  by  a high  velocity  M-16 
bullet,  a little  larger  than  22-calibre,  has  to 
be  learned.  Pictures  cannot  do  its  destruction 
justice.  Such  a small  missile  can  tear  off  an 
entire  quadrant.  Physicians  who  have  been 
here  any  length  of  time,  caring  for  the  mas- 
sive wounds,  are  the  best  teachers.  They’ve 
learned  the  hard  way! 

One  grows  amazingly  appreciative  of 
what  nature  herself  can  do.  In  fact,  the  drear 
thought  passes  through  the  back  of  your  mind 
— “I  wonder  if  I haven’t  repeatedly  been 
guilty  of  doing  too  much  with  patients  at 
home?”  Too  often  one  finds  that  with  the 
continuous  delay  of  treatment  of  a patient, 
by  demands  of  emergent  new  cases,  his 
wounds  have  healed  before  one  can  either 
close  or  graft.  This  occurs  also  with  fractures. 

The  strong  policy  of  cooperation,  and  full 
association,  with  the  Vietnamese  causes  prob- 
lems. A drastic  situation  in  the  hospital 
resulted  when  the  Vietnamese  and  American 
nurses  started  sharing  the  same  dressing 
room.  Vietnamese  toilets  are  constructed  to 
squat  over;  the  shared  dressing  rooms  had 
American  fixtures.  The  American  nurses  ob- 
jected, since  the  Co’es  or  Vietnamese  women 
would  squat  on  the  seat  with  their  feet — and 
occasionally  miss  a little.  The  Vietnamese 
hospital  administrator  agreed  with  his  nurses 
that  it  was  more  sanitary  to  contact  the  seat 
with  one’s  feet  than  one’s  seat,  and  suggested 
our  nurses  comply.  I noticed  the  American 
nurses  appeared  more  limber,  but  did  not  go 
barefoot.  Cultural  exchange  can  go  many 
ways. 

My  letter  sent  last  September,  because  of 
its  immediate  impressions,  is  presented  to 
describe  a daily  routine: 

“September  27th  at  7 o’clock  on  Sunday,  I began 
with  the  other  doctors  and  nurses  to  care  for  21 
severely  burned  patients,  burned  the  night  before 
by  napalm  on  a village.  Charred,  edematous,  swol- 
len faces  covered  with  sand,  debris — blistered, 
peeled  skin  which  shredded  in  sheets  and  goddam 
flies,  flies  on  the  babies’  mouths — babies  lying 
near  mothers,  trying  to  suckle  edematous  breasts, 
swollen  by  burns.  Hour  after  hour  the  care  went 
on.  I had  other  surgery  to  do,  and  finally  went 
home.  This  A.M.,  Sister  Francois,  the  Vietnamese 
nun,  with  her  clods  and  soiled  long  white  robe, 
was  still  shuffling  through  the  now  extremely 


swollen,  though  silent  mounds  which  lay  on  mats 
that  I know  were  yesterday  the  restless  burned. 
Sister,  so  tired,  yet  so  dedicated,  her  face  lovely 
and  warm,  always  laughing,  no  longer  smiled — 
I sent  her  home.  Jenny  and  Lil,  two  American 
nurses,  no  hours  to  stop,  only  intense  care — so 
tired,  yet  willing  to  stay. 

“Yesterday  I operated  a young  girl  shot  through 
the  abdomen,  through  the  kidney,  and  out  her 
back;  did  a Caesarean  section  on  an  unborn  child 
with  shrapnel  in  its  skull.  And  so  the  day  went. 

“Yet,  it  would  be  ridiculous  and  dishonest  of 
me  to  say  this  was  all  tragedy,  because  I saw  as 
much  beauty,  grace,  warmth  and  sheer  robust 
humor  as  I’ve  ever  enjoyed.  It  must  be  true  that 
it  takes  extreme  opposites  to  make  one  really 
alive. 

“Yesterday  for  some  absolutely  unexplain- 
able reason  I found  the  feet  around  me  ridic- 
ulously captivating  — so  much  so  I began  pho- 
tographing them.  I would  be  very  far  amiss  to 
downgrade  United  States  accomplishment  in  Viet 
Nam— so  much  sacrifice  by  so  few  has  bought  time 
for  us,  who  will  appreciate  it  so  little.  Much  of 
what  we  have  accomplished  struck  me  in  the 
nurses’  feet,  and  I guess  the  reason  for  the  ‘feet 
kick.’  The  Vietnamese  women  are  graceful,  espe- 
cially their  feet,  legs  and  hips.  They  move  with 
a grace  perhaps  no  other  women  possess.  When 
I first  came,  our  nurses  were  either  barefoot  in 
small  flip-flops,  or  wooden  high  heels  which 
exhibited  their  dainty  and  captivating  feet.  I 
looked  at  my  surgical  nurse,  who  is  especially 
lovely — glanced  at  her  feet,  and  in  absolute  horror 
saw  she  stood  proud  as  a peacock  in  over-sized, 
ankle  high  white  basketball  shoes  with  soles  one 
inch  thick.  Her  slim,  graceful  ankles  now  appeared 
as  those  of  a skinny  6-year-old.  Somehow  this 
reeked  of  the  Western  effort  in  the  East. 

“Kids  here  have  a large  slit  in  their  seats,  or 
no  bottoms  at  all.  This  is  very  convenient,  as  the 
Sister  only  has  to  hang  the  kid  in  mid-air  and/or 
splash  him  in  a puddle.  We  want  them  to  wear 
clothes  and  go  to  the  toilets.  This  is  as  usual  hard 
to  appreciate  until  one  walks  down  the  wards  of 
typhoid  fever,  sees  babies  infested  with  worms 
appearing  starved,  and  see  emaciated,  tiny  skele- 
tons die  of  dysentery.  Such  is  the  problem  in 
Viet  Nam — ridiculous,  tragic,  inhumane,  yet  full 
of  good  intent — kindness,  warmth,  and  American- 
ism beyond  any  expectation,  yet  reeking  of  abso- 
lute schizophrenia. 

“DaNang — a port  city,  filled  with  neither  the 
gracious  traditions  of  South  Viet  Nam  nor  the 
industry  of  the  North  Vietnamese,  yet  lying  on  a 
harbor  difficult  to  equal  anywhere  in  America, 
and  along  glorious  beaches,  unequalled  by 
any  of  Florida — and  a jungle-covered  back-drop 
of  mountains,  verdantly  green  of  day,  purple  and 
blue  at  evening,  and  covered  with  flares,  V.C.  and 
mortar  fire  at  night.  DaNang  filled  with  thousands 
of  refugees  who  will  build  a tin  shack  from  any 
discards  able  to  be  found,  who  set  up  thousands 
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of  shops  to  sell  C-rations,  American  cigarettes,  pop, 
and  stolen  furniture  side  by  side  with  industriously 
produced  fine  pieces  as  vases  from  shell  casings, 
ivory  or  marble  cuttings.  DaNang,  where  sewers 
are  open  and  if  it  doesn’t  rain,  your  nose  tells 
you  it  should.  DaNang,  where  cowardice  and  dis- 
honor parade  unrecognizable  except  by  close  scru- 
tiny. This  is  where  I spent  two  months.” 

It  will  take  a long  time  to  understand  what 
occurred,  or  even  recognize  it,  yet  one  shortly 
becomes  aware  of  what  you,  yourself  are — 
some  good — some  bad.  Nevertheless,  all  is 
raw  and  brutally  awakening.  Were  we  only 
able,  as  Whitman,  to  “See  a new  city  filled 
with  robust  love.”  Perhaps,  unlike  Whitman, 
we  realize  for  the  world  this  robust  love 
comes  only  at  an  unfathomable  price.  I’m  not 
sure  we  will  be  either  able  or  willing  to  pay. 
Scientific  medicine?  Educational  surgery? 
No.  Yet,  here  was  an  experience  where  one 
appreciates  being  a doctor  with  the  zeal  of  a 
third-year  medical  student  his  first  day  on 
a ward. 


John  W.  Batdorf,  M.D. 
Las  Vegas,  Nevada 
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ITH  the  publication  of  this  second  special 
Nevada  Edition  of  the  Rocky  Mountain  Medi- 
cal Journal,  the  Nevada  State  Medical  Asso- 
ciation brings  greetings  to  all  our  colleagues 
and  readers  in  the  Rocky  Mountain  area.  We 
are  proud  of  our  doctors 
who  have  contributed  to 
this  issue,  and  we  sin- 
cerely hope  that  each 
reader  will  find  some- 
thing interesting,  stimulating,  and  educa- 
tional in  these  articles. 


Presidenfs 

Greeting 


During  the  past  year  the  Nevada  State 
Medical  Association  has  grown  rapidly,  not 
only  in  numbers,  but  in  program  and  activi- 
ties under  the  able  leadership  of  our  imme- 
diate past  president,  Joseph  M.  George,  Jr., 
M.D.  Medicare  came  in  relatively  smoothly 
in  Nevada,  and  as  yet,  no  major  problems 
have  developed.  Preliminary  organization  of 
Nevada  Blue  Shield  has  been  carried  out  and 
has  been  approved  by  the  National  Associa- 
tion of  Blue  Shield  Programs.  The  program 
will  be  put  into  action  during  this  coming 


year.  The  highlight  of  the  year  was  the  host- 
ing of  the  1966  AMA  Clinical  Session  by  the 
Clark  County  Medical  Society  in  Las  Vegas. 
The  meeting  set  a record  for  the  highest  total 
registered  attendance,  and  the  Nevada  State 
Medical  Association  is  proud  of  its  members 
who  made  the  meeting  a success. 

During  1967,  committees  of  the  Nevada 
State  Medical  Association  will  be  working 
diligently  on  many  projects.  We  are  working 
closely  with  the  State  Director  of  Health  and 
Welfare  and  with  the  State  Legislature  in  the 
implementation  of  Title  XIX.  Active  partici- 
pation and  study  regarding  Title  IX  (Heart 
Disease-Cancer-Stroke  Regional  programs)  is 
being  carried  out  primarily  through  the  West- 
ern Interstate  Commission  for  Higher  Educa- 
tion (WICHE).  Closely  related  is  continuing 
study  regarding  hope  of  establishing  a 
medical  school  in  Nevada  in  the  not-too- 
distant  future.  Continual  negotiations  are 
being  carried  out  with  the  Department  of 
Defense  regarding  the  unique  position  of  the 
NSMA  as  fiscal  intermediary  for  the  ODMC 
program  and  its  broadening  program  for  re- 
tired personnel  and  uniformed  personnel  and 
their  dependents. 

The  Nevada  Medical  Political  Action 
Committee  has  been  active  and  effective  and 
we  are  interested  to  see  the  response  of  our 
membership  to  the  newly  established  pro- 
gram of  direct  billing  of  AMPAC-NEMPAC 
voluntary  dues  included  with  our  county, 
state,  AMA,  and  AMA-ERF  statements  this 
year.  The  above  are,  of  course,  only  a few 
of  the  activities  confronting  organized  medi- 
cine in  Nevada,  the  most  rapidly  growing 
state  in  the  Union. 

Finally,  we  wish  to  cordially  invite  every 
physician  from  the  Rocky  Mountain  States  to 
attend  our  Annual  Meeting  at  Lake  Tahoe, 
November  7-11,  1967.  We  hope  to  offer  stimu- 
lating scientific  sessions  in  one  of  the  world’s 
most  beautiful  scenic  settings,  with  the  well 
known  attractions  of  Nevada  entertainment 
and  hospitality  close  at  hand. 

William  M.  Tappan,  M.D.,  President 

Nevada  State  Medical  Association 
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aAMA  '116th  Annual  Convention -cy^tlantic  Citj^,New  Jersej}-  June 18-22 ,1967 

Come  to  Atlantic  City— -one  of  America’s  favorite  by-the-sea  playgrounds— -and 
join  your  colleagues  at  the  AMA’s  116th  ANNUAL  CONVENTION! 

Fine  hotels  and  motels,  excellent  restaurants,  plus  all  the  advantages  of  a lively 
resort  make  this  year’s  Convention  a must  for  you  and  your  family.  Atlantic  City 
provides  a superb  setting  for  a summer  classroom  and  all  the  latest  techniques 
of  modern  medicine.  Plan  to  be  one  of  the  participants  in  this  rewarding  four 
day  postgraduate  education  program. 

• Four  genera!  scientific  sessions  • 23  section  programs  • 575  scientific  and 
industrial  exhibits.  Lectures,  panel  discussions,  motion  pictures,  and  color  tele- 
vision. Plan  to  attend — continue  your  postgraduate  education. 

RESERVE  NOW  for  the  SCIENTIFIC  AWARDS  DINNER  in  honor  of  the  Scientific 
Award  Winners — Wednesday,  June  21,  1967.  Since  space  is  limited,  we  suggest 
you  make  your  reservations  before  June  1,  1967.  Tickets  are  $10.00  each,  pay- 
able in  advance. 

See  JAMA  May  8,  1967  for  complete  scientific  program — forms  for  advance 
registration  and  hotel  accommodations. 
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...  is  not  news.  Whaf  s news  is  that  we’ve  embarked  on  the  most  ambitious  film  program  for  pro- 
fessional medical  audiences  ever  launched  against  a single  disease.  A half -million  dollar  film 
project  is  underway—with  technical  advice  from  the  nation’s  leading  medical  authorities. 

Five  of  these  films  are  available  how- 

cancer  IN  CHILDREN,  DIAGNOSIS  AND  MANAGEMENT  OF  CANCER  OF  THE  COLON  AND  RECTUM, 
ORAL  CANCER,  NURSING  MANAGEMENT  OF  THE  PATIENT  WITH  CANCER,  and  THE  DENTIST  AND 

CANCER.  The  balance  will  be  released  in  1967-1968. 

As  pioneers  in  the  usage  of  medical  films,  we  know  their  value  as  teaching  tools.  Our  Units 
across  the  country  know,  too.  Films  are  a vital  part  of  their  professional  educational  programs. 
We  hope  you  will  contact  your  local  ACS  Unit  about  this  outstanding  new  series. 


AMERICAN  CANCER  SOCIETY 
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LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

692— 6— 39'».T 


in 

disorders: 

B and  C vitamins  aid  therapy.  Nausea,  vomiting,  and  severe  diarrhea  may 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAPS 
capsules,  containing  therapeutic  quantities  of  vitamins  B and  C,  may  help  meet 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions, 
STRESSCAPS  vitamins  aid  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains; 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  Ba  (Riboflavin)  10  mg 

Vitamin  Bs  (Pyridoxin©  HC!)  2 mg 

Vitamin  Bj?  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  ‘‘reminder” 
jars  of  30  and  100;  bottles  of  500. 


Roentgenographic  manifestations 

of  appendiceal  disease 

Leon  H.  Steinberg,  MD,  John  I.  Pretto,  MD,  and  Murton  D.  Strimling,  MD,  Las  Vegas,  Nevada 


Experiences  with  a modern 
diagnostic  tool  in  pursuit  o f 
an  old  enemy. 


Appendiceal  disease  may  simulate  practically 
every  common  and  some  uncommon  intra- 
abdominal diseases.  Bockus^  states  “acute 
appendicitis  is  concerned  in  the  differential 
diagnosis  of  all  abdominal  conditions  capable 
of  irritating  the  peritoneum  and  of  all  medical 
diseases  which  simulate  the  so-called  acute 
abdomen.”  The  purpose  of  this  paper  is  to 
describe  and  illustrate  some  of  these  diseases, 
to  show  the  value  of  routine  roentgenographic 
studies  of  the  abdomen  in  appendiceal  disease, 
and  to  demonstrate  the  use  of  barium  enema 
examination  for  evaluation  of  the  cecum  and 
appendix. 

Our  routine  abdominal  series  consists  of 
AP  recumbent  and  upright  films  of  the  ab- 
domen, including  a PA  film  of  the  chest,  and 
it  has  become  a common  practice  for  the 
physicians  on  our  staff  to  order  such  a series 
in  most  cases  of  suspected  intra-abdominal 
disease.  The  results  of  use  of  this  series  of 
films  has  been  valuable  and  many  unsuspect- 
ed cases  of  appendiceal  disease  have  been 
uncovered.  The  PA  film  of  the  chest  is  for 
discovery  of  pulmonary  diseases  simulating 
abdominal  conditions  and  for  better  apprecia- 
tion of  free  air  under  the  diaphragm.  Not  all 
cases  of  appendiceal  disease  will  show 
changes  on  the  plain  films  of  the  abdomen, 
but  it  is  estimated  that  at  least  50  per  cent 
will.®  In  cases  where  there  are  no  or  question- 
able changes,  we  do  not  hesitate  to  do  a 
barium  enema  examination  to  evaluate  the 
cecum  and  appendix. 


Fecaliths  of  the  appendix 

CASE  1.  A 5 -year-old  male  was  admitted  with 
a 36-hour  history  of  right  lower  quadrant  pain, 
vomiting  and  constipation.  On  admission  his  white 
count  was  16,800  and  clinical  diagnosis  of  acute 
appendicitis  made.  The  patient  was  operated 
through  a McBurney  incision  and  a ruptured,  in- 
flamed, friable  appendix  was  removed,  and  a drain 
inserted.  The  next  morning  acute  abdominal  dis- 
tention occurred,  and  a portable  film  of  the  abdo- 
men (Fig.  1)  taken.  The  film  was  interpreted  to 
show  a fecalith  of  the  appendix  to  the  right  of 
the  L-4  vertebral  body  and  evidence  of  a small 
bowel  obstruction.  The  patient  was  reoperated 
with  removal  of  the  fecalith  and  decompression 
of  the  small  bowel.  Subsequent  recovery  was  with- 
out significant  complication. 

This  patient’s  appendix  ruptured  due  to 
the  presence  of  a fairly  large  fecalith  which 
was  missed  by  the  surgeon  at  the  time  of 
the  appendectomy  and,  therefore,  not  re- 
moved. As  a result  of  the  presence  of  the 
fecalith  within  the  abdomen,  abscess  forma- 
tion occurred  about  the  fecalith  which 
trapped  a loop  of  ileum  within  the  inflamma- 
tory mass  causing  small  bowel  obstruction. 


Fig.  1.  Concentrically  calcified  fecalith  to  the  right 
of  L-4  with  an  associated  small  bowel  pattern  of 
obstruction.  (Case  1.) 
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There  were  no  films  of  the  abdomen  taken 
prior  to  the  initial  appendectomy,  and  con- 
ceivably the  second  surgery  and  the  small 
bowel  obstruction  might  have  been  averted 
if  the  surgeon  had  been  aware  that  there  was 
a fairly  large  calcified  fecalith  present. 

CASE  2.  A 15-year-old  healthy  male  developed 
acute  abdominal  pain  four  days  prior  to  admission. 
The  progressive  and  persistent  nature  of  the  pain 
led  to  admission.  Physical  examination  showed 
slight  tenderness  in  the  right  lower  quadrant. 
WBC  was  13,500,  temperature  102°.  Admitting  di- 
agnosis was  acute  appendicitis.  Abdominal  series 
(Fig.  2)  revealed  a calcified  fecalith  of  the 
appendix  on  the  right  side  of  the  pelvis  with 
evidence  of  air-fluid  formations  in  the  large  and 
small  bowel  suggestive  of  peritonitis.  Laparotomy 
confirmed  this  diagnosis  showing  a perforated  ap- 
pendix which  was  acutely  inflamed  and  contained 
three  fecaliths.  One  fecalith  was  calcified  and 
two  smaller  ones  were  not.  Following  an  unevent- 
ful postoperative  course  the  patient  was  discharged 
five  days  after  admission. 

The  series  of  abdominal  films  taken  of  this 
patient  clearly  showed  the  presence  of  the 
fecalith  and  alerted  the  surgeon  to  search  for 
the  fecalith  even  if  not  found  in  the  region 
of  the  appendix. 

CASE  3.  A 39-year-old  male  was  admitted  to 
the  hospital  for  a workup  to  rule  out  possibility 
of  duodenal  ulcer.  On  routine  preliminary  film 
of  the  abdomen,  taken  prior  to  the  upper  G.I. 
examination,  there  were  noted  four  calcifications 
to  the  right  of  the  mid-lumbar  region  which  were 
lined  up  in  a manner  simulating  calculi  within 
the  right  ureter  (Fig.  3).  An  intravenous  pyelo- 
gram  examination  was  done  the  following  day 
showing  these  calcifications  to  be  outside  the 
course  of  the  right  ureter  (Fig.  4)  and  on  subse- 
quent barium  enema  examination  these  calcifica- 
tions were  proven  to  be  fecaliths  within  the 
appendix.  No  other  abnormality  of  the  G.I.  tract 
was  found  during  the  admission  and  the  patient 
was  discharged  without  operation. 

This  case  illustrates  fecaliths  of  the  ap- 
pendix simulating  ureteral  calculi.  The  pres- 
ence of  fecaliths  within  the  appendix  in  a 
patient  with  acute  abdominal  symptoms  al- 
most always  means  appendicitis  and  there 
is  an  extremely  high  probability  that  the 
appendix  is  gangrenous.^  The  patient  dis- 
cussed above  was  asymptomatic  with  respect 
to  his  appendix,  but  most  authors  recommend 
interval  appendectomy  in  relatively  asympto- 
matic patients.^ 


Fig.  2.  Calcified  fecalith  in  right  pelvic  area,  with 
air-fluid  levels  of  distal  small  bowel  indicating 
perintonitis.  (Case  2.) 


Fig.  3.  Four  calcified  fecaliths  of  the  appendix,  in 
the  course  of  the  right  ureter.  (Case  3.) 


Appendiceal  disease  simulating 
diffuse  peritonitis 

CASE  4.  A previously  healthy  woman  of  25 
years  was  admitted  to  the  hospital  in  the  evening 
following  sudden  onset  of  malaise,  cramping  ab- 
dominal pain  followed  by  diarrhea,  approximately 
8 hours  previously.  On  admission,  temperature 
was  99°,  pulse  100,  and  respiration  quiet.  Admit- 
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ting  diagnosis  was  acute  gastroenteritis.  The  fol- 
lowing morning  her  temperature  rose  to  104°,  and 
WBC  was  28,500  with  shift  to  the  left.  The  patient 
was  definitely  in  more  distress  with  abdoimnal 
guarding  and  right  lower  quadrant  tenderness. 
Findings  of  abdominal  x-ray  series  (Fig.  5)  were 
those  of  a diffuse  peritonitis,  there  being  a few 
small  gas  bubbles  demonstrable  in  the  right  lower 
quadrant  of  the  abdomen  and  attenuation  of  the 
right  properitoneal  fat  line.  Possibility  of  rup- 
tured appendix  with  diffuse  peritonitis  was  enter- 
tained by  the  radiologists.  Laparotomy  was  per- 
formed, confirming  perforated  appendicitis  with 
generalized  peritonitis.  Postoperative  course  was 
uneventful,  and  the  patient  was  discharged  eight 
days  after  admission. 

This  case  illustrates  clearly  the  usefulness 
of  the  abdominal  series.  The  patient  was 


Fig.  4.  Film  of  the  abdomen  showing  relationship 
of  the  fecaliths  to  the  right  ureter.  (Case  3.) 
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Fig.  5.  Film  of  the  abdomen  interpreted  to  show 
diffuse  peritonitis  due  to  a ruptured  appendix. 
(Case  4.) 


admitted  with  a diagnosis  of  gastroenteritis 
and  without  radiographic  study  it  is  con- 
ceivable that  the  arrival  at  the  correct  diag- 
nosis could  have  been  delayed,  increasing 
likelihood  of  severe  complications. 

Appendiceal  disease  simulating 
acute  cholecystitis 

CASE  5.  A healthy  28-year-old  male  was  ad- 
mitted with  a three-day  history  of  abdominal  pain 
which  grew  progressively  worse  12  hours  prior 
to  admission.  There  was  no  previous  history  of 
predisposing  conditions.  On  physical  examination 
there  was  right  upper  quadrant  tenderness  and 
guarding  with  a questionable  mass  below  the  costal 
margin.  Admission  temperature  was  100°,  WBC 
was  22,200,  urinalysis  was  negative.  Admission 
diagnosis  was  acute  cholecystitis.  An  oral  chole- 
cystogram  study  was  ordered  which  showed  the 
gallbladder  to  be  normal  (Fig.  6).  Intravenous 
pyelogram  and  barium  enema  examinations  were 
then  ordered  and  during  filming  of  the  intravenous 
pyelogram  there  was  noted  a number  of  unusual 
air  bubbles  underneath  the  right  liver  margin 
(Fig.  7).  The  barium  enema  examination  (Fig.  8) 
showed  a retrocecal  appendix  with  the  tip  of  the 
appendix  reaching  high  in  the  right  upper  quad- 
rant adjacent  to  the  abnormal  air  collection,  which 
was  interpreted  as  appendiceal  abscess.  An  appen- 
dectomy was  performed  and  the  diagnosis  was 
confirmed  pathologically.  The  patient  was  dis- 
charged after  an  uneventful  recovery. 
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Fig.  6.  Normal  oral  cholecystogram.  Air  bubble 
below  the  gallbladder  interpreted  to  localize  rup- 
tured appendix.  (Case  5.) 


The  physician  referring  this  patient  was 
greatly  surprised  at  the  normal  oral  chole- 
cystographic  findings.  The  correct  diagnosis 
of  subhepatic  appendiceal  abscess,  secondary 
to  a ruptured  retrocecal  appendix  was  cor- 
rectly arrived  at  by  barium  enema  examina- 
tion. This  example  illustrates  use  of  barium 
enema  in  acute  appendiceal  disease. 

Appendiceal  disease  simulating 
carcinoma  of  the  ascending  colon 

CASE  6.  A 31-year-old  male  had  an  episode 
of  abdominal  pain,  fever  and  vomiting  approxi- 
mately 4 weeks  prior  to  admission.  The  symptoms 
were  present  more  or  less  for  a period  of  about 
12  days  with  a complete  remission  for  about  3 
weeks.  A recurrence  of  abdominal  pain  in  the  right 
lower  quadrant  led  to  a barium  enema  examina- 
tion. The  barium  enema  (Fig.  9)  was  interpreted 
as  a carcinoma  of  the  ascending  colon.  At  lapa- 
rotomy there  was  a large  mass  encountered  ad- 
herent to  the  kidney  and  encircling  the  ascend- 
ing colon.  The  surgeon  considered  the  mass  to  be 
a carcinoma  and  right  hemicolectomy  performed. 
The  pathologist  report  was  periappendiceal  and 
pericolic  abscess  following  rupture  of  a mucocele 
within  a retrocecal  appendix. 

This  is  a very  unusual  manifestation  of 
appendiceal  disease.  Even  in  retrospect  it  is 
difficult  to  arrive  at  the  correct  diagnosis. 


Fig.  7.  Close-up  film  of  I.V.  pyelogram  showing 
gas  bubbles  underneath  right  liver  margin,  inter- 
preted to  indicate  appendiceal  abscess.  (Case  5.) 


Fig.  8.  Barium  enema  indicating  retrocecal  ap- 
pendix with  air  in  an  appendiceal  abscess,  above 
hepatic  flexure.  (Case  5.) 
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Fig.  11.  Close-up  films  of  barium  filling  the  proxi- 
mal appendix  and  demonstrating  the  actual  per- 
foration. ( Case  7.) 

Barium  enema  examination  in 
perforated  appendix 

CASE  7.  A 64-year-old  male  cardiac  patient 
had  been  admitted  previously  for  a coronary  in- 
farction. He  was  released,  was  followed,  and  was 
well  until  6 weeks  prior  to  this  admission.  At  that 
time  he  developed  sudden  abdominal  distress  with 
nausea  and  vomiting.  Following  this  episode  he 
was  seen  as  an  out-patient  for  a barium  enema 
examination  which  showed  (Figs.  10  and  11)  a 
ruptured  appendix  with  barium  clearly  seen  out- 
lining a portion  of  the  appendix  and  entering  a 
large  abscess  cavity  in  the  lower  right  abdomen. 
The  patient  was  placed  on  antibiotic  therapy  and 
an  interval  appendectomy  performed.  The  patho- 
logical report  was  a ruptured  vermiform  appendix 
with  periappendiceal  abscess,  old. 

There  has  been  much  discussion  as  to  the 
use  of  barium  enema  examination  in  acute 
appendicitis  and  especially  during  the  pres- 
ence of  a ruptured  appendix.  It  is  our  experi- 
ence, and  this  is  verified  by  some  recent 
literature,  that  there  is  no  contra-indication 
to  the  use  of  barium  enema  examination 
during  acute  appendicitis  or  suspected  rup- 
ture.® The  barium  itself  is  an  inert  substance 
and  does  not  cause  serious  complications.  The 
primary  cause  of  the  complications  occurring 
in  appendiceal  disease  is  rupture  with  second- 
ary spillage  of  bacteria  laden  colonic  contents. 


Fig.  9.  “Applecore”  lesion  of  ascending  colon 
simulating  carcinoma  hut  due  to  appendiceal  ab- 
scess. (Case  6.) 


Fig.  10.  Extravasation  of  barium  from  cecum  into 
area  interpreted  to  he  appendiceal  abscess.  (Case 
7.) 
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Free  intraperitoneal  air 
due  to  ruptured  appendix 

CASE  8.  A 36-year-old  male  was  admitted 
following  a short  episode  of  diffuse  abdominal  pain 
and  fever.  An  abdominal  series  including  a PA 
film  of  the  chest  showed  the  presence  of  a large 
amount  of  free  air  (Fig.  12)  underneath  both 
domes  of  the  diaphragm,  especially  on  the  right. 
Films  of  the  abdomen  showed  no  evidence  of  dif- 
fuse peritonitis.  Diagnosis  of  a ruptured  viscus  was 
entertained,  and  at  laparotomy  a perforated  ap- 
pendix with  pneumoperitoneum  and  diffuse  peri- 
tonitis found. 

The  presence  of  a fairly  large  amount  of 
air  within  the  abdominal  cavity  is  a most  un- 
usual finding  secondary  to  perforated  ap- 
pendix. There  have  been  very  few  reported 
cases  in  the  English  literature®-  We  have 
seen  another  case  (not  illustrated  here)  of  a 
very  small  bubble  of  gas  underneath  the 
dome  of  the  right  hemi-diaphragm  which  was 
also  due  to  a ruptured  appendix. 

Discussion 

The  above  cases  clearly  show  the  value  of 
routine  roentgenographic  studies  as  well  as 
the  use  of  barium  enema  examination  in 
appendiceal  disease.  We  do  not  advocate  the 
routine  use  of  an  abdominal  x-ray  series  or 
barium  enema  in  all  cases  of  suspected  ap- 
pendiceal disease,  but  we  strongly  advise  that 
a routine  abdominal  x-ray  series  be  done  in 
any  suspected  case  of  appendicitis  where 
there  is  slightest  doubt  as  to  the  diagnosis.^ 
In  our  experience,  localizing  right  lower 
quadrant  roentgen  signs  are  present  in  many 
cases  of  uncomplicated  appendiceal  disease 
and  it  has  been  estimated  that  60  to  70  per 
cent  of  such  cases  have  positive  x-ray  find- 
ings. With  rupture  of  the  appendix,  the  inci- 
dence of  positive  x-ray  findings  rises  to  at 
least  90  per  cent.® 

Over  the  course  of  the  years  we  have  done 
many  barium  enema  examinations  in  patients 
with  suspected  appendiceal  disease  who  had 
negative  or  questionable  findings  on  the  rou- 


f'tg.  12.  Substantial  accumulation  of  sub-dia- 
phragmatic air  secondary  to  perforated  viscus 
which  proved  to  be  ruptured  appendicitis.  ( Case  8.) 

tine  abdominal  series.  We  feel  that  visualizing 
the  appendix  by  barium  enema  in  its  entirety 
constitutes  proof  of  a normal  appendix,  and 
a significant  number  of  patients  have  been 
saved  an  appendectomy  because  of  the  visu- 
alization of  the  entire  appendix  on  the 
barium  enema.  Thus  far  we  have  never  been 
proven  wrong  in  the  above  assumption,  but 
we  would  like  to  stress  that  the  radiologist 
must  be  sure  the  appendix  is  visualized  in 
its  entirety  before  notifying  the  referring 
physician  of  a normal  appendix. 

Increased  use  of  routine  abdominal  roent- 
genographic studies  and  barium  enema  exam- 
inations in  suspected  cases  of  appendiceal 
disease  should  decrease  the  number  of  normal 
appendices  removed  and  will  aid  the  surgeon 
by  advising  him  of  possible  complications 
prior  to  the  surgery. 

Summary 

A number  of  cases  of  appendiceal  disease 
with  unusual  roentgenographic  findings  are 
presented  and  discussed.  We  advocate  in- 
creased use  of  routine  roentgenographic  ab- 
dominal studies  and  barium  enema  examina- 
tions in  cases  where  the  diagnosis  of  appendi- 
ceal disease  is  uncertain.  • 
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Smog  - - Its  Origin 

It  may  not  all  be  man-made 


George  T.  Smith,  MD,  Reno,  Nevada* 


Another  hypothesis  on 
the  origin  of  smog — 
and  the  etiology  of 
seasonal  asthma. 

Literature  concerning  investigation  of  smog 
leads  us  to  suspect  that  not  only  man-made 
products  such  as  gasoline  vapors  and  exhaust 
gases  from  engines  bring  about  air  pollution 
but  also  volatile  materials  produced  by  vege- 
tation. Professor  Frits  W.  Went  has  calculated 
that  approximately  one  billion  tons  of  volatile 
organic  substances  (terpenes)  are  released 
per  year  by  vegetation  over  the  surface  of 
the  earth. ^ Terpenes  are  low  molecular  weight 
hydrocarbons.  The  problem  of  disposal  is  one 
of  concern,  particularly  if  they  should  prove 
toxic. 

It  has  been  established  that  throughout 
the  world  at  any  one  time  there  are  measur- 
able quantities  of  organic  substances  (ter- 
penes) in  the  air  at  concentrations  from  2 to 
20  parts  per  billion.  The  terpenes  are  liber- 
ated from  plants  during  growth  and  decompo- 
sition. These  substances  are  produced  inside 
plant  cells.  Crushing,  drying  or  heating  re- 
leases these  volatiles  in  large  quantities. 
Thus,  any  plant  produces  an  odor  when 
crushed  between  the  fingers.  There  is  some 
evidence  to  show  that  the  dissipation  of  ter- 
penes passes  through  the  same  cycle  as  that 
of  gasoline  vapors  in  cities,  i.e.,  they  are 
photochemically  altered  by  sunlight.  This  re- 
sults in  the  formation  of  peroxides,  ozonides, 
or  free  radicals  which  lead  to  the  production 
of  Aitken-sized  condensation  nuclei.  These 
small  particles  (less  than  0.1  microns)  co- 

*Dr. Smith  is  Research  Professor  of  Pathology  and 
Director  of  Laboratory  of  Environmental  Patho-Physiology, 
Desert  Research  Institute,  University  of  Nevada,  Reno, 
Nevada.  This  grant  was  supported  in  part  by  the  Nevada 
Heart  Association,  the  National  Institutes  of  Healthy  AP 
00545-01,  and  the  Max  C.  Fleischmann  Foundation  of 
Nevada. 


agulate  and  produce  more  stable,  larger 
particles.  These  particles  in  turn  produce  a 
pollution  haze  commonly  referred  to  as  the 
summer  or  “heat  haze”  which  hangs  over  all 
of  the  vegetated  earth.  One  of  the  most  ob- 
vious effects  of  the  terpene  particles  is  a 
blue  haze  formation  seen  particularly  in 
certain  mountainous  and  desert  regions  in 
the  United  States.^  These  blue  hazes  are 
responsible  for  the  blueness  in  the  air.  The 
Blue  Ridge  Mountains  of  Virginia  are  blue 
primarily  because  of  these  hydrocarbons.  Dr. 
Went,  in  cooperation  with  the  atmospheric 
physics  group  at  the  Desert  Research  Insti- 
tute, University  of  Nevada,  at  the  present 
time  is  measuring  the  condensation  nuclei  in 
the  atmosphere.  The  condensation  nuclei  con- 
taining terpenes  are  by-products  returned  tO' 
earth  in  the  form  of  rain  and  snow.  Analysis 
of  solid  matter  of  rain  and  snow  reveal  that 
up  to  50  per  cent  is  organic  in  nature,  and 
even  snow  from  the  snow-caps  of  Greenland 
contains  up  to  5 per  cent  organic  matter. 

These  organic  compounds  may  have  a spe- 
cific significance  in  the  future  development 
of  smog  control,  particularly  if  they  prove 
to  be  natural  air  pollutants.  Most  research 
efforts  to  date  have  been  directed  toward 
reduction  in  the  admission  of  man-made  pol- 
lutants. The  relationship  between  organic 
volatile  substances  (terpenes)  liberated  by 
plants  and  their  effect  on  man  must  be 
studied  to  determine  if  they  are  toxic. 

There  are  three  medical  observations 
which  suggest  that  terpenes  may,  indeed,  be 
toxic.  The  first  relates  to  the  human  with 
asthma,  chronic  bronchitis  and  emphysema. 
For  years,  patients  with  these  diseases  have 
been  sent  to  the  warmer  desert  climates  of 
Arizona,  Nevada  and  New  Mexico.  Nevada 
hospital  statistics  reveal  that  this  disease  is 
prevalent  among  the  native  population  living 
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here.  During  1964  and  1965  patients  ad- 
mitted to  Washoe  Medical  Center,  Reno, 
Nevada,  completed  questionnaires  pertaining 
to  the  vegetation  in  their  surroundings  24 
hours  prior  to  their  attacks.  In  the  Reno 
area  there  was  a close  correlation  between 
the  occurrence  of  asthmatic  attacks  and  the 
concentration  of  terpenes  in  the  atmosphere 
as  determined  by  monitoring  with  a gas 
chromatograph.  Further  studies  are  in  prog- 
ress which  will  show  whether  this  is  merely 
a casual  relationship.  It  is  known,  however, 
that  asthmatic  attacks  are  often  seasonal. 
Curry^  and  Booth,  et  al.^  have  shown  that 
asthmatic  patient  admissions  in  different  hos- 
pitals throughout  the  United  States  have 
similar  seasonal  curves.  These  groups  attempt 
to  relate  their  admissions  to  pollinating  sea- 
sons. However,  this  is  also  the  time  of  highest 
terpene  production.  These  two  groups  have 
shown  a uniform  increase  in  asthmatic  emer- 
gency visits  during  the  fall.  Various  explana- 
tions had  been  suggested,  but  they  are  unable 
to  find  any  single  consistent  responsible 
factor. 

Secondly,  the  development  of  congenital 
abnormalities  in  chick  embryos  following  ex- 
posure to  paint  and  gasoline  fumes  are  known 
to  occur  and  have  been  reported  by  embry- 
ologists. Paints  have  terpenes  as  their  base. 
It  is  also  well  recognized  that  painters  and 
others  exposed  to  high  vapor  concentrations 
of  turpentine  and  paint  products  may  develop 
pulmonary  symptomatology. 

Thirdly,  acute  bovine  emphysema  of  cattle 
occurs  in  the  western  United  States  in  the 
fall  of  the  year  and  has  been  known  to  result 
in  the  death  of  up  to  20  per  cent  of  certain 
herds.®  This  disease  is  quite  different  from 
“Brisket  Disease”  of  high  altitudes.  It  occurs 
when  cattle  which  range  on  high,  dry  foliage 
during  the  summer  are  brought  to  the  lush 
pastures  in  the  valley  during  the  fall.  It  in- 
variably affects  adult  cattle  three  to  ten  days 
after  this  change  of  feeding.  This  lush  vegeta- 
tion presumably  produces  large  quantities  of 
terpenes.®  This  fall,  Dr.  Went  and  Dr.  Donald 
Olsen  of  our  laboratory  measured  terpene 
contents  from  the  grasses  on  a pasture  in 
Carson  Valley,  where  twelve  cattle  died  with 
acute  bovine  emphysema.  The  amount  of 
terpenes  recorded  from  the  grasses  and  in 
the  air  at  that  time  were  higher  than  those 


found  in  the  wooded  forests  of  Little  Val- 
ley during  the  entire  summer.  Etiology  of 
acute  bovine  emphysema  remains  undeter- 
mined, and  exhaustive  studies  of  possible 
toxicity  of  grasses,  viruses,  bacteriologic  and 
histamine-like  agents  have  been  unrewarding. 
Doughtry^  has  suggested  that  it  is  associated 
with  rumen  gas.  His  experiments  prove  that 
nearly  60  per  cent  of  gases  eructated  from 


Fig.  1.  Magnified  view  of  tracheal  mucosa  in  a 
normal  rat.  Note  the  tall  columnar  epithelial  cells 
with  cilia  present.  (x750) 


Fig.  lA.  Loss  of  tracheal  mucosa  with  super- 
imposed infection  in  a rat  three  days  after  second 
exposure  to  terpenes.  (x750) 
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Fig.  2.  Bronchiole  in  a normal  rat  lung.  Note  the 
epithelial  lining  is  intact  and  surrounding  airways 
are  widely  open.  (x480) 


Fig.  3.  Low  power  photograph  of  a normal  rat 
lung.  Note  patent  airways.  (x75) 


Fig.  4.  Medium  power  magnification  of  normal 
rat  small  muscular  arteriole.  Note  endothelial 
lining,  smooth  muscle  cells  and  lumen  wall  ratio. 
(x750) 


Fig.  2 A.  Bronchiole  from  a rat  lung  three  days 
after  exposure  to  terpenes.  Note  the  sloughing  of 
the  epithelial  lining  and  the  marked  congestion 
present  in  the  lung.  (x750) 


Fig.  3A.  Low  power  photograph  of  lung  of  rat 
which  died  following  acute  exposure  to  terpene 
particles.  Congestion  is  severe  and  the  large,  di- 
lated airways  are  present,  representing  the  acute 
production  of  emphysema.  (x75) 


Fig.  4A.  Muscular  artery  which  is  focally  thick- 
ened followmg  a second  exposure  to  terpene 
particles.  (x750) 
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the  rumen  are  inhaled  into  the  lungs  before 
expulsion.  The  content  of  terpenes  in  the 
rumen  of  cattle  expiring  in  Carson  Valley 
were  measured  and  found  to  be  approxi- 
mately 40  per  cent  of  the  rumen,  the  largest 
portion  of  remaining  gas  being  methane. 
It  is  well  recognized  that  methane  and  certain 
terpene  vapors  are  indeed  toxic  to  the  oro- 
pharyngeal and  pulmonary  mucosa. 

Can  one  correlate  human  asthma,  bovine 
emphysema  and  the  toxicology  of  the  devel- 
oping embryo?  Is  there  a common  denomi- 
nator? It  is  possible  that  terpenes  represent 
this  unknown  factor.  An  important  question 
is  whether  or  not  there  is  a toxic  effect  from 
these  volatile  plant  materials  on  animal  and 
human  life.  We  now  know  that  certain  plants 
which  are  high  quantity  terpene  producers, 
such  as  tobacco  plants,  can  and  do  inhibit 
the  growth  of  surrounding  plants.®  It  is  also 
a recognized  medical  fact  that  turpentine,  a 
petroleum  product  containing  large  amounts 
of  terpene  (particularly  alpha  pinene)  are 
toxic  when  ingested. 

In  order  to  begin  this  investigative  study, 
laboratory  animals  were  subjected  to  various 
concentrations  of  terpenes  in  an  attempt  to 
determine  if  terpenes  at  normal  atmospheric 
concentrations  are  harmful.  The  lung  was 
studied  in  detail,  using  postmortem  methods 
(Figs.  1 to  4) , to  see  whether  toxic  manifesta- 
tions were  due  to  vascular  or  to  bronchial 
lesions  and  to  see  if  these  lesions  were  suffi- 
cient to  cause  cor  pulmonale.  Twenty-five 
laboratory  white  rats  (Rattus  norvegicus), 
250  to  350  grams  in  weight,  fifteen  kangaroo 
rats  (Dipodomys  merriami),  30  to  50  grams 
in  weight,  and  ten  adult  guinea  pigs,  400  to 
800  grams  in  weight,  were  subjected  to  an- 
proximately  40  to  60  parts  of  alpha  pinene 
per  million  parts  of  air  in  a chamber  through 
which  the  air  flow  rate  was  6 to  8 meters  per 
minute.  The  white  rats  subjected  to  this 
concentration  became  lethargic  within  ten 


minutes  and  within  fifteen  minutes  became 
severely  agitated.  After  twenty  minutes  they 
developed  purposeless  movements  and  began 
staggering  and  lost  their  equilibrium.  Within 
twenty-five  minutes  convulsions  ensued,  and 
death  occurred  within  thirty  minutes.  At 
autopsy,  the  rats  had  focal  loss  of  tracheal 
mucosa,  pulmonary  edema,  and  cerebral 
edema.  If  the  rats  were  removed  from  the 
alpha  pinene  within  twenty-five  minutes 
from  the  beginning  of  the  experiment  and 
placed  in  either  oxygen  or  open  air,  they 
recovered.  Twenty-four  hours  later,  however, 
the  trachea  and  large  bronchi  had  focal  areas 
denuded  of  mucosal  epithelium.  Within  and 
surrounding  these  areas  were  acute  inflam- 
matory cells  associated  with  destructive 
changes  in  the  basement  membrane  and  sub- 
mucosal glands.  If  the  animals  were  placed 
in  the  chamber  for  a second  and  third  time, 
death  occurred  earlier.  The  adult  guinea  pig, 
weighing  more  than  the  white  rat,  had  similar 
symptoms;  however,  death  did  not  occur  on 
the  first  exposure  before  35  to  45  minutes. 
The  kangaroo  rat,  weighing  less  than  the 
laboratory  rats,  died  after  the  first  20  minutes 
when  exposed  to  the  alpha  pinene  in  the  same 
concentrations.  Laboratory  personnel  work- 
ing in  enclosed  laboratory  space,  observing 
the  symptoms  of  the  laboratory  animals,  de- 
veloped conjunctivitis  and  inflamed  oro- 
pharyngeal mucosa  which  required  medical 
therapy. 

The  results  of  this  pilot  study  clearly 
showed  that  alpha-pinene  is  toxic  in  high 
concentrations  to  both  human  and  laboratory 
animals.  This  investigation  is  being  continued 
to  study  the  long  term  effects  of  lower  con- 
centrations found  clinically  in  nature  to 
determine  whether  or  not  pulmonary  lesions 
are  produced  by  prolonged  exposure.  • 
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Comments  on  coronary  care 


Robert  J.  Barnet,  MD,  Reno,  Nevada* 


The  author  discusses  new 
standards  of  coronary  care. 


It  has  been  estimated  that  there  are  approxi- 
mately 21  million  people  in  the  United  States 
at  the  present  time  with  known  heart  disease. 
There  are  probably  another  10  to  15  million 
with  undiagnosed  heart  disease.  Cardiovascu- 
lar diseases  account  for  over  50  per  cent  of 
j the  deaths  in  the  United  States.  Any  physi- 
cian, even  a layman,  is  aware  of  the  magni- 
tude of  the  problem.  Great  strides  have  been 
made  in  the  diagnosis  of  all  types  of  heart 
disease  in  the  past  20  years.  Advances  in  the 
treatment  of  congenital  and  acquired  valvular 
disease  have  outstripped  the  imagination  of 
the  most  optimistic  physician  of  20  years  ago. 
Mechanical  heart  assist  and  even  total  heart 
replacement  seem  feasible  today. 

Coronary  artery  disease,  notably  acute 
myocardial  infarction,  remains  a major  prob- 
: lem.  Until  the  last  few  years  the  management 
I of  the  patient  with  coronary  thrombosis  had 
' changed  very  little  from  that  of  the  1930’s. 

Better  understanding  of  the  electrocardio- 
j gram  and  the  introduction  of  serum  enzyme 
tests  have  refined  the  diagnostic  acumen  of 
i the  physician.  Anticoagulants  have  reduced 
deaths  and  morbidity  from  the  complications 
related  to  mural  and  peripheral  thrombi. 

I However,  most  recent  reports  have  con- 
tinued emphasizing  that  in  general  hospitals 
throughout  the  country  the  mortality  rates 
for  patients  hospitalized  for  acute  myocardial 
infarction  are  as  high  as  30  to  40  per  cent. 

; Many  of  these  patients  die  in  irreversible 
shock  and  failure;  many  expire  because  of 
asystole  or  unexpected  or  protracted  ar- 
rhythmia. 

*Dr.  Barnet  is  the  Director,  Cardiac  Care  Unit,  Washoe 
Medical  Center,  Reno,  Nevada,  Associate  Clinical  Professor 
of  Cardiology,  University  of  Nevada,  and  Associate  Di- 
rector, Laboratory  of  Environmental  Patho-Physiology, 
Desert  Research  Institute,  University  of  Nevada,  Reno, 
Nevada. 


Beginning  in  the  early  1960’s,  the  concept 
of  coronary  units  utilizing  constant  cardiac 
monitoring  equipment  and  alarm  systems  be- 
gan to  develop.  From  these  units,  reports  of 
mortality  figures  as  low  as  11  to  20  per  cent 
in  acute  myocardial  infarction  have  begun 
to  appear.  This  is  true  in  spite  of  the  fact  that 
coronary  care  units  often  receive  the  more 
acutely  and  more  seriously  ill  patients.  In 
1965  and  1966  a nationwide  implementation 
of  the  concept  of  coronary  care  in  specialized 
units  began  about  the  country.  The  majority 
of  these  were  in  the  university  hospitals  and 
in  institutions  in  which  there  was  a special 
emphasis  on  the  care  of  the  cardiac  patient. 
In  many  instances  there  was  a great  deal  of 
concern  about  the  design  and  physical  con- 
struction of  the  units.  However,  the  concept 
that  there  is  both  a need  and  feasibility  of 
developing  coronary  care  units  in  community 
hospitals  of  all  sizes  has  developed.  These 
require  a greater  flexibility  and  often  adapta- 
tion to  existing  situations. 

Washoe  Medical  Center,  in  Reno,  Nevada, 
is  a 415-bed  community  hospital.  In  the  next 
two  years  it  plans  to  expand  to  765  beds. 
Washoe  Medical  Center  does  not  have  a staff 
of  interns  and  resident  physicians  and  must 
rely  on  the  nursing  staff  as  the  first  echelon 
of  defense  in  medical  emergencies.  With  these 
two  factors  in  mind,  a program  of  improving 
the  care  of  the  coronary  patient  which  utilizes 
the  present  nursing  staff  and  existing  facili- 
ties was  instituted  in  September  of  1965.  The 
first  special  coronary  care  bed  was  estab- 
lished at  that  time.  This  was  a single  bed 
adjacent  to  a nursing  station,  utilizing  a 
bedside  monitor  unit  with  an  alarm  box  at 
the  adjoining  nursing  station.  The  second 
bed,  directly  across  from  the  same  nursing 
station,  was  put  into  service  in  December 
of  1965  (Fig.  1).  In  June  of  1966  a seventeen- 
bed  cardiac  ward  was  opened,  and  since  new 
specially  planned  facilities  will  be  included 
in  the  addition  to  the  hospital,  no  major 
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structural  changes  were  made  in  establishing 
this  unit.  This  coronary  care  ward  gives  facil- 
ities which  provide  graduated  care  (Fig.  2). 
Three  beds  in  a room  in  which  the  nursing 
station  is  physically  located  and  equipped 
with  monitors  provides  a facility  designated 
as  the  intensive  cardiac  care  section  of  this 
unit.  The  adjoining  room  contained  an  addi- 
tional two  beds  with  monitors  and  a third 
four-bed  ward  contained  three  monitors  in 
addition  to  a one  non-monitored  bed.  This 
gives  a total  of  eight  monitored  beds.  In  addi- 
tion to  these  three  rooms,  two  additional  four- 
bed  wards  are  served  by  the  same  nursing 
station. 

The  nursing  staff  assigned  to  the  first  unit 
initially  underwent  training  on  the  job,  with- 
out special  classes,  until  they  became  familiar 
with  the  equipment,  and  a core  of  interested 
nurses  was  selected.  Prior  to  the  opening  of 
the  seventeen-bed  ward,  formal  classes  were 
initiated  which  included  instruction  in  the 


equipment  and  in  the  anatomy  and  pathology 
of  coronary  artery  disease.  Sessions  were 
given  in  the  clinical  course  of  both  acute 
myocardial  infarction  and  other  types  of  cor- 
onary artery  disease  and  arrhythmia. 

Instruction  in  electrocardiography  in- 
cludes basic  electrophysiology  and  the  recog- 
nition of  arrhythmias.  Frequent  informal 
discussions  on  individual  problems  in  the 
interpretation  of  arrythmias  are  held  on  a 
day-to-day  basis.  A repeated  instruction 
course  covering  the  same  areas  as  that  in 
the  original  one  was  held  in  the  fall  of  1966 
and  it  is  planned  that  this  will  be  repeated 
at  six-month  intervals.  In  addition  to  this, 
an  intensive  course  in  cardiopulmonary  re- 
suscitation was  initiated  in  the  spring  of 
1966  which  was  mandatory  for  all  nursing 
personnel  in  the  hospital.  During  the  first 
year  of  training,  nursing  personnel  are  re- 
quired to  attend  this  course  three  times  and, 
following  this,  at  least  once  a year.  This 
course  includes  demonstration  and  practice 
on  manikins,  as  well  as  movies  and  slides. 

At  the  present  time  data  is  available  on 
a total  of  151  patients  who  were  monitored 
during  the  first  year.  More  complete  data  is 
available  on  the  first  49  patients  monitored 
during  the  first  six-month  period,  from  Sep- 
temper  of  1965  until  March  of  1966.  Thirty- 
four  of  these  had  acute  myocardial  infarction. 

Table  1 

TOTAL  HOSPITAL  MORTALITY  OF  MYOCARDIAL  INFARCTIONS 

Coronary  Care  Unit 

1st  6 months  2nd  6 months  1 st  year 

Sept.  ' 65  March  ' 66  ~~  lepT.  ' 65  - 


1965* 

March  '66 

Seo  t . '66 

Sept.  '66 

Total 

126 

34 

57 

91 

Survived 

89 

27 

48 

75 

Expired 

37 

7 

9 

16 

Mortality 

29.3% 

20.6% 

15.8% 

1 7.6% 

* Includes  all  in  whom  diagnosis 
was  confirmed  by  EKG,  whether 
mon I tored  or  not . 

For  comparison,  charts  of  all  patients  (mon- 
itored or  not)  admitted  during  1965  with  a 
positive  electrocardiographic  diagnosis  of 
acute  myocardial  infarction  were  reviewed 
(column  one.  Table  1).  The  mortality  in  this 
group  of  126  patients  was  29.3  per  cent.  These 
results  reflect  a significant  difference  in  mor- 
tality between  the  patients  placed  in  the 
coronary  care  unit  and  those  in  the  other 
areas  of  the  hospital.  Of  the  first  151  patients 
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monitored,  91  proved  to  have  acute  myocar- 
dial infarction.  Of  these  first  91  patients 
monitored,  16  died  during  their  hospital  stay 
for  a total  hospital  mortality  of  17.6  per  cent. 
There  was,  however,  significant  difference 
between  the  first  and  last  six  months  of  the 
operation  of  the  unit.  As  noted,  34  patients 
with  acute  myocardial  infarction  were  mon- 
itored during  the  first  six  months.  Seven  of 
these  patients  died  for  a total  hospital  mor- 
tality of  20.6  per  cent.  During  the  second  six 
months,  57  patients  with  acute  myocardial 
infarction  were  monitored,  9 of  whom 
died,  resulting  in  a hospital  mortality  of 
15.8  per  cent.  This  significant  improvement 
in  mortality  is  attributed  to  better  manage- 
ment and  to  early  recognition  and  treatment 
of  arrhythmias.  It  is  felt  that  at  least  two  of 
the  patients  who  died  during  the  first  six 
months  were  possibly  salvageable  patients  in 
that  if  the  arrythmia  had  been  treated  early 
or  recognized,  they  might  have  survived.  Al- 
most all  of  the  patients  who  died  during  the 
second  six-month  period  died  with  what  was 
felt  to  be  an  irreversible  condition.  Some  of 
these  patients  were  in  shock  and  did  not 
develop  a terminal  treatable  arrhythmia,  such 
as  ventricular  fibrillation.  One  patient  died  of 
septal  rupture  and  another  of  myocardial 
! rupture.  In  all  of  these  patients,  heart  rate 

Table  2 

ACUTE  MYOCARDIAL  INFARCTIONS 

I 

Total  Surv i ved  D i ed  Mortal i t y 

34  27  7 20.6% 

NO  PRIOR  HEART  DISEASE 
23  20  3 13  % 

PRIOR  HEART  DISEASE 

11  7 4 36.3% 

gradually  slowed  and  in  at  least  three,  the 
patient  was  apparently  dead  when  electrical 
activity  appeared  to  be  continuing  normally. 
The  latter  we  have  classified  as  primary 
“pump  failure.”  Attempts  at  resuscitation 
were  unsuccessful. 

There  is  a hard  core  of  patients  who  have 
such  severe  and  limiting  coronary  artery 
disease  that  salvage  is  virtually  impossible. 
Most  of  these  patients  have  severe  preexist- 
ing heart  disease.  This  is  reflected  in  the  dif- 


ference in  mortality  as  shown  in  Table  2.  Of 
the  first  7 patients  who  died,  4 had  history  of 
preexisting  heart  disease.  Three  had  no  prior 
history  of  heart  disease.  Of  the  survivors,  23 
had  no  prior  heart  disease  and  11  had  prior 
heart  disease.  It  becomes  necessary,  then, 
when  discussing  comparative  mortality  in 
coronary  care  units,  to  separate  the  patients 
into  various  risk  groups.  With  patients  with 
no  known  prior  heart  disease  a mortality  rate 
of  5 to  10  per  cent  can  be  approached.  In 
the  initial  34  cases  the  mortality  was  13  per 
cent.  However,  in  patients  with  preexisting 
heart  disease,  particularly  when  severe,  one 
cannot  anticipate  this  type  of  result.  In  the 
first  11  patients  with  prior  heart  disease, 
four  died  for  a total  hospital  mortality  of  36.3 
per  cent.  Certainly  those  patients  with  pro- 
gressive coronary  artery  disease  are  going 

Table  3 

TYPICAL  CLINICA.  PICTURE 


Age 

Max. 

SGOT 

Arrhyth. 

Arrhyth . 
or  shock 

Su  rv i ved 

51 

103 

60% 

60% 

D i ed 

59 

267 

71% 

100% 

to  expire  at  some  time,  and  often  of  a primary 
cardiac  problem.  Hence,  hospital  mortality 
figures  of  20  per  cent  and  greater  must  be 
expected  in  this  group.  Table  3 (based  on 
the  first  34  patients)  adds  further  support  to 
this  thesis.  The  average  age  of  the  patient 
who  died  was  59.  The  average  age  of  the 
survivors  was  51.  Maximal  elevation  of  serum 
enzymes  as  a prognostic  indicator  is  also  re- 
flected in  a high  level  in  those  who  died. 
Although  arrhythmias  were  common  in  both 
groups,  they  were  more  common  in  those  who 
died.  The  addition  of  shock  had  a strong  ad- 
verse effect.  All  patients  in  the  first  group 
of  34  who  were  admitted  in  shock  died. 

Another  point  should  be  emphasized  in  the 
hospital  care  of  the  patient  with  acute  myo- 
cardial infarction.  When  coronary  units  first 
began  to  come  into  vogue,  it  was  generally 
recommended  that  continuous  monitoring  be 
continued  to  approximately  72  hours.  More 
recently,  emphasis  has  changed — it  is  now 
often  recommended  that  monitoring,  at  least 
on  selected  patients,  be  continued  from  5 to 
7 days.  In  Table  4 the  results  at  Washoe  Med- 
ical Center  are  compared  with  those  at 
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Presbyterian  Hospital  in  Philadelphia  and 
Bethany  Hospital  in  Kansas  City.  A major 
mortality  occurs  in  all  three  institutions  in 
the  first  three  days.  Perhaps  the  most  im- 
portant mortality  occurs  after  the  third  day. 
Thirty-two  to  52  per  cent  of  the  patients  who 
die  of  acute  myocardial  infarction  in  all  of 
these  three  hospitals  die  after  the  third  day. 

Table  4 

DAY  OF  DEATH 

FOR  CONFIRMED  MYOCARDIAL  INFARCTIONS 

Washoe 

Medical 

Presbyterian  Hospi  Bethany  Hosp.  Center 
Ph i } ade I ph i a.  Pa.  Kansas  Ci ty,  Kan.  Reno,  Nev. 


Total  Deaths 
Day  of  Death 


I St 

31  % 

48% 

29% 

2nd 

34  % 

56% 

43% 

3rd 

48.2% 

68% 

57% 

4-5th 

62  % 

80% 

71% 

6-10 

75.8% 

92% 

86% 

11-23 

99.9% 

100% 

100% 

Percentages  are  cumulative 


It  is  to  be  emphasized  that  many  of  the 
patients  who  die  in  the  first  24  to  48  hours  are 
those  patients  for  whom  there  is  little  chance 
of  survival.  Many  of  these  patients  are  ad- 
mitted in  shock  and  severe  failure  with 
recurrent  infarction.  It  is  often  the  patient 
who  has  had  sufficient  myocardial  reserve 
to  survive  the  first  72  hours  who  develops 
a sudden  unexpected  arrhythmia.  It  is  this 
patient  for  whom  we  can  expect  the  greatest 
success  in  resuscitation  and  his  eventual  dis- 
charge from  the  hospital.  The  fact  that  the 
significant  mortality  occurs  even  beyond  the 
seventh  day  speaks  of  the  value  of  a grad- 
uated care  unit  in  which  the  nursing  person- 
nel are  tuned  to  the  acute  problems  of  the 
cardiac  patient  and  are  particularly  well 
trained  and  most  familiar  with  effective  re- 
suscitation. 


Another  role  of  the  cardiac  care  imit 
that  requires  emphasis  is  the  care  of  the 
patient  who  has  not  had  an  acute  myocardial 
infarction.  The  value  of  the  detection  of  the 
identification  of  paroxysmal  arrhythmias  and 
identification  of  the  etiology  of  syncopal  and 
Stokes-Adams  episodes  is  clear.  The  utiliza- 
tion of  loop  tape  units  which  record  the 
electrical  activity  just  prior  to  alarm  situa- 
tions and  the  first  few  beats  of  arrhythmias 
is  invaluable  in  detecting,  identifying  and 
correlating  such  information. 

In  summary,  it  is  our  opinion  that  coro- 
nary care  units  are  not  only  feasible  and 
can  be  established  in  most  community  hos- 
pitals with  little  structural  modification,  but 
also  that  they  are  a virtual  medical  necessity. 
Utilizing  trained  nursing  personnel  as  first 
line  of  defense  in  the  care,  monitoring  and 
resuscitation  of  cardiac  patients  is  not  only 
feasible,  but  necessary,  if  there  is  to  be  a 
significant  reduction  in  mortality  in  hospitals 
throughout  the  country,  the  majority  of 
which  are  community  hospitals  without  in- 
tern or  resident  staff.  Even  in  hospitals  which 
have  house  staffs,  the  nursing  personnel  must 
fulfill  these  roles,  since  successful  resuscita- 
tation  can  be  only  accomplished  if  begun 
within  the  first  2 to  4 minutes  after  a cardiac 
arrest,  and  most  ideally  within  the  first  15 
to  30  seconds. 

In  the  past  year,  we  have  had  few  at- 
tempted resuscitations,  probably  because 
potentially  fatal  arrhythmias  were  detected 
early  and  appropriate  treatment  instituted. 
It  may  well  be  that  only  rare  resuscitations 
will  be  the  mark  of  the  most  effective  unit, 
because  any  potentially  salvagable  patient 
will  not  have  reached  a state  where  resusci- 
tation is  required.  • 
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Engineering  in  medicine* 


Lester  McKay,  Reno,  Nevada 


Careers  are  unlimited  in 
the  health  sciences. 

Biomedical  engineering,  as  a recognized  dis- 
cipline, has  emerged  to  fill  the  gap  created 
by  the  tremendous  recent  increase  in  medical 
and  engineering  technology.  The  role  of  en- 
gineering ancillary  to  diagnostic  medicine  is 
not  new.  In  the  1600’s  Boglivi  and  Descrates 
presented  functional  theories  based  upon  a 
strictly  mechanical  approach,  simulating  the 
; heart  to  a pump,  lungs  to  a bellows  and  stom- 
j ach  to  a grinding  mill.  Inability  to  follow  up 

I their  mechanical  systems  with  mechanical 
I therapy  as  a means  to  prolong  life  discredited 
this  theory  and  caused  a barrier  to  stand 
between  the  evolving  medical  and  engineer- 
ing professions.  This  void  has  taken  centuries 
to  destroy. 

I In  the  last  few  years,  engineering  and  life 
sciences  have  joined  together  in  a partnership 
which  has  enjoyed  a steady  healthy  growth 
I despite  their  past  differences  and  lack  of 
mutual  understanding.  The  most  significant 
factor  in  the  success  of  this  union  has  been 
; the  acceptance  and  recognition  of  these  pro- 
fessions on  a mutual  colleague  level  in  re- 
i search  endeavor.  Communications  problems, 
the  most  commonly  recurrent  issue,  have 
I been  dissipated.  The  limiting  factor  to  this 

I marriage  of  sciences  has  been  the  problem 
I of  coordinating  the  vast  increase  in  medical 
j knowledge  with  the  advanced  engineering 
technology  amassed  during  the  past  decade. 
Engineers  have  developed  an  insatiable  thirst 
for  biological  understanding  and  on  occasions 
! have  returned  to  the  classroom.  Physicians 
have  become  familiar  with  the  language  and 
theories  of  engineering  practices.  From  this 
united  effort  has  emerged  a medical  team- 

•From  the  Laboratory  of  Environmental  Patho-physl- 
ology  and  the  Desert  Research  Institute,  University  of 
Nevada,  Reno. 


mate,  the  biomedical  engineer,  with  a poten- 
tial equal  to  the  biochemist  and  biophysicist. 

Now,  since  we  have  overcome  the  barrier 
which  has  existed  for  years  between  the 
professions  and  have  fully  entered  as  col- 
league participants  in  diagnostic  and  thera- 
peutic medicine,  we  must  remind  ourselves 
periodically  that,  in  becoming  biomedical 
engineers,  we  accept  an  ethical  responsibility 
to  society  which  has  not  previously  been 
demanded  of  the  engineer.  Physicians  must 
learn  to  live  with  the  engineers’  insistence 
that  there  may  be  a logical  answer  to  every- 
thing. Training  of  engineers  has  been  based 
on  mathematically  provable  formulae  and 
systems.  The  world’s  greatest  engineering 
accomplishments  were  first  reduced  to  draw- 
ings and  preliminary  written  instructions 
presented  in  a manner  which  made  it  possible 
for  laborers  and  technicians  of  all  trades  and 
arts  to  perform  their  respective  duties.  By 
this  method,  it  has  been  possible  for  co- 
workers to  perform  without  requiring  knowl- 
edge of  or  contact  with  his  fellow  craftsmen. 
This  is  true  whether  the  end  product  be  a 
bridge  two  miles  long  or  an  intricate  mechan- 
ical or  electronic  device  resting  on  the  moon 
but  controlled  from  earth.  Separation  of  ef- 
fort is  no  longer  a barrier  in  the  presence  of 
mutual  understanding.  The  satisfaction  of 
such  accomplishments  is  dwarfed  by  the 
challenges  offered  by  the  medical  profession. 

The  ambitious  engineer  need  not  be  satis- 
fied to  merely  design  and  build  biomedical 
instruments.  An  area  of  additional  specializa- 
tion is  that  of  artificial  prostheses,  for  ex- 
ample development  of  artificial  heart,  kidney 
and  limbs.  He  will  be  driven  by  enthusiastic 
desire  to  learn  more  and  more  about  the 
physiology  of  the  natural  organs  he  is  at- 
tempting to  replace.  He  will  keep  abreast  of 
progress  and  research  of  other  investigators, 
for  example.  Our  work  in  cardiac  valve  re- 
placement is  under  re-evaluation  resulting 
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trom  association  with  the  author  of  a recent 
publication.*  The  evidence  indicates  that 
cardiac  valves  should  be  regarded  as  organs 
within  the  general  morphology  of  the  heart 
rather  than  as  passive  structures.  In  accepting 
this  theory,  we  recognize  a personal  need  for 
additional  knowledge  and  research  in  anat- 
omy and  physiology,  as  well  as  the  new  work 
involved  to  replace  a neurologically  con- 
trolled mechanism  with  a physiologically  ac- 
ceptable prosthesis. 

In  addition,  the  biomedical  engineer  may 
attempt  to  quantitate  and  reduce  to  under- 
standable mathematical  questions  the  many 
variables  involved  in  fluid  dynamics.  The 
best  informed  hydraulic  engineer  with  his 
knowledge  of  flow,  friction,  pressures,  cham- 
bers, pumps  and  controls  would  find  this  a 
challenge  beyond  his  wildest  imagination. 
Further,  the  variables  in  hemodynamics  de- 
mand a basic  understanding  of  the  dynamics 
and  angiography  of  the  normal  heart,  and 
related  problems:  acquired  and  congenital 
cardiac  defects,  hypothermia,  sounds  of  flow 
through  various  valves  and  chambers,  to  say 
nothing  of  the  vascular  changes  during  nor- 
mal activity. 


circuits  to  keep  100  biochemical  bioengineers 
busy  for  100  years,  and  have  most  of  the  task 
left  still  unfinished.” 

Another  field  of  endeavor,  and  one  which 
offers  an  unlimited  audio-visual  potential,  is 
designing  and  creating  of  functional  teaching 
models.  This  field  requires  a thorough  knowl- 
edge of  anatomy,  physiology  and  biochem- 
istry, as  well  as  artistic  ability  and  engineer- 
ing know-how.  Visual  aids  have  proven  their 
worth  in  accelerated  educational  methods. 
The  most  simple  functional  models  would 
reduce  by  hours  the  lecture-time  now  re- 
quired for  thorough  presentation  of  a subject. 
An  example  is  a mechanical-electronic  neuro- 
anatomy aid  which  demonstrated  involun- 
tary ocular  response  to  sound.  This  model 
utilizes  an  audio  pick-up,  an  amplifier  and 
movable  pins  attached  to  free-moving  eye- 
balls via  simulated  lateralis  and  medialis 
rectus  oculi  muscles  (Fig.  1).  Adding  simulat- 
ed eyelids  with  photo-electric  cells  geared 
to  respond  to  moving  objects  (instructor’s 
wand  or  pointer),  as  well  as  a servo  mech- 
anized means  for  demonstrating  fixation, 
accommodation  and  convergence,  and  in  ad- 
dition, light-sensitive  (photo-electric)  iris 


I 
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Fig.  1.  Diagrams  of  mechanical-electronic  aid  in  neuroanatomy  demonstrating  ocular  response  to  sound. 


The  biomedical  engineer  may  elect  to  fol- 
low research  in  biological  systems  in  man 
and  other  organisms.  Dr.  E.  C.  Albritton 
from  the  National  Institute  of  Health  at 
Bethesda,  Maryland,  in  his  paper  to  the 
Annual  Conference  of  Engineering  in  Medi- 
cine, November  14,  1966,  hinted  as  to  the 
magnitude  of  this  challenging  field  when  he 
stated,  “One  cell  can  furnish  enough  feedback 


•R.  H.  Licata,  Possible  Reflexogenic  Mechanisms  Regu- 
lating Heart  Valve  Function,  this  issue,  RMMJ. 


controls  offers  no  great  challenge  to  the  bio- 
engineer. When  considering,  however,  that 
we  have  demonstrated  only  a small  portion 
of  ocular  movement  and  function,  and  that 
every  organ,  muscle,  joint,  and  cell  of  the 
entire  human  and  experimental  animal  body 
is  involved,  we  can  readily  visualize  many 
lifetimes  of  research  effort  being  spent  and 
giants  of  industry  being  built. 

A few  other  exciting  projects  which  might 
interest  the  newcomer  to  this  privileged  field 
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include  the  following:  1.  Power  source  for 
artificial  heart.  2.  Biologically  powered  pace- 
makers for  Stokes-Adams  patients  or  arryth- 
mias.  3.  Amplifiers  for  myoelectric  controls. 

4.  Long  range  implantable  telemetry  systems. 

5.  Electrical  anesthesia  systems.  6.  Better 
plastic  and  metal  materials  for  implants. 
7.  Computer  systems  for  diagnostic  and  thera- 
peutic medicine.  The  rightful  place  of  engi- 
neering in  educational  programs  is  being 
currently  established.  In  some  universities 
bioengineering  is  a stepchild  of  the  engineer- 
ing department.  In  others,  it  is  attached  to 
the  medical  school  program.  Some  schools 
offer  work  leading  to  B.S.  degrees.  More  and 
more  higher  educational  institutions  are  of- 
fering work  leading  to  a Ph.D. 

From  fifteen  years’  association  with  per- 
sistent investigators  and  clinicians,  I would 


like  to  recommend  the  stimulating  field  of 
biomedical  engineering  to  the  young  engi- 
neering or  medical  student,  providing  he  is 
prepared  to:  1.  Approach  all  projects  on  a 
truly  sound  scientific  level,  2.  Recognize  that 
it  is  a profession  of  team  work,  3.  Accept  the 
life  of  a perpetual  student,  4.  Be  open-minded 
to  research  efforts  of  others,  and  5.  Most 
important,  realize  that  the  patient  is  the  first 
and  ultimate  concern  of  the  medical  profes- 
sion and  therefore  a poorly  conceived  re- 
search program  resulting  in  an  inadequate 
product  will  be  detrimental  to  the  patient. 
Biomedical  engineering  is  a young  profession 
and  its  future  depends  on  the  integrity  of  the 
published  results,  persistence  in  searching 
out  facts  and  acceptance  by  merit  of  perform- 
ance. • 


Possible  reflexogenic  mechanisms 
regulating  heart  valve  function* 


Histochemical  methods  demonstrate 
further  extension  of  the  autonomic 
nervous  system  and  its  functional 
implications. 

A HISTOCHEMICAL  TECHNIC  has  recently  been 
developed^'  ® whereby  the  presence  of  tissue 
catecholamines  (adrenaline,  noradrenaline, 
tryptamines)  can  be  demonstrated  in  situ  by 
means  of  fluorescence  microscopy.  Prepara- 
tion of  tissue  for  this  purpose  involves  the 
exposure  of  membrane  whole  mounts  to  dry 
paraformaldehyde  gas.  Examples  of  speci- 
mens studied  in  this  manner  are  mesenteries, 
meninges,  mesosalpinx  and  the  tissue  under 
discussion,  cardiac  valves. 

After  exposure  of  membrane  spreads  to 
formaldehyde  gas  the  contained  endogenous 

’From  the  Laboratory  of  Environmental  Patho-physiol- 
ogy  and  the  Department  of  Anatomy,  University  of  Nevada, 
Reno. 


Richard  H.  Licata,  MS,  PhD,  Reno,  Nevada 

catecholamines  are  condensed  to  isoquino- 
lines or  carbolines,  which  characteristically 
exhibit  an  intense  green  to  yellow  autofluo- 
rescence when  examined  with  the  ultra-violet 
microscope.  The  fluorescence  exhibited  is 
specific  for  the  presence  of  adrenergic  fibers 
located  at  the  apparent  effector  sites.  The 
fluorescence  varies  from  green  to  yellow 
depending  on  the  period  of  time  elapsing  be- 
tween gas  exposure  and  ultimate  examina- 
tion. Control  tissues,  particularly  adrenal 
gland,  were  similarly  studied  in  order  to 
check  the  technic  of  preparation  and  validity 
of  the  optical  system  employed.  By  this  meth- 
odology adrenergic  systems  represented  cen- 
trally by  neural  nuclear  centers  (hypothalmic 
nuclei,  caudate  nucleus,  etc.)  and  peripherally 
by  neural  fiber  plexuses  situated  particularly 
at  receptor  sites,  can  also  be  delineated.  This 
technic  was  applied  to  the  study  of  cardiac 
innervation.  During  the  course  of  this  project 
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it  was  found  that  intricate  neural  plexuses 
exist  in^  all  leaflets  of  the  cardiac  valves, 
namely,  pulmonary,  aortic,  tricuspid  and 
mitral  (Figs.  1,  2,  3).  The  plexuses  thus  re- 
vealed can  be  presumed  to  represent  adren- 
ergic or  sympathetic  terminal  extensions  of 
autonomic  origin. 

Precedence  for  the  presence  or  close  rela- 
tion of  subendocardial  neural  networks  to 
cardiac  valves  has  been  established  by  a 
number  of  authors^'  More  recently,  a choli- 
nesterase study®  employing  a modified  thio- 
choline  method  has  conclusively  identified 
plexuses  of  cholinergic  terminals  within  car- 
diac valves.  The  cholinergic  elements  de- 
scribed represent  parasympathetic  neural 
extensions  into  the  valve  leaflets.  The  fibers 
in  question  have  been  presumed  to  be  pre- 
dominantly receptor  or  sensory  in  nature, 
possibly  involving  reflexogenic  mechanisms 
concerning  bulk  and  flow  properties  of  blood 
as  well  as  movements  across  valves. 

Conversely,  the  adrenergic  fibers  reported 
herein  therefore  represent  adrenergic  sympa- 
thetic elements  thus  completing  the  implied 
neural  reflexogenic  arc  by  the  contribution 
of  an  “effector”  segment.  However,  these 
nerve  fibers  are  not  to  be  regarded  as  mere 
partial  subendocardial  extensions  of  similar 
plexuses  from  atrial  levels,  but  represent 
adrenergic-positive  nerve  terminals  which 
are  extensively  distributed  throughout  the 
territory  of  valve  leaflets  up  to  their  free 
margins.  The  presumed  effector  field  de- 
scribed was  characterized  by  extensive  deli- 
cate arborizations  of  beaded  terminals.  Pro- 
fuse neural  plexuses  comprised  of  thick  and 
delicate  bundles  of  nerve  fibers  were  also 
observed  at  the  basal  fixation  of  the  valve 
leaflets  particularly  at  zones  of  juncture  with 
the  annuli  fibrosi.  Additional  fibers  were 
found  to  extend  into  the  related  chordae 
tendineae.  The  innervation  of  the  tendinous 
cords  derive  from  two  principal  sources, 
namely,  fibers  which  descend  into  the  chordae 
as  prolongations  from  the  corresponding 
valve  leaflets  and  fibers  which  similarly  as- 
cend from  the  related  papillary  muscles.  The 
order  of  size  and  type  of  nerve  fibers  con- 
tained within  the  chordae  were  comparable 
to  those  in  the  remainder  of  the  leaflet. 

A neural  apparatus  comprised  of  inte- 
grated cholinergic  and  adrenergic  systems 


Fig.  1.  Fluorescence  microscopy  of  headed  adrener- 
gic nerve  terminals  in  aortic  leaflet  of  mitral 
valve.  X400. 


Fig.  d.  r iuurescence  microscopy  of  nerve  terminals 
in  cusp  of  aortic  valve.  Note  that  these  fibers  are 
more  delicate  than  those  in  the  mitral  valve.  X400. 


Fig.  3.  Fluorescence  microscopy  of  beaded  terminal 
in  vicinity  of  chordae  tendinae  of  mitral  valve. 
X600. 


therefore  can  be  considered  existing  struc- 
turally and  on  a histochemical  basis  within 
all  leaflets  of  cardiac  valves.  As  a result  of 
this,  inter-neural  union  effector  and  effector 
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I 

units  are  implicated  in  a possible  reflexogenic 
mechanism  regulating  valve  function.  The 
I cholinergic  fiber  segment  of  the  neural  appa- 
ratus can  be  assumed  to  be  of  vagal  origin. 
Similarly,  the  adrenergic  or  sympathetic 
I fibers  are  derived  from  the  related  sympa- 
thetic trunk.  A mechanism  for  synchroniza- 
tion of  valve  function  with  the  general  heart 
action  is  taken  for  granted. 

Consequently,  a physiological  experiment 
was  contemplated  in  order  to  assess  the  pos- 
sible role  of  the  suggested  neural  apparatus. 
In  this  respect,  it  was  decided  to  perform 
vagotomies  on  experimental  animals  in  order 
to  cause  degeneration  of  the  cholinergic  fila- 
ments. It  was  hoped  that  in  this  manner  the 
sensory  arc  (proprioceptive)  of  the  neural 
apparatus  would  be  destroyed  and  therefore 
render  the  interrupted  reflexogenic  mechan- 
ism faulty  or  ineffective  thus  resulting  in 
dysfunction  of  valve  action.  Additional  ex- 
periments designed  to  destroy  the  adrenergic 
or  potentially  motor  arc  via  sympathectomy 
and  catecholamine  depletion  by  means  of 
reserpine  injection  were  also  considered. 

The  following  represent  preliminary  data 
of  cervical  vagotomies  conducted  on  sheep. 
Initially,  bilateral  vagotomy  was  performed 
on  young  adult  sheep,  but  the  ensuing  results 
were  found  to  be  far  too  deliterious  to  ensure 
^ a relatively  long  range  animal  survival  neces- 
I sary  to  achieve  the  neural  changes  desired, 
j Unilateral  vagotomies  were  subsequently  de- 
cided upon  as  the  procedure  of  choice.  The 
animals  vagotomized  in  this  limited  manner 
survived  sufficiently  long  to  produce  a 
chronic  experimental  model  compatible  with 
the  aims  of  the  project.  After  a period  of  two 
to  four  weeks  some  neural  degeneration  was 
found  to  occur  within  the  valve  leaflets  par- 
ticularly in  those  of  the  homolateral  side. 
The  changes  observed  were  generally  ex- 
pressed in  terms  of  degenerative  varicosities 
and  fragmentation  of  principally  cholinergic 
fibers.  However,  minimal  degeneration  of 
adrenergic  fibers  was  also  noted.  The  animal 
was  then  subjected  to  catheterization  fol- 
lowed by  injections  of  sodium  iothalamate 
(angioconray)  contrast  material.  Cineradio- 
graphic  studies  were  conducted  in  conjunc- 
tion with  electrocardiographic  recording  in 
order  to  assess  valve  function  and  in  particu- 
lar to  determine  any  disturbance  of  valve 
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action  particularly  of  the  corresponding  side. 

The  following  preliminary  indications 
were  suggested  by  the  data  procured  from 
the  catheterization  procedures.  The  data  are 
based  on  left  unilaterally  vagotomized  ani- 
mals. In  the  limited  number  of  sheep  studied 
the  cineradiographic  and  post  mortem  find- 
ings may  be  summarized  as  follows:  suggested 
aortic  valve  regurgitation  and  mitral  valve 
incompetence,  right  and  left  ventricular  hy- 
pertrophy, left  atrial  fibrosis  with  minimal 
left  focal  fibrosis,  atrial  dilatation  with  eleva- 
tion of  right  and  left  atrial  pressures.  The 
electrocardiographic  findings  were  essential- 
ly accelerated  conduction  with  abnormal 
changes  of  the  S-T  segment  which  persisted 
throughout  the  time  of  survival  of  the  experi- 
mental animal. 

Right  unilateral  vagotomies  are  being  cur- 
rently performed.  In  addition,  sympathec- 


tomy and  reserpinization  of  sheep  are  under 
study  with  the  object  of  depleting  catechola- 
mine stores. 

Although  the  physiological  data  thus  far 
accumulated  is  inconclusive,  it  is  nevertheless 
suggestive  of  the  possibility  of  the  presence 
of  a functional  reflexogenic  mechanism  in- 
fluencing valve  action.  In  any  case,  a definite 
neural  apparatus  can  be  said  to  exist  based 
on  structural  and  histochemical  evidence. 
Final  assessment  of  valvular  action  predicat- 
ed upon  a reflexogenic  neural  mechanism 
must  be  at  least  held  in  temporary  abeyance 
and  must  be  judged  on  the  basis  of  consider- 
ably more  intensive  physiological  corrobora- 
tion. The  development  of  more  sophisticated 
and  effective  valvular  prostheses  will  be 
greatly  enhanced  by  a better  evaluation  of 
the  anatomical  and  physiological  status  of 
normal  valve  function.  • 
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Supervoltage  radiographic  portal 
localization  in  x-ray  therapy 

Robert  M.  Taylor,  MD,  and  John  H.  Anson,  PhD,  Las  Vegas,  Nevada 


Radiographic  methods  aim  at 
precision  in  oncologic  therapeutics. 

A SURVEY  of  current  medical  literature  reveals 
a paucity  of  references  to  supervoltage 
radiography  as  a superior  means  of  beam 
direction  and  portal  localization  in  radiation 
therapy.  Refreshment  of  the  literature  on 
this  subject  is  indicated.  In  recent  literature 
on  this  subject,  McDonneP  expresses  the 
concept  that  image  production  in  such  roent- 
genograms is  achieved  primarily  from  in- 
duced secondary  photo  electrons,  and  that 
the  size  of  the  focal  spot  of  the  radiation 
source  is  not  an  important  factor  in  achieving 
image  definition  (“sharpness”)-^  We  respect- 
fully disagree  with  the  concept  and  feel 
therefore  that  reconsideration  of  the  physical 
laws  governing  roentgenography  is  in  order. 

Physical  principles 

In  the  usual  range  of  diagnostic  potentials 
(up  to  150  kv),  photoelectric  effect  is  the 
predominant  method  of  energy  exchange,  and 
Compton  scattering  is  regarded  as  an  ever 
present  nuisance  which  removes  a few  per 
cent  of  the  incident  beam,  and  through  back 
and  side  scattering  creates  undesirable  fog- 
ging of  the  diagnostic  image.  When  photons 
from  500  to  6,000  kilovolts  of  energy  are 
utilized,  then  elastic  scattering  from  Compton 
effect  is  the  predominant  means  of  energy 
removal  from  the  useful  beam.  Because 
Compton  effect  is  the  interaction  of  a photon 
with  an  electron,  such  events  occur  most 
readily  where  there  is  a relatively  large 
number  of  electrons,  i.e.,  in  dense  materials. 
Also,  because  Compton  effect  is  an  elastic 
collision,  increasing  the  energy  of  the  incident 

Dr.  Taylor  is  Radiologist,  Southern  Nevada  Memorial 
Hospital,  Las  Vegas,  Nevada.  Dr.  Anson  is  Radiation 
Physicist,  Southern  California  Cancer  Center,  and  Consult- 
ing Radiation  Physicist,  Southern  Nevada  Memorial  Hos- 
pital, Las  Vegas,  Nevada. 


quantum  yields  a greater  per  cent  of  both 
scattered  photons  and  recoil  electrons  whicJi 
are  traveling  in  a forward  direction.  Since 
the  energy  transfer  by  this  method  is  a sta- 
tistical variable,  the  resultant  secondaries 
create  a “noise  level”  which  detracts  from 
the  information  carried  by  the  residual  pri- 
mary beam  and  produces  fog  on  the  recording 
medium. 

Let  us  now  consider  the  status  on  the 
film  side  of  the  diagnostic  roentgenographic 
patient  whose  radiologist  is  using  megavolt- 
age radiation.  First,  there  is  the  residual 
primary  beam  whose  variations,  being  the 
result  of  energy  transfer  incidents,  carry 
information  about  the  tissue  differences 
within  the  patient.  These  differences  will  be 
primarily  of  a density  nature  so  that  air  (800 
to  1 density  change)  will  be  demonstrated 
more  strikingly  than  bony  tissue  (1.9  to  1 
density  ratio  over  soft  tissue).  As  in  ortho- 
voltage technics,  the  angle  over  which  this 
information  is  spread  will  depend  on  tube 
focal  point-subject  distance,  and  the  sharp- 
ness of  tissue  shadows  will  be  extremely 
dependent  upon  the  size  of  the  focal  spot. 
This  residual  primary  beam  is  the  only  source 
of  useful,  image-producing  information.  Sec- 
ond, there  is  a flux  of  scattered  photons 
emerging  with  a large  variety  of  energies 
and  angles  as  a result  of  Compton  collisions. 
Third,  there  is  a cloud  of  recoil  electrons 
which  are  the  other  products  of  Compton 
incidents.  These  electrons  have  linear  ranges 
of  travel  from  several  centimeters  in  tissue 
to  as  much  as  50  meters.  Finally,  there  is  a 
possibility  of  primary  photons  which  have 
not  encountered  the  patient  due  to  anatomical 
orifices  and  apertures,  or  because  the  beam 
size  exceeds  the  patient’s  dimensions. 

All  four  of  these  energy-laden  radiations 
will  affect  the  recording  media,  at  which  level 
megavoltage  radiography  requires  special 
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technics  and  equipment.  Paper  or  standard 
bakelite  window  cassettes  are  used,  contain- 
ing screens  of  a high  density  material  such 
as  lead  which  are  required  to  convert  the 
signal  bearing  photons  into  film  activating 
electrons,  to  reduce  the  effects  of  scattered 
radiation,  and  to  prevent  electrons  produced 
by  cassettes  closing  flaps  and  fastenings  from 
projecting  upon  the  image.  Reduction  of  field 
size  by  judicious  collimation  enhances  image 
quality  by  the  reduction  of  stray  irradiation 
and  secondary  photon  production,  and  also 
reduces  patient  exposures  at  any  beam  energy 
level. 

Technical  correlation 

At  Southern  Nevada  Memorial  Hospital, 
the  Model  AM,  2 mev  Van  de  Graaff  accel- 
erator is  employed  as  the  source  of  x-rays 
used  for  both  diagnostic  roentgenograms  and 
for  therapy.  Eastman  industrial  film.  Type 
M,  is  used,  contained  in  nonscreen  (card- 
board) cassettes,  which  have  been  provided 
with  front  and  back,  10  mil  lead  sheets.  A 
double-exposure  technic  is  employed,  where- 
in the  initial  exposure,  obtained  at  125  cm 
focal  skin  distance  (the  same  distance  em- 
ployed during  therapy)  is  made  with  beam- 
shaping devices  in  position  to  exactly  repro- 
duce the  therapy  portal.  Whereas  the  second 
exposure,  superimposing  the  initial  exposure, 
shows  the  surrounding  anatomy  of  the  area 
under  therapy.  Average  film  exposure  tech- 
nics, employing  the  2 million  volt  beam,  at 
125  cm  focal  skin  distance,  at  250  micro- 
amperes require  time  exposures  as  indicated 
in  the  following  examples:  A.  The  naso- 
pharynx and  larynx — 4 seconds  (initial  ex- 
posure of  the  therapy  portal)  and  6 seconds 
(second,  superimposed  exposure  of  regional 
anatomy).  B.  Antero-posterior  radiograph 
of  the  chest,  7 seconds  and  7 seconds,  re- 
spectively. 

Experience  has  shown  that  wide  latitude 
in  time  exposures  is  inherent  in  the  type  of 
industrial  x-ray  film  used,  but  the  other 
principles  of  good  radiography,  especially 
immobilization  of  the  object,  and  proper  de- 
velopment and  rinsing  of  the  roentgenograms 
are  still  mandatory,  as  in  conventional  radi- 
ography. It  should  be  noted  that  industrial 
film  is  not  developed  by  the  automatic 
processing  units  now  widely  employed  in 


modern  x-ray  departments;  hence  our  “stand-  - 
by”  dark  room  facilities  continue  to  have 
frequent,  practical  use. 

Radiographic  applications  to  therapy 

The  radiation  therapist  strives  to  attain 
two  main  objectives,  namely,  control  of  ; 
malignant  neoplasia  and  preservation  of  the 
patient’s  life  with  as  great  degree  of  freedom 
from  untoward  symptoms  from  this  therapy 
as  possible.  In  achieving  the  former,  almost 
always,  high  doses  of  ionizing  radiation  are  : 
required,  thus  emphasizing  the  necessity  of  ; 
close  delimitation  of  the  therapeutic  beam  i 
to  tumor  bearing  tissue,  sparing  surrounding,  % 
uninvolved  tissue.  '] 

To  aid  in  the  achievement  of  maximum  J 
tumor  dosage  with  minimum  dosage  to  sur- 
rounding,  normal  tissues.  Hare  and  his  asso- '] 
ciates,^  as  early  as  1951  began  to  develop  ; 
technics  obtaining  roentgenograms  employing  . 
x-rays  generated  at  2 million  electron  volts 
produced  by  the  Van  de  Graaff  unit  used  in  , 
administering  x-ray  therapy,  enabling  supe-  ^ 
rior  visualization  of  tumor  tissue  as  well 
as  beam  direction  and  therapy  portal  localiza-  ■ 
tion.  The  Hare  methods,  by  now  greatly  ' 
expanded  and  refined,  are  still  effectively  j 
employed  in  many  medical  centers. 

The  most  effective  2 mev  roentgenograms  i 
are  those  obtained  of  anatomical  areas  where  ' 


Fig.  1~A.  Large,  suh-glottic  carcinoma  producing 
anterior  displacement  of  larynx  and  almost  com- 
plete obstruction  of  airway,  requiring  plastic  trach- 
eostomy. 
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Fig.  1-B.  Roentgenogram  at  completion  of  course 
of  x-ray  therapy,  revealing  restoration  of  airway 
(without  need  for  tracheostomy  tube),  and  tumor 
regression. 

air  is  contained  in  the  tissues  for  contrast,  or 
where  air  can  be  introduced  by  insufflation 
or  in  air  containing  instruments;  hence  the 
region  of  the  paranasal  sinuses,  nasopharynx, 
larynx,  and  lungs  provide  the  optimum  areas 
for  application  of  these  technics.  In  these 
areas  normally  containing  air  there  is  maxi- 
mum application  of  the  physical  principle  of 
disparity  of  tissue  absorption  of  low  energy 
radiation  (like  between  bone  and  fat),  where- 
as at  higher  energy  levels  (above  1 million 
electron  volts)  this  differential  tissue  absorp- 
tion approaches  unity.  Thus  at  the  2 mev 
range  the  visualization  of  bones  becomes 
minimal,  and  soft  tissue  structures,  with 
contained  air  for  maximal  contrast,  are  best 
seen.  McDonnel  has  very  aptly  referred  to 
this  phenomenon  as  a “composite  laminagram 
of  the  chest. Experience  has  shown  many 
instances  where  tumor  tissue  in  appropriate 
anatomical  areas  is  better  visualized  by  super- 
voltage roentgenograms  than  by  routine, 
lower  voltage  studies.® 


Beam  directioning  and  portal  localization 
as  controlled  by  supervoltage  radiographs  be- 
comes increasingly  more  important  as  mul- 
tiple oblique  portals  are  employed,  or  as 
the  more  exotic  portal  therapy  applications 
are  employed.  For  instance,  we  depend  upon 
guidance  of  such  roentgenograms  in  the  ac- 
curacy of  establishing  right  and  left  anterior 
oblique,  and  right  and  left  posterior  oblique 
therapy  portals  in  treating  carcinoma  of  the 
urinary  bladder  (in  an  attempt  to  minimize 
the  post-therapy  proctitis  so  often  complained 
of  by  such  patients)  using,  for  contrast,  air 
contained  in  the  balloon  of  a Foley-bag  cath- 
eter introduced  into  the  urinary  bladder 
preceding  the  supervoltage  radiographic  ex- 
posure. 

CASE  REPORTS 

Case  1.  Fig.  1 represents  a 56-year-old  white 
female  with  biopsy-proven  squamous  cell  carci- 
noma arising  from  the  right  vocal  cord  with 
sub-glottic  extension.  Fig.  1-A  indicates  almost 
complete  airway  obstruction,  gross  anterior  dis- 
placement of  the  larynx,  requiring  a plastic  trach- 
eostomy tube  for  initiation  of  2 mev  x-ray  therapy. 
Evidence  of  need  to  enlarge  and  adjust  therapy 


Fig.  2.  Widespread  (primarily)  pleural  metastases 
from  hronchiogenic  carcinoma  of  right  upper  pul- 
monary lobe. 
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TTuCdJiane* 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  rng. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  L.AW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 
DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  tOO  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
ptediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINI.A.  23217 
Manufacturers  of  ethic  at  pharmaceuticats  since  1856 
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Fig.  3~A.  Advanced  right  upper  lobe  bronchiogenic 
carcinoma  with  left  trans-diaphragmatic,  epigastric 
metastatic  mass. 


portal  upward  and  posteriorly  illustrates  the  value 
of  this  “double-exposure”  portal  roentgenogram. 
Fig.  1-B,  obtained  at  the  time  of  completion  of  a 
course  of  2 mev  x-ray  therapy  with  administration 
of  6,500r  (tumor  dose),  six  weeks  later  than  Fig. 
1-A,  shows  encouraging  tumor  regression,  and 
restoration  of  the  larynx  to  a normal  anatomical 
position,  with  airway  no  longer  requiring  trache- 
ostomy. 

Case  2.  Fig.  2 indicates  a 60-year-old  white 
male,  three  years  after  his  initial  course  of  cobalt- 
60  teletherapy  for  biopsy-proven  bronchiogenic 
carcinoma  of  right  upper  pulmonary  lobe.  Wide- 
spread pleural  metastases,  accompanied  by  severe 
pain  required  judicious  irradiation  of  extensive 
areas  of  the  right  hemithorax,  with  placement  of 
a central,  right  pulmonary  radiation-absorber, 
aided  by  2 mev  radiograph  as  shown.  Fig.  2 might 
lend  support  to  the  controversial  opinion  held  by 
some  oncologists  that  the  entity,  pleural  meso- 
thelioma, is,  in  fact,  only  pleural  metastasis  of 
bronchiogenic  carcinoma.® 

Case  3.  Fig.  3 represents  a 40-year-old  white 
male,  a heavy  smoker  for  20  years,  with  biopsy- 
proven  bronchiogenic  carcinoma  of  the  right  upper 
pulmonary  lobe,  with  atelectasis,  effusion,  bilateral 
hilar,  and  bilateral  supraclavicular  metastatic 
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malignant  lymphadenopathy.  This  patient  likewise 
complained  of  persistent,  upper  gastro-intestinal 
“fullness.”  In  Fig.  3-A,  observe  the  soft  tissue  mass 
superimposing  the  medial  aspect  of  the  “stomach 
bubble,”  which  mass  was  not  demonstrable  by 
routine  upper  gastro-intestinal  roentgenograms; 
this  represents  the  only  convincing  demonstration 
we  have  ever  seen  of  the  trans-diaphragmatic, 
epigastric  malignant  metastases  which  not  infre- 
quently occur  as  one  of  the  terminal,  severely 
symptomatic  phenomena  of  this  disease.  Palliative 
radiation  therapy  was  administered,  as  illustrated 
by  Fig.  3-B,  to  this  area  as  well.  The  remarkable 
primary  tumor  regression,  absorption  of  right 
lobar  pleural  effusion,  and  re-expansion  of  the 
right  upper  pulmonary  lobe  occurred  as  an  “anti- 
climax” in  the  otherwise  retrograde  clinical  course 
of  this  patient. 

Summary 

“Double-exposure,”  supervoltage  roent- 
genograms, best  obtained  employing  a radia- 
tion source  with  a small  focal  spot,  improve 
the  visualization  of  tumor  tissue  where  air 
can  be  utilized  for  contrast.  Increased  accu- 
racy of  therapy  beam  direction  and  portal 
localization  thereby  enables  safer  administra- 
tion of  high  tumor  doses,  by  more  reliable 

Fig.  3-B.  Adaptation  of  therapy  portal  to  incor-  exclusion  of  normal  tissue  from  the  therapy 
porate  intra-  and  extra-thoracic  disseminations.  portal.  • 
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Renal  and  splenic  trauma 


The  following  is  an  unusual  case  history  of 
traumatic  hematuria  and  renal  ileus  followed 
by  a delayed  subscapular  splenic  hemorrhage. 

CASE  HISTORY 

Admission:  A 15-year-old  white  male  who  was 
injured  in  an  automobile-motorcycle  accident  on 
the  afternoon  of  admission.  He  was  taken  by 
police  ambulance  to  the  closest  emergency  room 
where  he  was  examined  by  the  attending  physician 
and  dismissed.  Four  hours  later  his  family  physi- 
cian was  summoned  to  his  home  because  of  his 
apparent  disorientation.  At  the  time  he  was  noted 
to  have  gross  hematuria,  voiding  what  appeared 
to  be  fresh  blood.  He  also  sustained  a momentary 
episode  of  syncope.  He  was  taken  immediately  to 
Sunrise  Hospital.  Physical  examination  was  un- 
remarkable except  for  multiple  abrasions  and 
contusions. 

Course:  The  patient  was  placed  on  strict  bed 
rest  and  regular  monitoring  of  vital  signs  for  any 
indication  of  marked  hemorrhage,  shock,  or  in- 
creased intracranial  pressure.  There  were  no  fur- 
ther untoward  episodes  or  lapses  of  consciousness, 
but  gross  hematuria  persisted.  An  intravenous 
pylogram  the  next  morning  revealed  symmetry 
of  renal  size,  configuration  and  outline;  there  was 
bilateral  abnormal  dilitation  of  both  ureters,  more 
marked  on  the  left  than  right;  both  ureters  fol- 
lowed a normal  course  and  exhibited  satisfactory 
drainage.  In  view  of  adequate  renal  drainage  it 
was  elected  to  keep  the  patient  on  strict  bed  rest 
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and  to  follow  each  urine,  as  well  as  vital  signs, 
for  any  indication  of  increased  renal  hemorrhage. 
Hematuria  gradually  decreased  over  the  next  five 
days.  The  patient  did  well  on  this  regimen  and 
five  days  later  a follow-up  IVP  was  normal. 
Urinalysis  at  this  time  was  also  normal.  The  final 
diagnosis  of  the  patient’s  renal  problem  was  trau- 
matic echymosis  of  left  kidney  with  a post-trau- 
matic renal  ileus. 

On  the  afternoon  the  second  IVP  was  obtained 
the  patient  developed  sudden  midepigastric  ab- 
dominal pain,  pain  in  the  left  shoulder,  nausea, 
vomiting,  and  a marked  pallor.  Examination  re- 
vealed marked  left  epigastric  tenderness,  decreased 
bowel  sounds,  firm  rigid  abdomen,  and  an  ab- 
dominal tap  produced  fresh  blood.  An  emergency 
laporatomy  was  performed  and  a delayed  ruptured 
spleen  removed.  Approximately  three  units  of 
fresh  blood  were  found  in  the  abdominal  cavity 
at  the  time  of  surgery.  It  was  also  noted  that 
marked  echymosis  were  present  over  the  left 
kidney.  He  was  given  three  units  of  blood  during 
and  immediately  after  surgery.  His  post-surgical 
course  was  uneventful,  and  in  subsequent  visits 
the  patient  has  continued  to  do  well. 

Final  Diagnosis:  (1)  Contusion  of  the  left  kid- 
ney; (2)  delayed  subcapular  splenic  rupture  and 
hemorrhage. 

This  case  report  illustrates  the  need  for 
careful  and  prolonged  observations  of  pa- 
tients who  sustain  trauma.  • 


Michael  Reese  Hospital  Staff  Alumni  Association 

The  Alumni  reunion  luncheon  and  banquet  will  be  held  Wednesday,  May  31,  1967. 
The  annual  reunion  program  will  include  morning  clinic  and  lunch  at  the  Michael  Reese 
Hospital  and  Medical  Center.  The  Alumni  reunion  banquet  will  be  held  at  the  Standard 
Club.  The  cocktail  party  will  start  at  6;30  p.m. 

Former  house  staff  and  present  attending  staff  members  are  urged  to  make  reserva- 
tions at  once.  Michael  Reese  Hospital  Alumni  Association,  29th  St.  and  Ellis  Ave.,  Chicago, 
Illinois  60616. 
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Before  and  after  a residency  program* 


S.  De  Lee,  MD,  A.  Consiglieri,  MD,  O.  Wong,  MD,  Las  Vegas,  Nevada 


This  review  indicates  the  need 
for  regional  medical  education 
and  training  programs. 

On  September  1,  1964,  a little  more  than  two 
years  ago,  Nevada  established  its  first  resi- 
dency training  program.  This  residency  was 
in  the  Department  of  Obstetrics  and  Gyne- 
cology of  the  Southern  Nevada  Memorial 
Hospital.  Residents  are  here  as  an  integral 
part  of  the  San  Francisco  Catholic  Hospital 
Residency  Training  Program.  It  is  our  pur- 
pose to  relate  what  has  taken  place  in  this 
department  since  then.  In  the  March,  1966 
issue  of  this  journal  an  article  entitled 
“Transition  to  a Residency  Program”  ap- 
peared. This  discussed  the  reorganization 
that  took  place  at  the  hospital  and  anticipated 
much  of  what  has  occurred. 

There  have  been  many  changes  for  the 
better,  but  it  would  be  unfair  to  credit  these 
improvements  entirely  to  formation  of  the 
teaching  structure.  In  the  past  two  years  the 
benefits  from  new  specialists  in  this  field 
have  made  an  impact,  especially  since  instead 
j of  four  qualified  specialists,  the  current  num- 
I ber  is  nine.  All  of  these  doctors  have  partici- 
I pated  in  furthering  the  interest  of  the  hospital 
j and  department  by  teaching  the  residents, 
I holding  clinics,  aiding  in  management  of 
j complicated  obstetric  and  gynecologic  cases, 
1 as  well  as  taking  an  active  interest  in  confer- 
ences, case  presentations,  and  the  like.  Al- 
though at  an  earlier  date,  the  doctors  who 
carried  the  work  load  were  competent,  be- 
cause of  the  number  of  patients  and  lack  of 
I specialists  there  was  an  admixture  of  gen- 
■ eralists  to  share  this  responsibility.  This  is 
! no  longer  necessary  and  the  general  practi- 
tioners have  been  relieved  by  specialists  and 
residents. 

I . 

*From  the  Southern  Nevada  Memorial  Hospital,  Las 
Vegas,  Nevada. 


It  is  our  conviction  that  prerequisites  in- 
herent in  a residency  program  have  been  a 
tremendous  factor  in  the  improved  quality 
of  the  medicine  practiced.  Before,  controls 
were  not  as  rigid  as  now.  We  know  that  strict 
rules  may  not  prevent  all  wrongdoing,  but 
they  make  it  easier  to  do  things  correctly. 
Specifically,  it  became  mandatory  for  the 
development  and  formation  of  teaching  pro- 
grams for  the  residents  under  regimented 
conditions  and  certain  patient  services,  all  to 
satisfy  the  standards  of  the  American  Board 
of  Obstetrics  and  Gynecology,  and  make  the 
residency  acceptable  for  formal  training.  To 
be  more  explicit,  the  following  have  been 
given  due  consideration:  bylaws,  clinics,  con- 
ferences, and  supervision  of  residents’  work. 

The  prominent  role  of  the  bylaws  has  been 
a salvation  for  many  mothers  as  well  as 
unborn  and  newborn  infants.  Table  1 demon- 
strates infant  mortality  rates  for  Clark  Coun- 
ty, all  Nevada,  Nevada  exclusive  of  Clark 
County,  and  for  the  United  States.  The  latter 


Table  1 

INFANT  MORTALITY  RATES 


1963 

1964 

1965 

1966* 

Clark  County 

29.9 

29.7 

22.8 

22.6 

Nevada  

Nevada  (exclusive  of 

30.4 

29.5 

24.8 

26.7 

Clark  County)  

31.1 

29.2 

27.4 

31.0 

United  States 

25.2 

25.3 

24.8 

*Through  September  15. 


is  quite  constant.  One  important  observation 
is  the  high  rate  for  Nevada  exclusive  of  Clark 
County  as  compared  to  the  county  itself, 
showing  how  the  county  aids  in  the  reduction 
of  the  rate  for  the  state  of  Nevada.  In  Clark 
County  alone,  where  nearly  5,000  babies  are 
delivered  annually,  a salvaging  of  35  infants 
would  have  occurred  in  1963  and  1964,  and 
prior,  had  the  same  rate  existed,  assuming  the 
number  of  babies  delivered  was  the  same. 
More  dramatically,  the  drop  from  29.7  per 
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1,000  in  1964  to  22.8  in  1965  represents  a 
reduction  of  23  per  cent  in  the  infant  mortal- 
ity rate  (and  most  of  1966  indicates  an  even 
greater  improvement). 

Table  2 shows  the  perinatal  and  infant 
mortality  rates  for  Southern  Nevada  Me- 
morial Hospital  for  1960-1966,  as  well  as  the 
number  of  deliveries  during  this  period.  The 
figures  speak  eloquently  for  themselves.  We 
are  proud  of  the  reduced  rate  for  the  first 
seven  days  of  life  (about  a 40  per  cent  im- 
provement). These  statistics  are  the  more 
impressive  when  one  considers  that  one-third 
of  our  patients  are  the  clinic  group  and  one- 
third  of  these  are  classified  as  “drop-ins” — 
those  patients  who  have  no  prenatal  care. 
Many  of  the  latter  present  themselves  for  the 
first  time  suffering  from  severe  toxemia  (in- 
cluding eclampsia),  anemia,  malnutrition, 
hemorrhaging  and  other  “high  risk”  compli- 
cations. 

Table  2 

PERINATAL  AND  INFANT  MORTALITY 
KEY: 

Infants  deaths  (first  year  of  life) 

Infant  deaths  (first  28  days  of  life) 

Infant  deaths  (first  7 days  of  life) 

Live  births 


1963 


1964 


1965 


1966 

(10  mos.) 


1409 


1750 


1745 


1600 


The  departmental  bylaws  themselves  con- 
trol certain  procedures  that  were  known  to 
have  been  used  injudiciously  at  times.  IN- 
DUCTIONS: There  was  a time  when  these 
were  done  at  the  discretion  or  convenience 
of  the  doctor  and  too  often  when  a cervix 
was  not  “negotiable.”  Review  of  some  early 
charts  revealed  this  as  the  probable  cause  of 
some  fetal  loss,  with  attendant  prolonged,  in- 
fected labors,  often  associated  with  operative 
interference.  This  problem,  with  an  occa- 
sional exception,  is  a thing  of  the  past.  OXY- 
TOCICS:  The  hazards  from  these  have  been 
eliminated  by  detailed  controls  which  pertain 
to  induction  as  well  as  to  augmentation  of 
labor.  Use  of  each  drug  has  its  own  rules 


defined.  CESAREAN  SECTIONS:  Before  a 
primary  section  can  be  performed,  two  quali- 
fied consultants  must  first  give  their  sanction. 
The  incidence,  once  high,  is  now  under  4 per 
cent,  comparing  almost  exactly  with  the 
nation’s.  PROLONGED  LABOR:  Consulta- 
tion is  mandatory  where  labor  exceeds  24 
hours,  and  is  encouraged  anytime  a problem 
is  anticipated.  Medical  consultation  is  ob- 
tained as  needed — to  share  the  responsibility 
and  management  of  diabetics,  cardiacs,  etc. 
Consultants  are  always  available,  come  quick- 
ly, and  teach  residents  who  are  present  when 
the  patients  are  evaluated.  CLASSIFICA- 
TION: Like  other  progressive  hospitals,  the 
members  of  the  staff  are  grouped  carefully 
according  to  their  capabilities  and  no  one  is 
attempting  to  do  that  for  which  he  is  not 
qualified.  Even  in  the  “grandfather  clause” 
concessions,  the  Quality  Control  Committee 
backs  this  principle  and  prevents  untoward 
results.  In  fact,  with  the  establishment  of  the 
program  every  case  (private  and  clinic)  is 
subject  to  open  evaluation  and  discussion. 
This  committee  reviews  breaches  of  bylaws, 
questionable  procedures,  and  acts  of  neglect. 
The  reviews  are  carried  out  in  an  impartial 
and  dignified  manner  with  no  embarrassment 
to  the  involved  physician.  It  is  emphasized 
to  him  that  our  purpose  is  to  assist  him  in 
aiding  patients,  and  this  through  an  educa- 
tional approach.  Very  few  infractions  of  the 
rules  arise. 

The  obstetric  and  gynecologic  clinics  have 
grown  considerably  in  volume  of  patients, 
much  out  of  proportion  to  the  population  in- 
crease. This  is  for  many  reasons,  some  of 
which  are  obvious.  There  is  now  good  organ- 
ization, and  availability  of  the  service  has 
been  advertised,  patient  to  patient.  Further, 
prior  to  the  formation  of  the  residency  pro- 
gram, there  was  no  gynecologic  clinic  and 
no  elective  surgery  in  this  field,  the  emer- 
gency work  being  consigned  almost  exclu- 
sively to  the  Department  of  Surgery.  Now, 
all  gynecologic  procedures  for  service  pa- 
tients are  done  by  the  appropriate  depart- 
ment. The  clinicians  and  the  residents  are  in 
constant  search  for  operative  pelvic  pathol- 
ogy. Table  3 illustrates  the  attendance  the 
Ob-Gyn  clinics  have  had  these  past  two  years. 
The  fewer  obstetric  visits  is  something  na- 
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tionally  observed.  The  great  gynecologic  in- 
crease is  quite  significant,  and  it  is  likely 
that  the  presence  of  a second  resident  has 
been  a factor. 

Table  3 

TOTAL  OB-GYN  OUTPATIENT  VISITS  FROM 
AUGUST  1963  THROUGH  DECEMBER  1966 


1963 

Ob 

1964 

Ob 

1965 

Ob  Gyn 

1966 

Ob  Gyn 

January  

109 

182 

207 

112 

February  

133 

159 

60 

238 

143 

March  

178 

172 

85 

231 

104 

April  

157 

249 

0 

233 

94 

May  

138 

218 

90 

249 

93 

June  

144 

259 

98 

196 

150 

July  

153 

240 

43 

162 

102 

August  

77 

183 

290 

142 

196 

112 

September  .. 

. 87 

*220 

278 

133 

198 

108 

October  

. 117 

252 

249 

2 

196 

110 

November  .... 

. 58 

235 

271 

98 

190 

114 

December  .... 

. 129 

240 

199 

no 

184 

102 

Total  

. 468 

2242 

2792 

858 

2347 

1342 

*Residency  begins. 


Table  4 reveals  the  vast  increase  in  major 
and  minor  procedures  the  residents  are  doing. 
As  an  example,  five  times  as  many  vaginal 
hysterectomies  and  more  than  twice  as  many 
abdominal  hysterectomies  were  done  in  1966 
as  in  1965.  Also  there  was  an  increase  in 
the  number  of  oophorectomies,  D&C’s,  and 
several  other  operative  procedures. 

Conferences  are  weekly  luncheon  meet- 
ings, wherein  statistics  are  reviewed,  cases 
are  presented  and  discussed,  and  at  times  a 
guest  speaker  offers  a contribution.  Also,  once 
a month,  Doctor  Gerald  P.  O’Hara,  Director 


and  Coordinator  of  the  Obstetric-Gynecology 
Program  at  San  Francisco  Catholic  Hospitals, 
and  Chief  of  the  Department  of  Obstetric- 
Gynecology,  St.  Mary’s  Hospital,  San  Fran- 
cisco, holds  a special  meeting  and  the  pre- 
vious four  weeks  work  is  reviewed  and  plans 
for  further  progress  are  made.  The  residents 
have  weekly  courses  in  pathology,  and  are 
instructed  in  radiology  and  roentgenology  by 
cooperating  boarded  specialists.  Daily  rounds 
are  made  with  the  residents  by  the  attending 
physician  on  duty,  at  which  time  case  analysis 
and  teaching  are  done.  Also,  the  Adminis- 
trator and  his  assistant  talk  weekly  with  the 
residents,  on  an  informal  basis,  discussing 
administrative  problems  of  interest  to  the 
physician.  Such  matters  as  the  use  of  fetal 
electrocardiography  being  incorporated  into 
the  teaching  program  and  the  difficulties  in- 
volved with  transition  from  anesthetists  to 
anesthesiologists  are  reviewed,  as  well  as 
many  other  diverse  subjects  that  broaden 
their  education. 

Although  an  independent  department, 
pediatrics  has  also  been  a factor  in  our  im- 
proved infant  survival  rates.  In  1964  there 
was  only  one  pediatrician  on  the  staff  at 
Memorial,  a board-eligible  and  dedicated 
physician  who  donated  much  of  his  time  to 
the  babies  of  clinic  patients.  He  was  greatly 
taxed  by  this  burden,  for  his  private  practice 
was  also  substantial.  Today,  only  two  years 
later,  we  can  boast  of  six  boarded  or  board- 
qualified  pediatricians,  and  there  is  no  doubt, 
that  the  improved  statistics  are  in  part  due 


Table  4 

OPERATIVE  GYNECOLOGIC  PROCEDURES 


Sept.  1964-Dec.  1965 
Resident  acting  as 
Surgeon  Assistant 

Jan.  1965-Dec.  1965 
Resident  acting  as 
Surgeon  Assistant 

Jan.  1966-Dec.  1966 
Resident  acting  as 
Surgeon  Assistant 

Exploratory  laparotomy 

1 

1 

1 

Tubal  ligation 

2 

Abdominal  hysterectomy 

2 

5 

11 

32 

24 

43 

Vaginal  hysterectomy 

3 

5 

4 

28 

21 

16 

Salpingectomy 

3 

9 

2 

14 

Oophorectomy 

1 

1 

8 

4 

Cesarean  section 

7 

3 

13 

28 

16 

35 

Cesarean  hysterectomy 

1 

Conization  of  cervix 

2 

3 

4 

15 

D&C 

23 

61 

10 

77 

17 

Anterior  Colpoplasty 

3 

1 

Bartholin  cyst  excision 

2 

7 

Shirodkar 

1 

Culdoscopy 

1 

2 

1 
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to  the  growth  of  this  group.  The  clinic  is 
larger,  and  rotation  of  the  larger  pediatric 
staff  makes  the  care  of  the  newborn  more 
complete  and  efficient.  This  division  of  work 
benefits  the  patients. 

By  way  of  summary  it  should  be  said  that 
we  have  attempted  to  briefly  tell  the  story 
of  what  transpires  when  a vigorous  residency 
teaching  program  is  established  in  a rela- 
tively large  community  without  a medical 
school.  Las  Vegas  has  close  to  150,000  people 
and  Clark  County  nearly  300,000.  Not  only 
the  community  benefits,  but  the  medical  pro- 
fession enjoys  an  enlightening  metamorpho- 
sis. Previously  unavailable,  yet  necessary, 
services  become  a reality.  Morbidity  and 
mortality  rates  drop,  yielding  a population 
that  is  healthier  and  longer-lived.  Certainly 
this  has  been  the  situation  in  the  specialties 
under  discussion.  Further,  better  trained 
doctors  are  attracted,  those  yearning  for  an 


academic  environment,  and  from  this,  too, 
the  people  benefit  from  the  harvest  of  im- 
proved quality.  As  for  the  physicians,  they 
are  gratified  by  the  excellent  trends,  and  find 
new  respect  from  the  grateful  public.  This 
type  of  success  breeds  further  success,  and 
other  major  departments  are  already  prepar- 
ing their  structural  standards,  so  they  too 
can  establish  comparable  programs.  Physi- 
cians, who  are  as  a group  most  diligent  in 
the  pursuit  of  excellence,  have  found  satisfac- 
tion in  achieving  these  goals  and  in  the 
opportunity  to  contribute  in  a significant  way 
to  the  welfare  of  their  community.  • 
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Pseudotumefactive  xanthogranulomatous 

pyelonephritis 


Hoyt  B.  Miles,  MD,  and  James  W.  Decker,  MD,  Reno,  Nevada 


Case  reports  of  an  unusual 
renal  lesion. 

Xanthogranulomatous  pyelonephritis,  an 
unusual  entity  of  uncertain  etiology,  is  diffi- 
cult to  differentiate  clinically,  radiographi- 
cally, and  at  the  operating  table,  from  renal 
tumor.  The  microscopic  appearance  resembles 
renal  cell  carcinoma.  Seventy-one  cases  have 
been  reported  to  date.  This  reporter’s  convic- 
tion, however,  is  in  agreement  with  other 
authors,  that  the  actual  occurrence  is  higher 
than  one  would  assume  from  a review  of  the 
literature. 

At  least  two  cases  have  been  misdiagnosed 
microscopically  as  renal  cell  carcinoma.  The 
first  five  cases  of  granulomatous  pyelonephri- 
tis reported  by  Schlagenhaufer  in  1916,  prob- 
ably were  not  true  examples  of  this  entity. 
Putschar,  in  1934,  recorded  the  first  cases  in 
which  the  microscopic  appearance  was  com- 
patible with  those  presented  in  subsequent 
reports.  Two  cases  are  presented. 

Case  1 : Mr.  L.  K.,  Caucasian  male,  age  22  years, 
was  seen  in  August  1961,  having  been  referred 
because  of  an  illness  of  two  months’  duration, 
characterized  by  pain  in  the  flank  with  a palpable 
mass  accompanied  by  fever,  malaise,  nausea,  head- 
aches, and  persistent  leukocytosis,  which  had  not 
responded  to  numerous  antibiotics.  Urine  cultures 
were  negative  after  he  had  received  antibiotics. 

Excretory  urography  revealed  enlargement  of 
the  left  kidney  with  impairment  of  function,  dis- 
tortion of  the  pelveocalyceal  system  and  possible 
parenchymal  infiltration  of  the  kidney.  At  cystos- 
copy, the  retrograde  pyelograms  were  suggestive 
of  a localized  cystic  or  solid  lesion.  At  nephrec- 
tomy, a large,  irregular,  yellow-brown  kidney, 
weighing  303  grams,  was  removed.  The  patient 
had  an  uneventful  recovery  and  has  remained  well 
during  the  six  subsequent  years. 

Case  2:  Mrs.  P.  C.,  Caucasian  female,  age  31 
years,  was  seen  in  March  of  1965  because  of  an 
acute  pyelonephritis  characterized  by  pain,  ten- 


derness in  the  right  flank,  fever,  chills,  malaise, 
nausea,  vomiting,  leukocytosis  and  urinary  symp- 
toms. The  excretory  urogram  revealed  a large, 
poorly  functioning  right  kidney  with  the  pyelo- 
graphic  appearance  suggesting  cyst  or  tumor.  At 
cystoscopy,  the  retrograde  pyelogram  confirmed 
impairment  of  function  with  a bizarre,  distorted 
and  enlarged  kidney  with  a suggestive  mass. 
E.  coli  was  cultured  from  the  kidney  urine. 

At  operation,  a large  kidney,  weighing  390 
grams,  was  removed  and  presented  a bulging, 
bosselated  appearance  throughout  the  surface,  with 
granulated,  yellow-tan,  and  browning  areas.  There 
was  no  distinct  cortical  architecture  and  the 
medullary  portion  was  effaced  by  the  yellow-tan, 
bulging,  infiltrating  process.  There  were  multiple 
abscesses  throughout  and  numerous  small  calculi 
were  present  within  the  kidney  parenchyma.  Post- 
operatively,  this  woman  did  well,  recovered  rapid- 
ly, and  has  remained  well  to  date. 

The  etiology  of  this  entity  remains  ob- 
scure. Organisms  of  the  E.  coli  group,  as  well 
as  staphylococci  have  been  cultured  from 
most  of  these  cases.  The  gross  lesion  is  a 
yellow  tumor,  replacing  a portion  of  the 
kidney.  Microscopically,  however,  the  picture 
is  that  of  a granulomatous  reaction,  charac- 
terized by  masses  of  lipid-containing  macro- 
phages, with  associated  inflammatory  infiltra- 
tion. These  cells  are  probably  resting,  wander- 
ing cells,  or  possibly  true  fibroblasts.  Sup- 
puration is  a constant  and  prominent  factor 
with  accompanying  bacterial  infection,  sub- 
sequent tissue  destruction,  and  liberation  of 
lipid  which  calls  forth  the  histiocytic  re- 
sponse. Other  possible  etiologic  factors  are: 
1.  Possible  metabolic  defect  with  secondary 
inflammatory  reaction;  2.  renal  vascular  in- 
sufficiency, and  3.  ureteral  obstruction. 

This  condition  is  not  an  early  stage  of 
renal  lipomatosis,  which  may  follow  any  dis- 
ease which  causes  atrophy  of  the  kidney  and 
is  characterized  by  the  presence  of  mature, 
adipose  cells,  derived  from  the  fibro-adipose 
tissue  normally  present  in  the  renal  sinus. 
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Special  staining  technics  by  Saad  and  Fine 
demonstrated  that  the  lipids  present  in  the 
vacuolated  cells  were  predominantly  neutral 
fat  and  cholesterol  esters.  The  large  number 
of  inflammatory  cells  would  tend  to  incrimi- 
nate infection  as  the  primary  process. 

In  support  of  a possible  metabolic  defect 
as  a contributing  factor,  is  the  observation 
that  there  is  a lipid  increase  in  the  renal 
tubules  of  lipoid  nephrosis  and  likewise,  in- 
crease in  lipids  as  demonstrated  by  Wind- 
house  in  glomerulonephritis.  Perhaps  blood 
lipid  studies  will  be  correlated  more  with 
this  problem  in  future  investigation.  Rios- 
Dalenz  and  Peacock  called  attention  to  the 
fact  that  although  there  was  no  evidence  of 
a hypercholesterolemia,  or  hyperlipemia,  a 
subtle  disturbance  of  lipid  metabolism  should 
be  considered  and  studied.  Possibly  obstruc- 
tion and  infection  of  a kidney  in  a patient 
with  abnormal  lipid  metabolism  could  pro- 
duce a xanthomatous  reaction.  Experimen- 
tally, Waddel,  et  al.,  were  able  to  produce 
xanthogranulomatous  inflammatory  lesions 
in  the  lungs  of  rabbits  with  high  blood  lipids 
by  means  of  intra-tracheal  instillations  of 
gram  negative  bacteria.  The  similarity  of  this 
process  in  the  kidney  to  lesions  seen  in  other 
organs,  such  as  the  lungs  and  retroperitoneal 
granulomata  supports  the  concept  of  a re- 
active condition  to  the  accumulation  of  lipids 
secondary  to  cell  injury.  Obstructive  urop- 
athy,  such  as  the  impedence  of  urine  flow, 
due  to  stricture,  calculus,  or  aberrant  blood 
vessels  probably  plays  a secondary  role.  Cal- 
culi which  may  be  present  in  some  instances 
can  be  accounted  for  on  the  basis  of  obstruc- 


tion and  infection.  The  possibility  of  vascular 
compromise  and  impairment  is  an  intriguing 
one. 

Summary 

Xanthogranulomatous  pyelonephritis  is 
unusual  and  difficult  to  differentiate  from 
malignancy  of  the  kidney.  There  is  enlarge- 
ment and  distortion,  with  impairment  of 
renal  function,  as  demonstrated  on  excretory 
urography.  The  pyelographic  appearance  sug- 
gests renal  tumor  or  cyst.  Needle  biopsy  of 
the  kidney  is  of  doubtful  diagnostic  value. 

At  least  two  cases  were  diagnosed,  postopera- 
tively,  as  renal  cell  carcinoma.  Treatment  is 
nephrectomy,  and  prognosis  appears  to  be 
good.  The  individuals,  usually  in  the  third 
or  fourth  decade,  have  recovered  without 
involvement  of  the  contra-lateral  organ  and 
bilateral  involvement  has  not  been  reported. 

Two  additional  cases  of  this  unusual  entity 
are  reported  and  attention  is  directed  to 
salient  etiologic  diagnostic  and  pathologic 
features.  • 
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Diverticular  disease  in  the  distal  colon 


Walter  F.  Quinn,  MD,  Reno,  Nevada 


A disease  of  increasing  importance 
in  an  aging  population. 

The  acquired,  saccular,  mucosal  herniations 
which  occur  through  gaps  in  the  muscularis 
of  the  colon  are  diverticula.  Inflammation  in 
any  of  these  outpouchings  is  termed  diver- 
ticulitis; in  the  absence  of  any  apparent  in- 
flammation the  condition  is  diverticulosis. 
Diagnosis  of  prediverticulosis  can  sometimes 
be  made  by  the  radiologist  from  a characteris- 
tic shadow  due  to  muscular  changes  in  the 
colon.  Bleeding  can  occur  as  a complication 
of  diverticulosis,  but  the  complications  of 
diverticulitis  are  those  more  likely  to  en- 
danger the  life  of  the  patient. 

Incidence 

According  to  the  best  estimates  of  nu- 
merous statistical  studies,  about  10  per  cent 
of  the  population  over  40  years  of  age  show 
diverticulosis.  It  is  seldom  encountered  before 
that  age.  The  frequency  with  which  this  dis- 
ease is  found  in  the  general  population  will 
increase  in  numbers  with  each  decade  there- 
after. Welsh  states  that  two-thirds  of  those 
in  the  ninth  decade  show  diverticulosis.  Of 
all  of  any  age  with  diverticulosis  it  is  esti- 
mated that  about  20  per  cent  develop  diver- 
ticulitis, and,  of  these,  about  15  per  cent 
develop  a complication  which  requires  sur- 
gical intervention.  Diverticulosis  is  about 
equally  distributed  between  the  sexes,  but 
the  complications  requiring  surgery  are  more 
common  in  the  male. 

Distribution 

The  sigmoid  flexure  of  the  colon  is  the 
commonest  location  for  diverticula,  but  they 
can  and  do  occur  throughout  the  colon.  The 
anatomic  fusion  of  the  longitudinal  muscles 
to  form  a sheath  covering  the  rectum  makes 
them  rare  in  this  area.  Edwards  believes  that 
diverticulosis  starts  in  the  sigmoid  colon  and 


extends  proximally.  Boles  and  Jordan  docu- 
mented 294  cases  followed  for  many  years 
which  initiated  in  the  sigmoid  and  extended 
proximally.  Horner  reported  that  in  47  per 
cent  of  his  cases  the  sigmoid  colon  was  the 
sole  site  of  the  disease,  and  in  95  per  cent  of 
all  cases  the  sigmoid  was  involved.  Most  of 
the  complications  occur  in  the  sigmoid  colon 
with  the  descending  colon  being  the  next 
most  common  site. 

Etiology 

Etiology  of  diverticulosis  has  long  been 
debated.  Neurologic  factors  have  been  sus- 
picioned,  but  Morson  found  Meissner’s  and 
Auerbach’s  plexi  normal.  Muscular  changes 
in  the  involved  segments  of  bowel  are  a 
consistent  finding;  the  circular  muscular 
fibers  are  thickened,  fluted  or  concertina-like 
in  appearance,  while  the  longitudinal  muscles 
are  thickened  and  at  surgery  often  feel  carti- 
laginous in  consistency.  Segmentation  of  the 
colon  takes  place  by  contraction  of  the  muscle 
fibers  of  the  intrahaustral  rings.  Painter 
states  that  the  segmented  colon  is  converted 
into  a series  of  “little  bladders”  whose  out- 
flow becomes  obstructed,  and  in  consequence, 
very  high  intracolonic  pressures  are  generat- 
ed and  are  responsible  for  the  pulsion  force 
that  causes  diverticulosis.  Diverticula  are 
usually  along  the  segmental  blood  vessels. 
These  mesenteric  blood  vessels  separate  into 
two  branches  before  piercing  the  circular 
muscles  of  the  bowel  wall  on  its  postero- 
lateral aspect  between  the  mesenteric  and 
antimesenteric  longitudinal  muscle  bands, 
and  the  openings  made  by  the  vessels  cause 
weak  points. 

Medical  management 

Diverticulosis  when  symptomatic  pro- 
duces at  most  only  mild  symptoms  of  flatu- 
lence, distention,  and  disordered  bowel  action. 
Prediverticulosis  and  diverticulosis  are  usual- 
ly asymptomatic,  discovery  being  made  by 
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radiologic  examination.  Because  of  this  lack 
of  any  symptoms  there  are  physicians  who 
feel  that  these  patients  do  not  warrant  any 
treatment.  It  has  been  shown  however,  by 
Carlson  and  Hoelzel,  that  diverticulosis  may 
be  produced  in  rats  fed  on  a low  residue  diet, 
while  rats  fed  on  a bulky  diet  are  relatively 
free  from  the  disease.  It  seems  logical  then 
that  patients  should  be  continued  on  a regular 
diet,  avoiding  certain  indigestible  fibers  and 
particles  such  as  corn,  berries  with  large 
seeds,  and  nuts  of  all  kinds.  Non-irritating 
bulk  seems  to  inhibit  segmentation  and  thus 
keep  down  high  intracolonic  pressures.  De- 
mulcent bulk  should  therefore  be  added  using 
preparations  made  from  psyllium  seeds,  and 
remembering  that  with  any  of  these  various 
mucilaginous  preparations  an  adequate  fluid 
intake  must  be  maintained.  Failure  to  take 
adequate  fluid  may  dry  the  stool,  and  if  so 
it  may  be  desirable  to  add  a wetting  agent 
to  insure  a soft  stool. 

The  symptoms  of  diverticulitis  depend 
upon  the  degree  of  inflammation  that  is  pres- 
ent. They  may  consist  of  only  a mild  pain  in 
the  left  lower  quadrant,  nausea,  flatulence, 
constipation,  alternating  at  times  with  diar- 
rhea, through  all  gradations  to  severe  attacks 
with  nausea,  vomiting,  cramping  abdominal 
pain,  fever,  leukocytosis,  elevated  sedimenta- 
tion rate,  tenderness,  rigidity,  rebound  (left 
sided  appendicitis),  evidence  of  obstruction, 
palpation  of  a mass,  and  abscess  formation. 
It  may  progress  to  any  of  the  complications 
which  demand  surgical  intervention. 

The  medical  treatment  of  diverticulitis  is 
management  of  the  symptoms.  Morphine  is 
contraindicated,  as  is  prostigmine.  Painter 
and  Truelove  have  shown  that  both  morphine 
and  prostigmine  increase  intraluminal  pres- 
sures and  enhance  segmentation.  Meperidine 
diminishes  sigmoid  intraluminal  pressures 
and  tends  to  inhibit  segmentation  so  is  the 
preferred  drug  for  pain.  Antibiotics,  anti- 
spasmodics,  gastro-intestinal  suction,  intra- 
venous fluids  are  often  all  indicated. 

The  successful  medical  management  of 
diverticular  disease  requires  a careful  follow- 
up in  an  effort  to  avoid  exacerbations  and 
prevent  complications.  Never  assume  that 
recurrent  symptoms  are  due  to  exacerbations 
or  recurrent  disease  but  prove  it.  Repeat  proc- 


tologic examinations  and  repeat  radiologic 
examinations  are  a part  of  the  follow-up. 
Remember  that  diverticulitis  is  most  common 
in  the  age  group  that  develop  most  of  the 
neoplastic  colon  disease.  The  coexistence  of 
carcinoma  with  diverticular  disease  is  not 
uncommon,  and  many  times  the  differential 
diagnosis  cannot  be  made  short  of  surgical 
exploration. 

Surgical  management 

The  operative  treatment  of  the  complica- 
tions arising  from  diverticular  disease  of  the 
distal  colon,  as  well  as  the  performance  of  an 
elective  procedure  for  this  disease,  requires 
sound  surgical  judgment  and  the  adherence 
to  the  basic  principles  of  colon  surgery. 
Serious  complications  may  occur  in  diverticu- 
litis, and  at  times  a complication  may  be 
the  first  indication  that  the  patient  has  the 
disease.  Obstruction  of  the  bowel,  perforation, 
pericolic  or  colic  wall  abscesses,  fistulae 
(colovesical,  ileocolic,  colocolic,  colovaginal, 
or  cutaneous)  and  intermittent  bleeding  or 
massive  hemorrhage.  The  latter  complication 
has  been  reported  occurring  in  diverticulosis 
without  evident  diverticulitis. 

Multiple  stage  procedures  will  continue 
to  be  necessary  for  the  urgent  operations 
demanded  for  complications,  and  must  be 
used  in  those  elective  operations  in  which 
extensive  inflammation  is  found  and  a safe 
anastamosis  cannot  be  made.  The  most  com- 
mon procedure  is  right  transverse  colostomy, 
followed  in  4 to  9 months  by  resection  of  the 
diseased  segment  of  bowel,  and  later  closure 
of  the  colostomy.  Exteriorization  by  a Paul 
Mikulicz  resection  is  rarely  possible  in  this 
disease  as  the  inflammation  has  caused  short- 
ening and  rigidity  of  the  bowel  as  well  as  the 
mesocolon. 

A more  aggressive  approach  to  reduce  the 
morbidity  and  economic  loss  to  the  patient 
with  diverticulitis  has  been  adopted  since  the 
early  1950s.  Emphasis  has  been  placed  on 
eliminating  the  unsatisfactory  procedures  for- 
merly used,  such  as  attempting  to  close  the 
perforation,  resecting  a diverticulum,  or  clos- 
ing a colostomy  with  the  diseased  bowel 
remaining  in  place.  In  selected  cases  remov- 
ing the  diseased  segment  by  a one  stage 
resection  may  be  elected.  The  one  stage  re- 
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j section  is  most  often  used  in  the  younger  age 
group,  from  50  to  55  years,  with  intractable 
diverticulitis  in  spite  of  good  and  adequate 
medical  treatment,  with  subacute  obstruction, 
with  walled  off  perforation,  with  recurrent 
bladder  symptoms  in  the  absence  of  demon- 
strable urologic  disease,  in  the  persistence 
of  a palpable  mass,  where  there  is  inability 
to  exclude  carcinoma,  and  with  bleeding  not 
controlled  by  conservative  means.  All  other 
j sources  or  causes  for  the  bleeding  must  be 
I ruled  out  before  surgery  is  indicated  for 
bleeding  in  diverticular  disease. 

The  elective  procedure  allows  time  for 
proper  preparation  of  the  patient.  The  goal 
is  the  one  stage  resection,  but  the  decision 
will  be  made  only  at  the  operating  table.  The 
operation  must  be  safe  and  tailored  to  fit  the 
findings;  we  cannot  lose  a patient  because  of 
peritonitis,  infection,  break  down  of  the  anas- 
tomotic site,  obstruction,  or  complications  of 


any  type.  The  basic  principles  of  colon  sur- 
gery cannot  be  violated,  and  surgical  judg- 
ment must  be  sound. 

Summary 

Diverticular  disease  in  the  distal  colon  is 
becoming  more  important  as  more  people 
are  living  longer.  After  age  40  the  incidence 
rises  in  each  decade.  Increased  knowledge  of 
colon  physiology  suggests  that  proper  medical 
management  may  prevent  the  diverticulosis 
from  extending,  and  that  the  diverticulitis 
in  most  cases  can  be  controlled.  Coexistence 
of  carcinoma  with  diverticular  disease  must 
be  kept  in  mind  at  all  times.  Complications 
of  diverticulitis  demand  surgery.  To  keep 
mortality  low,  staged  procedures  are  neces- 
sary, although  the  morbidtiy  is  high;  safety 
and  not  time  is  the  factor.  One  stage  resection 
to  prevent  complications  before  they  occur 
is  ideal  in  selected  cases.  • 
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DEXTROSTIX-- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions^ 


DEXTROSTIX  is  not  intended  to  replace 

the  more  precise  analytical  laboratory  methods. 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [rriost 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix®  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
. . . meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


Marks,  V.,  and  Dawson,  A.: 
Brit,  M.  J.  7:293,  1965. 


Yes— ^ your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


09165 


Abstract  of  Minutes,  House  of  Delegates  of 
Nevada  State  Medical  Association 
63rd  Annual  Meeting — Las  Vegas,  Nevada 
November  28-December  1,  1966 

Two  meetings  of  the  House  of  Delegates  were 
held  at  the  63rd  Annual  Meeting,  with  President 
Joseph  M.  George,  Jr.,  presiding  as  Speaker. 
FIRST  MEETING 
Sunday,  November  27, 1966 

The  House  was  called  to  order  at  2:00  p.m. 
in  the  Normandy  Room  at  the  Riviera  Hotel,  Las 
Vegas.  Following  the  opening  ceremonies  and  in- 
vocation, presentation  was  made  of  the  A.  H. 
Robins  award  to  the  Nevada  Physician  of  the  Year, 
Doctor  Roland  Stahr.  The  plaque  was  accepted  by 
William  M.  Tappan,  M.D.,  for  Doctor  Stahr,  who, 
was  unable  to  be  present. 

Mrs.  Noah  Smernoff,  President  of  the  Woman’s 
Auxiliary  to  NSMA,  presented  her  report  and 
introduced  Mrs.  Asher  Yaguda,  President  of  the 
AMA  Woman’s  Auxiliary. 

Reports  of  the  officers  and  committee  chairmen 
were  received  and  referred  to  appropriate  refer- 
ence committees.  Following  the  announcement  of 
reference  committee  meetings,  the  Speaker  ad- 
journed the  House  until  1:00  p.m.,  Wednesday, 
November  30,  1966. 

SECOND  MEETING 
Wednesday,  November  30, 1966 

President  Joseph  George,  Jr.,  called  the  House 
of  Delegates  to  order  at  1:00  p.m.  in  the  Normandy 
Room  of  the  Riviera  Hotel,  Las  Vegas,  Nevada. 
Seventeen  members  responded  to  the  roll  call  by 
Doctor  Salvadorini,  constituting  a quorum. 

Mr.  D.  A.  Swanson  of  Parke,  Davis  & Company 
presented  the  Association  with  a set  of  framed 
prints  depicting  the  “History  of  Medicine,”  com- 
memorating the  company’s  Centennial  Year.  Dr. 
George  accepted  the  gift  for  the  Association. 

Special  citation  of  merit  for  distinguished  serv- 
ice to  the  NSMA  were  then  presented  to  Kirk 
V.  Cammack,  Theodore  Jacobs,  and  Hugh  C.  Foll- 
mer,  in  recognition  of  their  dedicated  efforts  as 
General  Chairman,  Scientific  Program  Chairman, 
and  TV  Chairman,  respectively,  for  this  joint 
meeting  of  the  Association  with  the  AMA  Clinical 
Session. 

Dr.  George  read  a letter  from  Dr.  Wesley  W. 
Hall,  Chairman  of  the  AMA  Board  of  Trustees, 
expressing  his  regret  at  his  inability  to  be  present 
at  the  meeting.  Actions  taken  by  the  House  follow: 
Reference  Committee  on  Nominations, 

Time  and  Place  of  Future  Meetings 

The  House  approved  a motion  regarding  the 
recommendation  of  this  committee  that  future 
meetings  of  the  Association  be  set  up  three  years 


President  Joseph  M.  George,  Jr.,  presents  plaques 
of  appreciation  from  the  NSMA  to  (left  to  right) 
Doctors  Theodore  Jacobs,  Kirk  V.  Cammack,  and 
Hugh  C.  Follmer. 

in  advance,  and  that  the  1967  meeting  be  held 
at  the  Sahara-Tahoe  Hotel,  hosted  by  the  Lahontan 
Basin  Medical  Society,  November  7-11,  1967;  the 
1968  meeting  be  in  Las  Vegas,  hosted  by  the  Clark 
County  Medical  Society;  in  1969  in  Ely,  with  White 
Pine  County  as  host  society;  and  in  1970  in  Reno, 
under  the  auspices  of  the  Washoe  County  Medical 
Society.  The  House  also  approved  a motion  by  Dr. 
Read  that  the  NSMA  issue  an  invitation  to  the 
AMA  to  hold  its  June  1971  meeting  in  Las  Vegas. 

The  House  approved  unanimously  the  report  of 
the  Nomination  Committee,  as  follows: 

President William  M.  Tappan,  M.D. 

President-elect Richard  A.  Petty,  Itf.D. 

Secretary-Treasurer V.  A.  Salvadorini,  M.D. 

AMA  Delegate Leslie  A.  Moren,  M.D. 

Alternate  Delegate Thomas  S.  White,  M.D. 

Constitution  and  By-Laws  Committee 

Approved  unanimously  the  following  addition 
to  the  Constitution  under  Article  IV,  Section  3, 
Life  Members: 

“Life  membership  may  be  revoked  by  action  of  the  House 
of  Delegates  or  the  Executive  Committee  if  the  life 
member  returns  to  active  practice  of  medicine.”  (Require- 
ment of  two-thirds  vote  of  members  present;  notice  must 
be  sent  officially  to  each  component  society  at  least  two 
months  in  advance  of  the  1967  meeting  where  final  action 
will  be  taken.) 

Approved  an  amendment  to  the  By-Laws,  Chap- 
ter 3,  Section  1,  paragraph  (e),  the  last  sentence 
to  read: 

“A  delegate  whose  credentials  have  been  accepted  by 
The  Reference  Committee  on  Credentials,  and  whose  name 
has  been  placed  on  the  roll  of  the  House,  shall  remain 
a delegate  until  adjournment  of  that  day’s  session.” 

Reports  of  Officers;  Ways  and  Means 

Approved  adoption  of  the  reports  of  the  Secre- 
tary-Treasurer, the  President’s  Annual  Report, 
Finance  and  Building  Committee,  and  the  Obituary 
Committee.  The  members  of  the  House  then  rose 
for  a moment  of  silence  in  memory  of  departed 
members  Glen  C.  Davis,  Lawrence  Parsons,  J. 
Carroll  Russell,  Hale  B.  Slavin,  and  Karl  H. 
Ziegenhorn. 


for  March  1967 


85 


Approved  the  following  memorial  resolution 
honoring  Mrs.  Dorothy  Launders  of  Las  Vegas: 

In  memoriam  to  Mrs.  Dorothy  Launders.  Whereas,  Mrs. 
Dorothy  Launders  labored  long  and  fruitfully  for  the 
benefit  of  mankind  through  many  medical  and  social 
agencies,  and  as  executive  secretary  of  the  Nevada  Tuber- 
culosis and  Health  Association  of  Clark  County,  County 
of  Clark  Mental  Health  Association,  and  Nevada  Mental 
Health  Association,  and  Clark  County  Chapter  of  the 
American  Cancer  Society,  and  whereas  Mrs.  Launders 
also  gave  untiringly  of  her  talents  and  energies  as  trustee 
of  the  Southern  Nevada  Memorial  Hospital,  as  a member 
of  the  State  Mental  Health  Board,  and  in  various  other 
capacities  for  the  American  Red  Cross  and  other  com- 
munity betterment  programs,  now,  therefore,  be  it  resolved, 
that  the  Nevada  State  Medical  Association  House  of  Dele- 
gates, in  session  at  Las  Vegas,  Nevada,  on  November  30, 
1966,  wishes  to  recognize  the  outstanding  achievements  of 
Mrs.  Dorothy  Launders  and  to  posthumously  honor  the 
memory  of  this  most  exemplary  citizen  of  Nevada,  and 
in  so  doing,  expresses  its  deepest  sympathy  to  her  husband 
and  family.” 

Approved  the  suggestion  by  this  committee  that 
the  NSMA  send  a letter  of  appreciation  to  Dr. 
Wesley  W.  Hall  for  his  excellent  record  and  fine 
service  as  Chairman  of  the  AMA  Board  of  Trustees. 

Approved  sending  a letter  of  appreciation  to 
the  Clark  County  Medical  Society  for  its  efficient 
help  on  program  and  arrangements  for  the  AMA 
Convention;  also,  that  letters  of  appreciation  be 
sent  to  the  Riviera  Hotel  for  the  excellent  facilities 
provided  and  the  exceptional  courtesy  of  its  em- 
ployees, to  the  Las  Vegas  Journal  and  the  Las 
Vegas  Sun  for  their  comprehensive  and  honest 
coverage  of  the  AMA  Convention,  and  to  the  Sun- 
rise Hospital  in  Las  Vegas  for  their  excellent 
cooperation  for  the  closed  circuit  TV  program. 

Approved  a motion  by  Dr.  Arthur  Scott  that 
before  the  second  story  addition  is  built  to  the 
Association  headquarters,  the  new  State  adminis- 
tration be  contacted  to  ascertain  their  position  with 
regard  to  NSMA  administering  the  insurance  pro- 
grams under  Title  XIX  which  will  come  up  during 
the  next  session  of  the  NSMA. 

Legislative;  Public  and  Professional 
Relations  Committees 

Approved  acceptance  of  the  following  reports 
as  contained  in  the  Delegates’  Handbooks:  Legis- 
lative Committee,  Crippled  Children’s  Advisory 
Committee,  Blood  Bank  Committee,  Public  Safety 
Committee,  with  a special  commendation  for  Dr. 
V.  A.  Salvadorini  and  Mr.  Nelson  Neff  for  their 
work  with  the  State  Legislature. 

Approved  acceptance  of  the  report  of  the 
Mental  Health  Council,  with  the  recommendation 
that  prior  to  the  next  meeting  of  the  Nevada  State 
Legislature,  the  Mental  Health  Council  review  all 
proposed  legislation  and  make  recommendations  to 
the  Nevada  State  Medical  Association  Legislative 
Committee  and  Executive  Committee  about  the 
proposals  being  made  by  the  Nevada  Department 
of  Health  and  Welfare. 

Approved  the  report  of  the  Committee  on  Ag- 
ing, which  recommends  that  the  law  which  pro- 
hibits a physician  from  receiving  a fee  for  taking 
care  of  indigent  patients  when  care  is  given  in 
county  hospitals  be  eliminated,  so  that  Title  XIX 
can  be  implemented  as  planned. 

Gave  a standing  vote  of  thanks  to  the  Max  C. 


Fleischmann  Foundation  for  its  repeated  demon- 
strated interest  in  medical  education,  and  recom- 
mended that  the  Fleischmann  Foundation  be  noti- 
fied of  this  action. 

Approved  the  recommendation  that  the  Pro- 
fessional Education  Committee  be  designated  as 
the  liaison  committee  to  work  with  WICHE  in 
its  forthcoming  survey  of  medical  facilities  and 
needs  in  Nevada,  as  made  possible  through  Title 
IX,  federal  grant  (heart  disease,  cancer,  and 
stroke),  and  should  report  such  information  to 
the  NSMA;  also,  that  this  committee  initiate  and 
pursue  the  multilateral  conversations  necessary 
to  explore  the  feasibility  of  a medical  school  within 
the  State. 

Approved  acceptance  of  the  Historian’s  report, 
with  the  recommendation  that  the  questionnaire 
prepared  by  the  Historian  be  filled  out  by  appli- 
cants for  membership  in  the  component  county 
medical  societies,  as  a requirement  for  membership, 
and  such  questionnaires  then  be  filed  at  the  NSMA 
headquarters  and  kept  available  to  the  Historian. 
Report  on  Miscellaneous  Business 

Approved  the  continuation  of  Nevada  Physi- 
cians Service,  Inc.,  and  Nevada  Medical  Care,  Inc., 
recommending  that  replacements  be  appointed  for 
two  of  the  officers  of  the  latter  corporation  who 
have  left  the  State,  namely  Lome  M.  Phillips, 
M.D.,  and  John  M.  Moore,  M.D. 

Approved  reports  of  the  Maternal  Health  Com- 
mittee, Liaison  to  Woman’s  Auxiliary,  and  Public 
Health  Advisory  Committee,  and  officially  extend- 
ed a welcome  to  Dr.  Edward  Dehne,  State  Health 
Officer. 

Approved  the  report  of  the  Tuberculosis  Com- 
mittee, and  applauded  the  extension  of  the  Tuber- 
culosis program  as  outlined  in  the  report. 

Approved  the  recommendation  that  through  the 
Bureau  of  Preventive  Medical  Services,  Maternal 
and  Child  Health,  and  Crippled  Children,  in  the 
State  Division  of  Public  Health,  free  measles  vac- 
cine be  provided  on  the  written  request  of  any 
physician  either  to  the  physician,  or  for  administra- 
tion free  of  charge  to  his  office  or  through  a clinic 
mechanism. 

Approved  the  report  of  the  Visiting  Nurse  Serv- 
ice, recognizing  the  desirability  of  state-wide 
services,  but  advising  caution  lest  the  program 
may  advance  without  adequate  medical  direction. 

Approved  the  In-Service  Training  Programs 
offered  by  the  Division  of  Health  and  encouraged 
their  expansion. 

Adopted  the  report  on  Health  Mobilization  Pro- 
grams, with  the  recommendation  that  the  mobiliza- 
tion of  package  disaster  hospitals  properly  belongs 
on  the  agenda  of  the  Public  Health  Advisory  Com- 
mittee, rather  than  Civil  Defense. 

Approved  commendation  of  the  efforts  of  the 
Bureau  of  Preventive  Medical  Services  in  the 
field  of  undergraduate  education. 

Approved  the  recommendation  that  at  least  one 
Public  Health  consultant  in  physical  therapy  be 
available  in  both  Northern  and  Southern  Nevada. 
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Approved  the  recommendation  that  the  Public 
I Health  Advisory  Committee  become  informed  and 
1 concerned  in  matters  relating  to  air  pollution, 
water  pollution,  and  radiation  hazards. 

I Approved  adoption  of  the  report  of  the  Com- 
1 mittee  on  Alcoholism,  including  opposition  to  an 
I increased  State  tax  on  alcoholic  beverages  for  the 
I purpose  of  increasing  the  staff  of  the  Nevada 
i Alcohol  Division;  and  the  recommendation  that 
alcoholics  should  have  a personal  financial  respon- 
sibility for  their  treatment. 

Approved  the  Insurance  Committee  report;  re- 
affirmed the  stand  of  the  Insurance  and  Executive 
Committees  that  hospital-surgical  privileges  should 
be  determined  by  the  Credentials  Committee  of 
an  accredited  hospital,  and  not  by  the  Nevada 
Industrial  Commission  or  a subdivision  thereof; 
accepted  Doctor  Arthur  Scott’s  report  of  ODMC 
negotiations  on  the  expanded  programs  for  out- 
patient services  for  dependents  and  services  to 
retired  personnel  and  their  dependents;  recom- 
mended that  the  Insurance  Committee  conduct  a 
program  to  forestall  any  tendency  on  the  part  of 
physicians  to  increase  their  fees  under  PL  89-97, 
as  persistent  abuse  could  result  in  a fixed  unit 
value  for  Nevada;  recommended  that  the  Insurance 
Committee  inform  the  membership  of  the  problems 
and  difficulties  interrelating  PAM  to  PL  89-97; 
urged  the  membership  to  bill  their  usual  and  cus- 
tomary fees;  and  approved  the  request  of  the  Insur- 
ance Committee  that  it  be  continued  in  intact  form 
insofar  as  is  possible. 

Endorsed  the  desirability  of  routine  labeling  of 
prescription  drugs,  providing  the  physician  retains 
the  option  to  indicate,  in  specific  instances,  that 
no  labeling  be  done. 

Gave  a special  vote  of  thanks  to  Dr.  Arthur  E. 
Scott  for  his  efforts  in  behalf  of  the  physicians 
of  Nevada  with  regard  to  Military  Dependents 
Medical  Care,  and  to  Dr.  Harry  J.  McKinnon,  Jr., 
for  his  work  on  the  Insurance  Committee. 

Ratified  the  following  governing  board  for  the 
Nevada  Blue  Shield  Plan: 

President:  Harry  J.  McKinnon,  Jr.,  M.D. 

Vice-President:  Charles  D.  Canning,  M.D. 
Secretary-Treasurer:  Mr.  Jordan  Cronch 
Executive  Director:  Mr.  Nelson  B.  Neff 
MEMBERS  OF  THE  BOARD: 

Mr.  Arthur  Smith,  President  of  the  Bank  of  Nevada,  Las 
Vegas 

Mr.  John  Morman,  of  the  Nevada  AFL-CIO 

Mr.  Robert  McAdam,  Bell  Telephone  Company 

Richard  D.  Grundy,  M.D.,  Carson  City 

John  W.  Canister,  M.D.,  Reno 

William  M.  Tappan,  M.D.,  Reno 

Arthur  E.  Scott,  M.D.,  Reno 

John  M.  Read,  M.D.,  Elko 

Thomas  S.  White,  M.D.,  Boulder  City 

The  House  of  Delegates  then  recessed,  and  Dr. 
John  M.  Read,  President  of  Nevada  Medical  Care, 
Inc.,  reported  on  this  corporation,  and  the  following 
officers  were  elected:  John  M.  Read,  President; 
Jack  S.  Hirsh,  First  Vice  President;  Donald  D. 
Wicker,  Second  Vice  President;  Joseph  M.  George, 
Jr.,  Secretary-Treasurer,  and  V.  E.  Elliott,  Mem- 
ber-at-Large. 

Dr.  Arthur  Scott  then  convened  the  meeting 
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of  Nevada  Physicians  Service,  and  the  following 
officers  were  elected  for  the  coming  year:  Arthur 
E.  Scott,  President;  Richard  C.  Sheretz,  Vice  Presi- 
dent; William  M.  Tappan,  Secretary-Treasurer, 
with  Doctors  Joseph  M.  George,  Jr.,  Richard  D. 
Grundy,  Charles  D.  Lanning,  Reed  J.  Anderson, 
John  M.  Read,  and  Peter  Rowe  elected  as  members 
of  the  Board. 

Dr.  George  paid  tribute  to  the  Woman’s  Auxil- 
iary for  their  work  during  the  convention,  particu- 
larly in  putting  on  an  excellent  program  for  the 
visiting  ladies. 


NSMA  President  William  M.  Tappan,  M.D.,  left, 
accepts  the  gavel  of  office  from  outgoing  President 
Joseph  M.  George,  Jr.,  M.D. 


After  Dr.  George’s  remarks  of  appreciation  to 
the  House,  he  installed  Dr.  William  M.  Tappan  in 
the  office  of  President  for  the  forthcoming  year, 
and  Dr.  Tappan  presented  Dr.  George  with  a 
personal  gavel,  appropriately  inscribed,  as  a me- 
mento of  his  term  of  office,  and  a plaque  of 
appreciation. 

Dr.  Tappan  spoke  briefly  on  his  hopes  for  the 
Association  during  the  coming  year,  and  urged 
better  communication  between  all  members  of  the 
Association,  stating  that  while  everyone  is  tre- 
mendously concerned  about  economics  and  social 
problems,  the  primary  interest  for  the  NSMA  is  in 
doing  everything  possible  to  promote  the  highest 
quality  of  medical  care  for  patients  in  Nevada. 

The  meeting  was  adjourned  at  4:00  p.m. 


Distinguished  Service  Awards 

Plaques,  inscribed  “Presented  for  distinguished 
and  outstanding  service  to  the  profession  and  the 
community,’’  were  presented  to  Dr.  Roger  Hewlett, 
first  President  of  the  Clear  Creek  Valley  Medical 
Society;  Dr.  George  Bailey,  Dr.  Freeman  Fowler, 
Dr.  Thomas  Thorn,  Dr.  Galen  Garvin,  Dr.  Harold 
VanDerSchouw,  Dr.  Stephen  Kallay,  Dr.  Morgan 
Durham,  and  Drs.  Mary  and  Douglas  Collier. 
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USMA  Briefs 

Dr.  Reed  M.  Broadbent,  Logan  surgeon,  has 
been  elected  President-elect  of  the  Utah  Chapter 
of  the  American  College  of  Surgeons.  He  will  suc- 
ceed Dr.  Russell  M.  Nelson  to  the  presidency  next 
year. 

Dr.  Nelson,  Salt  Lake  City  cardiovascular  sur- 
geon, became  president  at  the  recent  meeting  of 
the  group.  He  succeeds  Dr.  L.  Weston  Oakes,  Provo 
ophthalmologist. 

In  addition  to  the  above  officers.  Dr.  Preston  R. 
Cutler,  Salt  Lake  City  thoracic  surgeon,  was  elect- 
ed secretary-treasurer,  and  Dr.  John  A.  Dixon, 
Ogden  surgeon,  was  elected  a councilor.  Both  were 
elected  for  three-year  terms. 

* 

Dr.  George  Fister,  Ogden  urologist  and  past- 
president  of  the  American  Medical  Association, 
was  recently  awarded  life  membership  in  the 
Greater  Ogden  Chamber  of  Commerce.  This  honor 
was  bestowed  upon  him  for  his  countless  hours  of 
volunteer  service  to  his  community. 

* * * * 

Dr.  Preston  J.  Burnham,  Salt  Lake  City  surgeon, 
has  been  elected  president  of  the  Utah  Chapter, 
National  Rehabilitation  Association. 


SECOND  ANNUAL  CONFERENCE  ON 
CARDIOVASCULAR  DISEASES 

March  23-25,  1967 

Nugget  Convention  Center,  Sparks,  Nevada 

The  following  subjects  will  be  presented  by 
outstanding  guest  speakers: 

Congenital  Heart  Disease 
Cardiac  Pacemakers 
Pulmonary  Circulation 
Arrythmias 

Workshop  on  Resuscitation 

Cardiac  Monitoring  and  Coronary  Intensive  Care 
Valvular  Disease  in  the  Adult 
Valve  and  Arterial  Prostheses 
Electrophysiology  of  the  Heart 
Beta  Adrenergic  Blockade 
Exercise  Physiology 

Sessions  open  to  Physicians,  Nurses,  Veterinarians, 
and  Technicians. 

* * * * 

INTERMOUNTAIN  PEDIATRIC  SOCIETY 

Las  Vegas,  Nevada 
April  24-26,  1967 


SECOND  SPRING  TRAUMA  SEMINAR 
April  23-26,  1967 

Caesars  Palace,  Las  Vegas,  Nevada 

The  theme  of  this  seminar,  which  is  sponsored 
by  the  Las  Vegas  Committee  on  Trauma  of  the 
American  College  of  Surgeons,  is  Trauma  Care 
From  the  Accident  Back  to  the  Job.  The  Spring 
Trauma  Seminar  is  held  biennially  alternating  with 
a Spring  Cancer  Seminar.  A program  of  wide 
interest  to  all  who  care  for  trauma  victims  has 
been  planned. 

For  further  information  concerning  this  meet- 
ing, contact  John  W.  Batdorf,  M.D.,  3196  Maryland 
Parkway,  Las  Vegas,  Nevada  89109. 

* * * * 

NINTH  ANNUAL  CANCER  SEMINAR 
RENO,  NEVADA 

May  10-12,  1967 

Sparks  Nugget  Convention  Center 

Sponsored  by  the  American  Cancer  Society, 
Nevada  Division,  Inc.,  and  co-sponsored  by  the 
Nevada  State  Department  of  Health  and  the  Reno 
Cancer  Center. 

May  10 — dental  profession  program 
May  10 — nursing  profession  program 
May  11  and  12 — medical  program 

Internationally  known  faculty  on  the  subjects 
of  pathology,  diagnosis  and  treatment  of  cancer  of 
the  colon  and  the  lung. 

Activities  for  wives. 

Co-Chairmen: 

David  L.  Roberts,  M.D.,  Reno,  Nevada,  and 
Robert  K.  Myles,  M.D.,  Reno,  Nevada. 

For  information  or  reservations  write  to  The 
American  Cancer  Society,  P.O.  Box  7432,  Reno, 
Nevada. 

Enjoy  sophisticated  entertainment  in  a Western 
city. 

* * * * 

PEDIATRICS 

RECENT  ADVANCES  IN  PEDIATRICS,  a post- 
graduate course,  will  be  held  at  the  University  of 
California  San  Francisco  Medical  Center  from  May 
18-20,  1967,  under  the  chairmanship  of  Dr.  Melvin 
M.  Grumbach.  Members  of  the  Department  of 
Pediatrics  will  describe  advances  in  the  study  of 
cardiopulmonary  disease  in  the  fetus  and  newborn, 
renal  and  electrolyte  disorders,  endocrine  aber- 
rations, human  chromosomal  abnormalities  and  in- 
fectious diseases.  In  addition,  registrants  may  select 
and  participate  in  a series  of  clinical  seminars  in 
these  fields.  Chairmen  for  the  daily  sections  will 
include  Drs.  Malcolm  Holliday,  Abraham  Rudolph 
and  William  H.  Tooley.  Further  information  may 
be  obtained  by  writing  Continuing  Education  in 
Medicine,  University  of  California  San  Francisco 
Medical  Center,  San  Francisco,  California  94122. 

* * * * 

AMERICAN  ACADEMY  OF  PEDIATRICS 
ANNUAL  SPRING  SESSION 

April  3-5,  1967 

San  Francisco  Hilton  Hotel 

San  Francisco,  California 
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I CHILDREN’S  HOSPITAL  SPRING  CLINICS 

I CHILDREN’S  HOSPITAL,  DENVER,  is  holding 
* its  Spring  Clinics  at  Vail,  Colorado,  June  26-28, 
1 1967.  Guest  Faculty;  Sydney  Gellis,  M.D.,  Tufts 
i University;  Mary  Ellen  Avery,  M.D.,  Johns  Hop- 
kins University;  Robert  Kugel,  M.D.,  University 
of  Nebraska;  James  K.  Weaver,  M.D.,  University 
of  New  Mexico;  William  Daeschner,  M.D.,  Univer- 
sity of  Texas;  Hugh  Thompson,  M.D.,  Tucson, 
District  Chairman  of  Region  VHI  of  the  Academy 
of  Pediatrics.  Morning  seminars  and  lectures. 
Afternoons  of  leisure  in  the  Rocky  Mountains. 
Advances  in  Pediatrics  and  The  Path  Ahead  in 
Pediatric  Practice  will  be  the  guidelines  for  the 
clinics. 

Fee:  $40.00.  Write:  Joseph  Butterfield,  M.D., 
Children’s  Hospital,  Nineteenth  Avenue  at  Down- 
ing, Denver,  Colorado  80218. 

* * * * 

HAHNEMANN  MEDICAL  COLLEGE  AND 

HOSPITAL 

April  10-12, 1967 

18th  Hahnemann  Symposium 

EPITHELIAL-MESENCHYMAL 

INTERACTIONS 

Note:  For  further  information,  please  contact  Raul 
Fleischmajer,  M.D.,  Director. 

* * * * 

American  College  of  Physicians 
Postgraduate  Courses,  1967 

PHYSIOLOGICAL  ASPECTS  OF 
CARDIOPULMONARY  DISEASE 

March  13-17 

Yale  University-New  Haven  Medical  Center 
New  Haven,  Connecticut 

FUNDAMENTAL  CONCEPTS  OF 
GASTROENTEROLOGY 
March  20-24 

University  of  Michigan  Medical  Center 
Ann  Arbor,  Michigan 

PSYCHIATRY  FOR  THE  INTERNIST 

March  27-31 

Wayne  State  University  School  of  Medicine, 
(Lafayette  Clinic)  Detroit,  Michigan 

CLINICAL  AUSCULTATION  OF  THE  HEART 

May  8-12 

Georgetown  University  School  of  Medicine  and 
Georgetown  University  Hospital 
Washington,  D.  C. 

RECENT  ADVANCES  IN  CLINICAL 
ENDOCRINOLOGY 

May  15-19 

University  of  Washington 
Seattle,  Washington 

Registration  forms  and  requests  for  information 
are  to  be  directed  to:  Edward  C.  Rosenow,  Jr.,  M.D., 
Executive  Director,  American  College  of  Physi- 
cians, 4200  Pine  Street,  Philadelphia,  Pa.  19104. 


University  of  Colorado  Medical  Center 

A grant  of  $9,000  has  been  made  by  the  National 
Dairy  Council  of  Chicago  to  the  Child  Research 
Council  at  the  University  of  Colorado  Medical 
Center  for  a scientific  study  of  the  nutrition  of 
babies  during  their  first  two  years  of  life. 

Dr.  Robert  W.  McCammon,  director  of  the 
Child  Research  Council,  and  Miss  Virginia  Beal, 
research  nutritionist,  will  analyze  the  relationship 
of  nutritional  intake  of  babies  to  their  physical 
growth,  body  tissue  composition,  serum  proteins, 
serum  cholesterol,  hemoglobin  levels  and  gastro- 
intestinal disturbances.  He  will  utilize  data  collect- 
ed by  the  CRC  over  the  past  20  years  in  its  unique 
life-cycle  studies  of  human  development  and  new 
information  being  collected  from  children  present- 
ly enrolled  in  the  project.  Over  a period  of  35  years 
the  CRC  has  been  collecting  medical  and  scientific 
information  on  the  entire  life-cycle  of  individual 
human  beings,  beginning  at  their  birth  or  before. 

4:  ♦ * 

Dr.  John  J.  Conger,  vice  president  for  medical 
affairs  of  the  University  of  Colorado  and  dean  of 
its  School  of  Medicine,  has  been  appointed  by 
President  Johnson  to  the  17--man  National  Motor 
Vehicle  Safety  Advisory  Council.  The  council, 
which  held  its  first  meeting  in  Washington  on 
Jan.  19,  will  advise  Secretary  of  Transportation 
Alan  S.  Boyd  and  the  newly  created  National  High- 
way Safety  Agency  on  development  of  safety 
standards  for  vehicles  and  action  programs  to  re- 
duce the  sharply  climbing  highway  accident  toll. 

Dr.  Conger  was  chairman  of  the  research  sub- 
committee of  the  President’s  Committee  for  Traffic 
Safety,  1960-63,  and  last  year  was  appointed  to 
the  Advisory  Committee  on  Traffic  Safety  to  the 
Secretary  of  the  Department  of  Health,  Education 
and  Welfare.  He  is  a member  of  the  Committee 
on  Road  User  Characteristics,  Highway  Research 
Board,  National  Research  Council,  and  of  the  edi- 
torial board  of  the  Traffic  Safety  Research  Review, 
published  by  the  National  Safety  Council. 

* * * * 

Postgraduate  medical  education  at  the  Univer- 
sity of  Colorado  Medical  Center  during  1966  at- 
tracted 4,877  registrants  representing  48  of  the  50 
states,  Puerto  Rico,  Canada  and  eight  other  foreign 
countries  and  contributed  in  excess  of  $5.1  million 
to  the  Colorado  economy. 

More  than  half  of  the  physicians  and  paramedi- 
cal professions  who  attended  the  27  short  courses 
were  Coloradans,  according  to  the  annual  report 
of  Dr.  C.  Wesley  Eisele,  associate  dean  of  the  CU 
School  of  Medicine  in  charge  of  postgraduate  edu- 
cation and  director  of  the  year-round  program  of 
intensive  refresher  courses. 

* * ♦ * 
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A grant  of  $60,990  to  the  University  of  Colorado 
School  of  Nursing  has  been  received  from  the 
U.  S.  Children’s  Bureau  to  support  continuing 
education  services  in  the  field  of  maternal  and 
child  nursing.  One  of  the  major  objectives  of  the 
state-wide  educational  effort  will  be  a further 
reduction  in  Colorado’s  infant  mortality  rate.  Dur- 
ing 1965,  the  last  year  for  which  statistics  are 
available,  the  infant  mortality  rate  (deaths  during 
the  first  year  of  life)  in  Colorado  was  24.3  per 
1,000  live  births,  compared  with  a national  rate 
of  24.8.  This  was  the  first  time  Colorado’s  infant 
death  rate  had  dropped  below  the  national  rate. 

The  Children’s  Bureau  grant  will  support  the 
first  segment  of  a three-year  program  of  continuing 
education  for  practicing  nurses  to  permit  them  to 
refresh  their  knowledge  and  resharpen  and  up- 
grade their  professional  skills.  The  federal  funds 
will  assist  in  conducting  a series  of  short  refresher 
courses,  workshops  and  institutes  both  at  the  CU 
Medical  Center  in  Denver  and,  in  cooperation  with 
local  units  of  the  Colorado  Nurses’  Association,  at 
other  cities  in  the  state.  The  grant  also  will  provide 
stipends  lor  a limited  number  of  tuition-free 
traineeships  at  some  of  the  courses. 

Hi  * * * 

A U.  S.  Public  Health  Service  grant  of  $48,097 
to  the  University  of  Colorado  School  of  Nursing 
has  been  announced  for  the  first  year  of  a new 
five-year  program  of  graduate  education  for  “nurse 
scientists”  working  toward  doctorates  in  selected 
health-related  fields.  The  program  is  directed  to- 
ward the  preparation  of  the  scholars,  researchers 
and  theoreticians  of  nursing  needed  for  its  con- 
tinued advancement  as  a scientific  profession. 
Over  the  next  five  years  the  program  is  expected 
to  involve  $185,203  of  federal  grants. 

The  new  program  is  being  placed  in  effect 
immediately  and  it  is  expected  that  the  first  four 
nurse-scientist  candidates  for  Ph.D.  degrees  in 
anthropology,  psychology  and  sociology  will  be 
admitted  next  fall.  A doctoral  program  in  physi- 
ology will  be  added  later.  Applicants  needing  as- 
sistance will  be  eligible  for  renewable  annual 
stipends  of  $3,600  under  the  grant  from  the  Divi- 
sion of  Nursing  of  the  USPHS. 

sic  * * * 

Six  distinguished  American  scientists  will  pre- 
sent an  advanced  course  in  microbiology  covering 
“Proteins;  Evolution  and  Function”  at  the  Uni- 
versity of  Colorado  Medical  Center  this  spring. 

The  course  will  consist  of  a series  of  three 
lectures  by  each  of  the  visiting  scientists,  according 
to  Dr.  Lloyd  M.  Kozloff,  professor  and  chairman 
of  the  Department  of  Microbiology  in  the  CU 
School  of  Medicine. 


Colorado 

Dr.  William  Wiley  Jones  died  unexpectedly  at 
his  home  on  Friday  the  13th  of  January,  1967.  He 
was  83  years  old. 


He  was  born  in  Denver  on  November  24,  1884. 
He  was  educated  in  the  Denver  Public  Schools 
and  at  the  University  of  Colorado  and  was  awarded 
an  A.B.  Degree  in  1905  and  an  M.D.  Degree  in  1909. 
He  served  an  internship  and  later  a residency  in 
pediatrics  at  the  St.  Joseph’s  Hospital.  He  was  li- 
censed in  Colorado  in  1909,  and  became  a member 
of  the  Denver  Medical  Society,  the  Colorado  Medi- 
cal Society,  and  the  American  Medical  Association 
in  1911.  He  was  one  of  the  first  men  in  Denver  to 
specialize  in  the  field  of  pediatrics. 


He  interrupted  his  practice  of  pediatrics  in 
Denver  to  serve  in  the  U.  S.  Army  Medical  Corps 
from  1917-1921  with  the  rank  of  Captain.  Following 
his  discharge  from  the  Army  he  resumed  his  prac- 
tice in  Denver.  In  1946  he  was  appointed  Chairman 
of  the  Annual  Clinical  Pathological  Conference  at 
Children’s  Hospital  and  continued  to  serve  as 
Chairman  until  the  time  of  his  death.  Throughout 
his  entire  professional  life  he  was  active  in  medi- 
cal, welfare,  and  civic  affairs. 

Dr.  Jones  served  on  the  volunteer  faculty  of 
the  University  of  Colorado  for  a number  of  years 
and  at  the  time  of  his  death  was  an  Emeritus  Asso- 
ciate Professor  of  Pediatrics.  He  was  elected  Presi- 
dent of  the  Denver  Medical  Society  in  1950  and 
served  as  a member  of  their  Board  of  Directors 
until  1956,  when  he  was  Chairman  of  the  Board. 


For  a good  many  years  Dr.  Jones  was  a Director 
of  the  Department  of  Pediatrics  at  Denver  General 
Hospital  and  also  Medical  Director  at  the  Colorado 
State  Home  for  Dependent  Children,  where  he  was 
known  over  a period  of  many  years  by  hundreds 
of  fatherless  children  as  “Uncle  Wiley.”  He  also 
served  as  Chief  of  Staff  at  the  Denver  Orphans 
Home  and  as  Director  of  the  Municipal  Tuberculo- 
sis Dispensary  in  the  Children’s  Division. 


Dr.  Jones  was  active  in  the  building  and  devel- 
opment of  the  Denver  Medical  Society  library,  and 
after  the  library  was  built,  served  on  various  com- 
mittees of  that  institution  for  a number  of  years. 
He  continued  to  be  an  active  patron  and  devoted 
friend  of  the  Denver  Medical  Library  until  the 
time  of  his  death. 


Dr.  Kozloff  said  qualified  CU  students  may 
take  the  course  for  credit,  and  it  is  open  without 
fee  to  all  interested  physicians,  scientists,  science 
educators,  and  researchers. 


Dr.  Jones  was  awarded  the  coveted  Certificate 
of  Service,  the  highest  award  ever  granted  by  the 
Colorado  Medical  Society,  a few  years  before  his 
death. 
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He  was  a lifelong  member  of  the  Episcopal 
Church,  a charter  member  of  the  Colorado  Uni- 
versity Chapter  of  Phi  Rho  Sigma  established  in 
1909,  and  a member  of  the  Denver  Mile  High  Club. 

He  is  survived  by  a niece,  Mrs.  S.  Dwight  Parker 
of  Long  Meadow,  Massachusetts;  a grandniece, 
Mrs.  J.  Richard  Prior  of  Irvington,  New  York;  a 
grandnephew,  Stephen  D.  Parker,  Jr.,  of  New 
Haven,  Connecticut,  and  one  great-grandnephew. 

Utah 

William  Leroy  Smith,  M.D.,  Salt  Lake  City  eye, 
ear,  nose  and  throat  specialist,  died  on  January  21, 
1967,  of  cardiovascular  failure. 

Dr.  Smith  was  born  in  Logan,  Utah,  August 
25,  1891.  He  attended  the  University  of  Chicago 
and  the  Rush  Medical  School,  Chicago,  from  which 
he  received  his  M.D.  degree  in  1916.  He  was  in 
the  private  practice  of  medicine  and  surgery  until 
1924  when  he  attended  a postgraduate  course  in 
St.  Louis,  Missouri,  in  the  specialty  field  of  eye, 
ear,  nose  and  throat.  In  1925  he  spent  a year  in 
Vienna,  Austria,  doing  work  in  the  same  specialty. 
He  returned  to  Salt  Lake  City  in  1926  and  began 
private  practice  in  this  specialty. 

He  was  a member  of  the  Utah  State  Medical 
Association,  Salt  Lake  County  Medical  Society, 
American  Medical  Association,  American  Academy 
of  Ophthalmology  and  Otolaryngology  and  the 
Pacific  Coast  Oto-Ophthalmological  Society.  In 
1961  at  Palm  Springs,  California,  he  was  a special 
guest  of  honor  of  the  latter  organization  in  recog- 
nition of  his  contributions  to  the  health  and  wel- 
fare of  mankind. 

He  is  survived  by  his  widow,  four  children  and 
10  grandchildren. 


Montana 

Ernest  D.  Hitchcock,  M.D.,  Great  Falls,  died  in 
a Great  Falls  Hospital  on  January  22,  1967,  follow- 
ing a lengthy  illness.  Dr.  Hitchcock  was  born  in 
Pendleton,  Oregon,  on  July  31,  1884.  He  received 
his  M.D.  degree  from  Cooper  Medical  College  and 
completed  his  internship  at  San  Leandro,  Califor- 
nia. He  practiced  medicine  in  Klamath  Falls,  Ore- 
gon, for  three  years  and  later  moved  to  Portland 
where  he  practiced  until  he  was  called  to  active 
duty  with  the  U.  S.  Navy  during  World  War  I. 
After  his  discharge,  he  accepted  a position  with  the 
Montana  State  Board  of  Health  and  in  1922  became 
associated  with  the  Great  Falls  Clinic  in  its  Ra- 
diology Department.  Doctor  Hitchcock  was  very 
active  on  a number  of  committees  of  the  Montana 
Medical  Association  and  served  as  its  president 
during  1942-43.  He  was  also  a member  of  the 
American  Medical  Association  and  the  American 
College  of  Physicians.  He  served  as  governor  of  the 
college  for  the  Montana-Wyoming  region  for  sev- 
eral years.  Doctor  Hitchcock  was  also  a member 
of  the  Montana  State  Board  of  Health  and  of  the 
Cascade  County  Board  of  Health. 

Norman  A.  Franken,  M.D.,  Havre,  died  in  a 
Havre  hospital  on  January  4,  1967.  Dr.  Franken 
was  born  in  Rockford,  Illinois,  on  June  13,  1910. 
He  received  his  B.S.  degree  from  Marquette  Uni- 
versity in  1935  and  his  M.D.  degree  from  the  Uni- 
versity of  Wisconsin  Medical  School  in  1941.  He 
was  licensed  to  practice  in  Montana  during  Octo- 
ber, 1951,  and  shortly  thereafter  engaged  in  the 
practice  of  medicine  and  surgery  in  Havre,  Mon- 
tana. Doctor  Franken  was  a member  of  the  Cancer 
Committee  of  this  Association  for  several  years 
and  from  1960  to  1962  served  as  its  chairman.  He 
also  served  as  president  of  the  Montana  Division 
of  the  American  Cancer  Society. 
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NEW  EVIDENCE: 


Pro-Banthme®  (propantheline  bromide) 

gives  positive,  selective  benefits  in 
gastrointestinal  disorders. 


A 

IMPORTANT  PROBLEM  in 

managing  gastrointestinal  disor- 
ders has  been  the  choice  of  an 
anticholinergic  agent  which  will 
act  positively  and  selectively  on 
the  gastrointestinal  tract  without 
extensive  secondary  effects. 

Recent  direct  observations  with 
the  cinefibergastroscope  and  intra- 
gastric  photography'  visually 
confirm  previous  evidence  that 
Pro-Banthine  does,  indeed,  possess 
such  selective  activity. 

Barowsky  and  his  associates 
demonstrated  that  a minimal  dose 
of  6 to  8 mg.  of  Pro-Banthine  in- 
travenously produced  complete 
relaxation  of  gastric  activity.  Sec- 
ondary effects  were  not  significant. 

By  contrast,  it  required  0.8  mg. 
or  double  the  usual  dose  of  atro- 
pine intravenously  to  achieve  sim- 
ilar gastric  relaxation.  Side  effects 
of  this  dosage  of  the  belladonna 
alkaloid  we/e  pronounced.  Ven- 
tricular rates  were  as  high  as  150 
per  minute. 

For  positive,  selective  anticho- 
linergic benefits  Pro-Banthine  is 
indicated  in  patients  with  peptic 
ulcer,  gastritis,  irritable  colon  and 
other  forms  of  gastrointestinal 
hypermotility. 


Intragastric  photograph  of  pyloric  region 
showing  complete  relaxation  of  pyloric  sphinc- 
ter with  6 mg.  of  Pro-BanthTne  intravenously. 


Dosage:  The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tab- 
lets four  to  six  times  daily  may  be 
required.  Pro-BanthTne  (brand  of  pro- 
pantheline bromide)  is  supplied  as  tab- 
lets of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  ampuls  of  30  mg. 
The  parenteral  dose  should  be  adjusted 
to  the  patient’s  requirement  and  may  be 
up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 

Contraindications:  In  glaucoma  or  se- 
vere cardiac  disease. 

Precautions:  Since  varying  degrees  of 
urinary  hesitancy  may  occur  in  the  el- 
derly male  with  prostatic  hypertrophy, 
this  should  be  watched  for  in  such  pa- 
tients until  they  have  gained  some  expe- 
rience with  the  drug. 

Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur 
with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive 
prompt  and  continuing  artificial  respi- 
ration until  the  drug  effect  has  been 
exhausted. 

Side  Effects  The  more  common  side 
effects,  in  order  of  incidence,  are  xero- 
stomia, mydriasis,  hesitancy  of  urina- 
tion and  gastric  fullness. 

1.  Barowsky,  H.;  Greene,  L.:  Bennett,  R.,  and 
Buganza,  G.:  The  Effect  of  Anticholinergic 
Drugs  on  Gastric  Motility  and  Pyloric  Func- 
tion, Scientific  Exhibit,  Annual  Convention 
of  the  American  Medical  Association,  Chi- 
cago, Illinois,  June  26-30,  1966. 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Recent  Acquisitions 

Bone  Tumors:  By  David  C.  Dahlin.  2d  ed.  Springfield,  111., 
1967,  Thomas.  285  p.  Price:  $16.00. 

The  Cervical  Syndrome:  By  Ruth  Jackson.  3d  ed.  Springfield, 
111.,  1966,  Thomas.  333  p.  Price:  $10.50. 

Communication  Training  in  Childhood  with  Brain  Damage: 
Edited  by  Merlin  J.  Mecham.  Springfield,  lU.,  1966,  Thomas. 
392  p.  Price:  $11.75. 

Contributions  to  Psycho-analysis,  1921-1943.  By  Melanie  Klein. 
London,  1948,  Hogarth.  416  p.  Price:  $5.00. 

Disorders  of  the  Respiratory  Tract  in  Children:  Edited  by 
Edwin  L.  Kendig.  Phila.,  1967,  Saunders.  834  p.  Price:  $26.00. 

Fundamentals  of  Hyperbaric  Medicine:  National  Research 
Council.  Washington,  1966,  National  Academy  of  Sciences. 
178  p.  Price:  $6.00. 

Hand  Surgery:  Edited  by  J.  Edward  Flyrm.  Balt.,  1966,  Williams 
& Wilkins.  1095  p.  Price:  $38.50. 

New  Concepts  in  Gynecological  Oncology:  Edited  by  George 
C.  Lewis.  PhUa.,  1966,  Davis.  438  p.  Price:  $20.00. 

Prevention  of  Ischemic  Heart  Disease:  Edited  by  Wilhelm 
Raab.  Springfield,  111.,  1966,  Thomas.  466  p.  Price:  $25.50. 

Transurethral  Prostatic  Surgery:  By  KstR  B.  Conger.  Balt., 
1963,  Williams  & Wilkins.  140  p.  Price:  $9.00. 

The  University  and  Community  Health  Services:  By  LeRoy 
K Burney.  N.  Y.,  1966,  American  Public  Health  Assoc.  34  p. 
Price:  Gift. 


Book  Reviews 

Radiology  in  World  War  H— U.  S.  Army  Medical  Department: 
Edited  by  Arnold  Lorentz  Ahnfeldt,  Kenneth  D.  A.  AUen 
and  others.  Washington,  D.  C.,  1966.  U.  S.  Govt.  Print.  Off. 
1087  pages.  Price:  $8.50. 

The  above  mentioned  publication  which  I am 
going  to  attempt  to  briefly  review  for  you  would 
more  properly  be  described  as  a Tome  which,  ac- 
cording to  Webster  in  one  definition  is:  a book, 
especially  a “large  or  scholarly  one.”  To  imply 
that  I have  read  in  detail  each  page  of  this  935- 
page  publication  would  not  be  proper  as  this  would 
be  impossible  for  me  to  have  done.  The  Editor-in- 
Chief,  Colonel  Ahnfeldt,  and  more  particularly  for 
us  the  Editor,  Kenneth  D.  A.  Allen,  M.D.,  and  his 
helpers  have  done  a magnificent  job  of  putting 
together  a most  complex  book  covering  a wealth 
of  individual  and  personal  as  well  as  group  expe- 
riences. Some  31  different  authors  contributed  to 
the  wealth  of  information  available  in  this  publi- 
cation. For  purposes  of  classification,  as  well  as 
ease  of  reading,  it  is  divided  into  seven  different 
and  distinct  parts  ending  with  “Radiology  and  the 


Atomic  Bomb.”  This  reviewer  has  in  his  possession 
a textbook  published  covering  the  use  of  x-rays 
in  the  Philippines  in  the  Spanish- American  War. 
Therefore,  I found  it  particularly  interesting  to 
compare  that  text  with  this  one  covering  Radiology 
in  World  War  II.  I would  urge  anyone  using  this 
book  to  read  the  Foreword  and  Preface  as  it  lays 
a most  interesting  groundwork  by  which  to  enjoy 
the  very  well  done  contents.  The  progress  from 
World  War  I to  World  War  II  and  the  use  of  the 
Science  and  Art  of  Radiology  was  tremendous. 
Should  we  be  unfortunate  enough  to  enter  another 
such  tragic  war  we  can  only  hope  we  will  be  even 
better  prepared  at  that  time.  In  the  meantime  one 
of  the  few  benefits,  if  any,  that  may  come  from 
the  so-called  brushfire  wars  is  that  we  may  con- 
tinue to  develop  our  skills  in  the  medical  and  para- 
medical fields,  so  that  we  would  be  adequately 
prepared  should  such  an  unfortunate  thing  occur 
again. 

The  book  is  excellently  indexed  and  you  can  find 
comments  on  everything  from  Panzer  patrols,  sand 
fly  fever,  sand  storms  in  Egypt  to  the  skip  effects  of 
bombing  in  Nagasaki  in  this  volume.  Of  necessity 
the  book  has  been  written  largely  from  the  per- 
sonal experience  of  the  authors  and  their  associates. 
It  could  hardly  be  otherwise.  One  can  detect 
throughout  the  book  the  great  pride  that  these 
many  people  took  in  their  work  and  the  contribu- 
tion they  could  make  to  bring  this  war  to  a fa- 
vorable end. 

I cannot  pass  without  paying  tribute  as  many 
others  did  to  our  wonderful  enlisted  technicians 
who  with  very  brief  and  minimal  training,  although 
adequate,  turned  out  such  a splendid  job  under 
most  diverse  and  sometimes  most  difficult  circum- 
stances. Their  lot  was  often  difficult  but  as  you 
can  see  throughout  the  book  they  were  a dedicated 
group  who  in  spite  of  many  adversities  turned  in 
an  excellent  piece  of  work.  This  dedication  to  a 
job  well  done  by  officers  and  enlisted  men  will 
forgive  the  sometimes  over-use  of  first  person  in 
the  writing  as  it  is  due  more  to  enthusiasm  and 
dedication  than  to  any  selfish  motive.  All  phases 
of  the  use  of  radiology  are  covered  from  the  small- 
est portable  surgical  hospital  to  the  largest  general 
hospital. 

The  last  chapter  by  Dr.  Stafford  Warren  (one 
of  my  professors)  will  be  found  most  interesting 
to  anyone  interested  in  nuclear  radiation. 

There  are  many  fine  illustrations  which  are 
well  indexed  and  described.  I would  urge  anyone 
coming  across  this  book  to  not  be  frightened  off 
by  its  size  but  to  go  through  it  as  I am  sure  you 
will  find  much  of  interest  and  equally  as  much 
of  value.  It  is  fortunate  that  so  many  people  in 
so  many  busy  activities  could  also  have  had  such 
a good  sense  of  history  as  to  preserve  these  records 
for  us  to  see  at  this  later  and  more  quiet  day. 

Vernon  L.  Bolton,  M.D. 
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The  Artful  Practice  of  Medicine:  By  William  B.  C.  Van  Auken. 
Springfield,  111.,  1966,  Thomas.  115  pages.  Price:  $6.50. 

This  terse  book  opens  with  the  assumption  that 
the  acquisition  of  a science  does  not  automatically 
enable  the  recipient  to  use  it  artfully.  The  author 
then  proceeds  to  draw  from  his  own  experience 
in  discussing  the  artful  practice  of  medicine. 

The  book  attempts  to  swing  the  pendulum 
from  the  “case”  to  the  “person.”  The  sympathetic 
regard  for  personality  and  for  a humanistic  re- 
sponse is  emphasized. 

This  book  by  Dr.  Van  Auken  of  Baylor  Uni- 
versity will  fill  a void  in  the  education  of  the  young 
doctor,  who  is  finishing  medical  school  or  a resi- 
dency program.  Here  the  doctor  will  find  specific 
answers  to  many  problems  and,  concurrently,  a 
philosophy  which  will  provide  answers  to  questions 
not  specifically  discussed. 

The  older  physician  undoubtedly  has  handled 
many  of  the  problems  discussed  herewith,  with 
variable  results.  He  may  well  find  a new  approach 
to  old  problems. 

This  book  is  highly  recommended  to  help  the 
doctor  dispel  the  gathering  clouds  which  cast  doubt 
and  confusion  about  his  public  image. 

Albert  F.  Petrone,  M.D. 

Appraisal  of  Current  Concepts  in  Anesthesiology:  Edited  by 
John  Adrian!,  v.  3.  St.  Louis,  1966,  Mosby.  522  p.  Price:  $10.85. 

The  residents  and  staff  of  Dr.  John  Adriani’s 
Department  of  Anesthesia  were  assigned  these 
timely  topics  on  various  aspects  of  the  field  of 
anesthesia;  their  reports  cover  the  necessary  his- 
tory, the  pertinent  basic  science  facts,  the  related 
textbook  dogma,  and  the  recent  medical  journal 
consensus. 

Each  topic  is  brief,  written  in  clinical  language, 
and  reflects  the  current  concept  in  anesthesiology. 

This  material  will  serve  as  a reminder  of  the 
need  for  continuing  refreshing  of  recent  knowledge 
. . . it  will  stimulate  every  physician  who  was  a 
graduate  more  than  two  years  ago! 

Charles  B.  McCrory,  M.D. 


Diabetes  for  Diabetics:  By  George  F.  Schmitt,  M.D.,  F.A.C.P. 
Diabetes  Press  of  America,  Inc.,  30  S.E.  8th  St.,  Miami, 
Florida  33131.  ($5.95  prepaid.)* 

The  latest  book  published  for  diabetics  is  Dia- 
betes for  Diabetics  by  an  outstanding,  practicing 
diabetologist,  George  F.  Schmitt,  M.D. 

Realizing  the  need  for  educating  the  millions  of 
diabetics  with  basic  information  about  their  dis- 
order, the  author  has  written  this  completely 
different,  practical  guide  for  diabetics.  Dr.  Schmitt 
clearly  explains  the  cause  and  treatment  of  dia- 
betes, as  well  as  its  complications  and  problems, 
in  simple  terms  which  laymen  can  understand. 

A large  section  on  diet,  including  the  most 
complete  food  exchange  lists  ever  published,  con- 
tains information  on  purchase,  preparation  and 
selection  of  foods. 

Insulin  and  oral  antidiabetic  drugs  are  discussed 
in  detail.  A chapter  on  urine  testing  for  sugar  and 
acetone  shows  step-by-step  procedures  for  these 
tests,  and  explains  why  urine  testing  is  so  im- 
portant for  good  control. 

Many  problems  of  daily  living  such  as  marriage, 
pregnancy,  employment  and  insurance  are  dis- 
cussed. In  addition  Dr.  Schmitt  stresses  the  im- 
portance of  good  hygiene,  care  of  the  feet,  eyes, 
skin,  hands  and  teeth. 

In  addition  to  over  two  hundred  colored  photo- 
graphs the  diabetic  will  find  most  helpful  the 
unique  feature  of  self-testing  lists  of  questions  at 
the  end  of  each  chapter. 


’Reprinted  from  “Diabetes  in  the  News,”  July-August- 
September  1966  Edition. 
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REGIONAL  WEATHER  FORECAST 

Dust  Storms,  High  Winds,  Snow  Storms  and  Colder  Followed  by 
Cough,  Stufifed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic'®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 


Dosage;  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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NoiinyLie. 

(norethindrone  2 mg.  c mestranol  %/ 0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucusi-^s  and  an  acceleration 
of  endometrial  changes.i-3,7-i6  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 
Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning;  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29l  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W,:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen.  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif..  July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond.  D.  0.:  Ibid.  6.  Rice-Wray,  E., 
Goidzieher,  J.  W..  and  Aranda-Rosell,  A.:  Fertil  Sleril 
14:402  (Jul.  Aug.)  1963.  7.  Goidzieher.  J.  W.,  Moses. 
L.  E.,  and  Ellis.  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W..  Mar- 
ti nez*Manautou,J.,  and  Maqueo-Topete,  M.:  Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  11-  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher,  J. 
W.:  AppI  Ther  6:503  (June)  1964,  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers.  C,  E..  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I.:  AppI  Ther 
6:427  (May)  1964.  16.  Newland.  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto.  Calif..  July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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Colorado  Medical  Society 

OFFICERS  1966-67 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  and  expires 
Sept.  23,  1967,  at  the  Annual  Session  in  Colorado  Springs. 
President:  Myron  C.  Waddell,  Denver. 

President-elect:  Henry  H.  Zeigel,  Collbran. 

Vice  President:  Eugene  B.  Ley,  Pueblo. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trustees:  Carl  H.  McLauthlin,  Denver,  1967; 
Kenneth  A.  Platt,  Westminster,  1967;  William  A.  H.  Rettberg, 
Denver,  1968;  Robert  W.  Ludwick,  Sterling,  1969. 

Delegates  to  the  American  Medical  Association:  Harlan  E. 
McClure,  Lamar,  Dec.  31,  1967  (Alternate,  Vernon  L.  Bolton, 
Colorado  Springs,  Dec.  31,  1967);  Gatewood  C.  Milligan, 

Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31,  1967);  Kenneth  C.  Sawyer,  Denver,  Dec.  31,  1968 
(Alternate,  Robert  E.  McCurdy,  Denver,  Dec.  31,  1968). 
Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Vice  Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver 
Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Albert  L.  Vadheim,  Bozeman. 

President-elect:  Alfred  M.  Fulton,  Billings 
Vice  President:  Mark  B.  Listerud,  Wolf  Point. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Hugh  V.  Anderson,  Great  Falls 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings 
Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Albert  L.  Vadheim,  Bozeman;  Alfred 
M.  Fulton,  Billings;  Mark  B.  Listerud,  Wolf  Point;  Oscar  A. 
Swenson,  Sidney;  Hugh  V.  Anderson,  Great  Falls;  Robert  W 
Thometz,  Butte;  Paul  J.  Gans,  Lewistown;  Robert  K.  West, 
Cut  Bank. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren 
D.  Bowman,  Jr.,  Billings 

Assoeiate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585 

Nevada  State  Medical  Association 

OFFICERS— •1966-67— Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  William  M.  Tappan,  Reno. 

President-elect:  Richard  A.  Petty,  Carson  City. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Immediate  Past  President:  Joseph  M.  George,  Jr.,  Las  Vegas. 
Delegate  to  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Scientific  Editor  for  Nevada.  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon.  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane. 
Reno.  Telephone  323-6788. 


EXECUTIVE  COMMITTEE:  William  M.  Tappan,  Reno;  Richard 
A.  Petty,  Carson  City;  V.  A.  Salvadorini,  Reno;  Leslie  A. 
Moren,  Elko;  Thomas  S.  White,  Boulder  City;  Joseph  M. 
George,  Jr.,  Las  Vegas;  William  A.  Bentley,  Las  Vegas;  Thomas 

K.  Hood,  Elko;  V.  E.  Elliott,  Fallon;  John  P.  Sande,  Reno; 
Donald  D.  Wicker,  East  Ely. 

HOUSE  OF  DELEGATES:  Clark  County  Medical  Society: 
William  A.  Bentley,  Chairman;  Jack  S.  Hirsh;  Alan  W.  Feld; 
Harold  L.  Boyer;  Hugh  C.  Follmer;  William  D.  O’Gorman; 
Anthony  J.  Carter;  Theodore  Jacobs;  LeRoy  A.  Wolever. 
Elko  County  Medical  Society:  Thomas  K.  Hood.  Lahontan 
Basin  Medical  Society:  V.  E.  Elliott,  Chairman;  R.  Craig 
Dougan.  Washoe  County  Medical  Society:  John  P.  Sande, 
Chairman:  John  W.  Callister;  J.  M.  Edmiston;  William  R. 
Feltner;  Frank  E.  Roberts;  Gilbert  G.  Lenz;  Carl  L.  Sauls; 
Arthur  E.  Scott.  White  Pine  County  Medical  Society:  Donald 
D.  Wicker. 

COUNTY  SOCIETY  PRESIDENTS,  SECRETARY-TREASUR- 
ERS AND  EXECUTIVE  SECRETARIES:  Clark  County:  Jack  S. 
Hirsh,  President;  Robert  Belliveau,  Secretary-Treasurer;  Mr. 
John  C.  Hirsimaki,  Executive  Secretary.  Elko  County:  Hugh 
S.  Collett,  President;  Leslie  A.  Moren,  Secretary-Treasurer; 
Mr.  Kenneth  Cooke,  Executive  Secretary.  Lahontan  Basin: 
Richard  D.  Grundy,  President;  David  S.  La  Mure,  Sr.,  Presi- 
dent-Elect; Charles  F.  Veverka,  Secretary-Treasurer;  Mr. 
Jack  McGlade,  Executive  Secretary.  Washoe  County:  Lowell 
J.  Peterson,  President;  Robert  K.  Myles,  Secretary-Treasurer: 
Mrs.  Evelyn  Hilsabeck,  Executive  Secretary.  White  Pine 
County  Medical  Society:  Donald  D.  Wicker,  President: 
William  B.  Ririe,  Secretary-Treasurer;  Mr.  Larry  J.  Dunton, 
Executive  Secretary. 

STATE  OFFICERS— WOMAN’S  AUXILIARY  TO  NSMA: 
President:  Mrs.  Lawrence  Russell,  Reno;  President-Elect:  Mrs. 
Wilmer  Allen,  Las  Vegas;  First  Vice  President:  Mrs.  M.  A. 
Sonderegger,  Reno;  Second  Vice  President:  Mrs.  Edward  J. 
Clark,  Ely;  Corresponding  Secretary:  Mrs.  Gilbert  G.  Lenz, 
Reno:  Recording  Secretary:  Mrs.  J.  H.  Bauer,  Las  Vegas; 
Treasurer;  Mrs.  Ellsworth  Uhler,  Las  Vegas;  Assistant  Treas- 
urer; Mrs.  John  Davis,  Reno;  Immediate  Past  President:  Mrs. 
Noah  Smernoff,  Reno. 

NSMA  STANDING  COMMITTEES: 

Arrangements  and  Program  Committee;  Charles  F.  Veverka, 
General  Chairman;  Jack  S.  Harper;  Richard  D.  Grundy: 
William  R.  King;  Beryle  E.  Wyman;  Ex-Officio  for  Reno 
Surgical  Society:  Donald  F.  Guisto,  Paul  Kowallek,  Carl  L. 
Sauls 

Constitution  and  By-Laws  Committee:  Lowell  J.  Peterson, 
Chairman;  James  N.  Greear,  Jr.;  Harold  L Miller;  William 
A.  O’Brien  HI;  Donald  D.  Wicker;  Ellsworth  P.  Uhler; 
LeRoy  A.  Wolever. 

Legislative  Committee:  V.  A.  Salvadorini,  Chairman;  Fred  M. 
Anderson;  John  W.  Callister;  Richard  D.  Grundy;  Stanley 

L.  Hardy;  Jack  S.  Hirsh;  David  LaMure,  Sr.;  Charles  D. 
Lanning;  Harry  J.  McKinnon,  Jr.;  Leslie  A.  Moren;  John  E. 
Palmer;  John  M.  Read;  William  A.  Teipner;  Kenneth  Turner; 
Donald  D.  Wicker. 

Insurance  Committee:  Harry  J.  McKinnon,  Jr..  Chairman; 
Charles  D.  Lanning;  Jurgens  H.  Bauer;  John  W.  Callister: 
James  D.  Barger;  Joseph  M.  George,  Jr.;  Robert  K.  Myles; 
Richard  A.  Petty;  Arthur  E.  Scott;  Roger  C.  Seyferth;  Richard 
C.  Sheretz;  Hugh  Follmer;  Thomas  S.  White. 

Military  and  Veterans  Affairs  Committee;  S.  N.  Landis,  Chair- 
man; Thomas  D.  Armour,  Jr.;  James  A.  Gorman;  William  R. 
King;  John  R.  Weisser;  Edward  J.  Dehne,  Ex-officio. 

Finance,  Budget  and  Building  Committee:  William  A.  O’Brien, 
III;  Joseph  M.  George,  Jr.;  Wesley  W.  Hall;  John  M.  Read; 
V.  A.  Salvadorini;  Thomas  S.  White. 

Public  Health  Committee:  Harold  L.  Miller,  Chairman; 
Reed  J.  Anderson;  Harold  L.  Boyer;  John  R.  Connolly;  John 

M.  Davis;  V.  E.  Elliott;  Jack  S.  Harper;  Francis  M.  Kernan; 
George  T.  Manillo:  Harry  J.  McKinnon,  Jr.;  Otto  Ravenholt; 
Edward  J.  Dehne,  Ex-Officio;  Mark  L.  Herman,  Ex-Officio. 

Tuberculosis:  Harry  J.  McKinnon,  Jr.,  Chairman;  Reed  J. 
Anderson;  Richard  J.  Browning;  John  W.  Denser;  John 
Ervin;  Harold  L.  Feikes;  John  S.  Gaynor;  Karl  S.  Hazel- 
tine;  Parvin  M.  Jacobs;  Robert  Locke;  Peter  Rowe. 

Cancer  Commission:  Harold  L.  Boyer,  Chairman,  1968; 
Fred  M.  Anderson,  1967;  Donald  T.  Hlubucek,  1967;  George 
T.  Manilla,  1967;  James  Y.  Clarke,  1968;  John  M.  Watkins, 
1968;  Robert  Belliveau,  Secretary,  1969;  John  W.  Callister, 
1969;  Kenneth  F.  Maclean,  1969. 
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Rural  and  Indian  Health;  V.  E.  Elliott,  Chairman;  John  S. 
Gaynor;  Eugene  H.  Bastien;  A.  J.  Dingacci;  J.  Kendall 
Jones;  David  S.  LaMure,  Sr.;  Nicholas  A.  Lorusso;  Harry 
V.  Gibson. 

Industrial  Health:  John  R.  Connolly,  Chairman;  Reed  J. 
Anderson;  John  M.  Davis;  Hugh  S.  Collett;  Earl  M.  Best, 
Jr.;  Clinton  S.  Maupin;  Walter  F.  Quinn. 

Public  Relations  Committee:  James  Y.  Clarke,  Chairman; 
Thomas  D.  Armour;  Robert  V.  Broadbent;  Kirk  V.  Cammack; 
Anthony  J.  Carter;  Hugh  S.  Collett;  J.  Kendall  Jones;  Gilbert 

G.  Lenz;  Leo  D.  Nannini;  John  I.  Pretto;  Roderick  D.  Sage; 
John  P.  Sande. 

Woman’s  Auxiliary  Advisory  Committee:  Lawrence  Russell, 
Chairman;  Wilmer  L.  Allen;  Jurgens  H.  Bauer;  Edward  J. 
Clark:  John  M.  Davis;  Gilbert  G.  Lenz;  Noah  Smernoff; 
M.  A.  Sonderegger;  Ellsworth  P.  Uhler. 

Civil  Defense  Committee:  Lucien  H.  Imboden,  Chairman; 
Eugene  H.  Bastien;  John  B.  Demman;  V.  E.  Elliott;  Mark  L. 
Herman  (Ex-Officio);  James  R.  Herz;  Jack  S.  Hirsh;  James 

H.  Lyman;  Leonard  Raizin;  B.  Brian  Tilby;  Howard  W. 
Zellhoefer. 

Obituary  Committee:  Fred  M.  Anderson;  Mary  H.  Fulstone; 
William  B.  Ririe;  Clare  W.  Woodbury. 

Historian  Committee:  Fred  M.  Anderson,  Chairman;  Robert  R. 
Belliveau;  Leslie  A.  Moren;  Richard  D.  Grundy;  Robert  K. 
Myles;  William  Ririe. 


Utah  State  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Paul  A.  Clayton,  Salt  Lake  City 

President-elect:  Drew  M.  Petersen,  Ogden 

Past  President:  L.  V.  Broadbent,  Cedar  City 

Honorary  President:  Juel  E.  Trowbridge,  Bountiful 

Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City 

Treasurer  ’69:  Ralph  C.  Richards,  Salt  Lake  City 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo 

President,  Medical  Service  Bureau:  Wilford  G.  Biesingei, 

Springville 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan 
Alternate  Speaker,  House  of  Delegates;  William  R. 
Christensen,  Salt  Lake  City 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Alan  E. 
Lindsay,  Salt  Lake  City 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL  5-7477. 


Wyoming  State  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Ray  K.  Christensen,  Powell 

President-elect:  Laurence  W.  Greene,  Jr.,  Laramie 

Vice  President:  Henry  N.  Stephenson,  Newcastle 

Secretary:  Raymond  E.  Kunkel,  Thermopolis 

Treasurer:  Elmer  S.  McKay,  Lander 

Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Speaker  of  the  House:  John  H.  Froyd,  Worland 
Vice  Speaker  of  the  House;  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Mr.  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.  O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 


New  Mexico  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1967  Annual  Session. 

President:  Tom  L.  Carr,  Albuquerque. 

President-Elect:  Emmit  M.  Jennings,  Roswell. 

Vice  President:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Robert  P.  Beaudette,  Raton 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Councilors  for  Three  Years:  Don  R.  Clark,  Roswell;  Alvin  S. 
Hartz,  Farmington;  Samuel  E.  Neff,  Clovis. 

Couneilors  for  Two  Years:  Harry  D.  Ellis,  Santa  Fe;  Armin 
T.  Keil,  Raton. 

Couneilors  for  One  Year:  W.  W.  Kridelbaugh,  Albuquerque; 
Richard  C.  Sherman,  Alamogordo. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 
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DENVER  MEDICAL  SOCIETY  LIBRARY 


The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned  libraries  in  the 
country. 


It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo- 
rado Medical  Society,  for  the  use  of  physicians  whose  state  Associations  participate  in  the  publication  of 
the  Rocky  Mountain  Medical  Journal. 


The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical  journals 
monthly. 


The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in- 
structed). Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests  for  material.  Items  will  be 
mailed  on  the  day  requested,  if  at  all  possible.  Cost:  Postal  rates  for  “Educational  Material,”  presently 
10c  first  pound  and  5c  each  additional  pound  or  fraction.  Photocopies  of  articles  can  be  supplied  at  10c 
per  page. 

Denver  Medical  Society  Library,  1601  East  19th  Avenue,  Denver,  Colorado  80218 

Phone;  222-5817  (Area  Code  303) 


School  of  Library  Science 

A training  program  in  medical  librarianship  and  communication  in  the  health  sciences 
will  be  initiated  by  the  School  of  Library  Science  of  Western  Reserve  University  in  July 
1967  with  the  support  of  a five-year  grant  of  $377,915  from  the  U.  S.  Public  Health  Service 
through  the  Extramural  Program  of  the  National  Library  of  Medicine.  Trainees  will  be 
offered  a specialized  sub-curriculum  in  which  they  will  be  introduced  to  the  objectives, 
organization  and  functions  of  the  several  types  of  health  sciences  libraries.  Six  stipends  of 
$2,400  plus  dependency  allowance  and  full  payment  of  fees  will  be  available  to  applicants 
of  excellence  and  potential.  For  further  information  contact  the  Program  Director,  Pro- 
fessor Alan  M.  Rees,  School  of  Library  Science,  Western  Reserve  University,  Cleveland, 
Ohio  44106. 
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Speer  at  Acoma  • Denver  • 534-0631 


Discriminating  Doctors 
everywhere  specify 

STEELCASE 

Custom  Line 
Office  Furniture 

Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  con  "individual- 
ize" your  office. 

Stop  In  soon— or  phone  and  our  representative  will  call 


PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

• 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc.  Seso  vog^jr 

1830  CURTIS  DENVER  534-4257 


PREMIUM 

QUALITY 

AT  ITS  BEST... 

Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 

HOME  DELIVERY 

OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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WANT  ADS 


WANTED  TO  BUY — Used  medical  office  equipment.  Contact 
Edward  Manring,  M.D.,  Box  188,  Del  Norte,  Colorado  81132. 

3-1-2 

NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 

GENERAL  PRACTICE.  Choice  two  man  partnership  grossing 
$120,000.  Modern  clinic  building  with  medical  and  dental 
facilities,  across  street  from  20  bed  hospital.  Northern  Colorado 
Rockies.  Both  physicians  specializing.  Easy  terms.  Available 
July  1,  1967.  Kremmling  Clinic,  Box  497,  Kremmling,  Colo- 
rado. 1-1-3B 

NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,000  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
Jim  Hickam,  777-2671.  1-3-TFB 

FOR  LEASE  JUNE  1 or  later — Medical  office,  680  sq.  ft.,  6 
rooms,  darkroom  and  lavatory.  Bear  Valley  Shopping  Center. 
GP  leaving  Denver  and  15-year  established  practice.  Call  A.  L. 
French,  Jr.,  MD,  935-3549,  3100  South  Sheridan  Blvd., 

Denver.  1-4-3 


OFFICE  SUITES  AVAILABLE— 1000  sq.  ft.,  consultation  room, 
three  examining  rooms,  business  area  and  waiting  room, 
near  hospital  in  Casper,  Wyoming.  Community  active  medically 
with  enlarging  hospital.  Inquire  C.  Robertson,  1150  Payne 
Ave.,  Casper,  Wyo.  Phone  307-234-1442  2-2-5B 

GENERAL  PRACTITIONER  FOR  A SMALL  FAMILY  PRAC- 
TICE GROUP  in  New  Mexico.  Attractive  initial  salary  leading 
to  partnership.  Modem  building  with  laboratory,  x-ray  and 
Physical  Therapy.  Write:  Guy  C.  Hill,  Business  Manager, 
Box  1030,  Silver  City,  New  Mexico.  2-1-3B 

RITTER  examining  table — used.  In  good  condition.  $700.00. 
Call  Mrs.  Chauncey  Hager,  322-9359,  Denver.  2-3-TF 

IF  YOU  ARE  LOOKING  for  a property  that  can  be  used  as 
an  office  or  clinic  and  also  as  your  residence  or  as  an  office 
with  your  residence  next  door,  I have  two  beautifully-condi- 
tioned homes  on  Ralston  Road,  Arvada’s  main  thoroughfare. 
48,000  cars  per  day.  Priced  at  $14,000  and  $16,950.  Tremendous 
speculation.  Call  Ed  Talbow,  421-1162  (Colorado)  3-6-lB 


GENERAL  PRACTITIONER  NEEDED  in  prosperous  ranching 
community.  New  nine-room  clinic;  excellent  X-ray;  essen- 
tial equipment;  new  ambulance.  Nearest  doctor  fifty  miles. 
Abundant  hunting  and  fishing.  Contact  Jean  Matson,  Buffalo, 
S.  D.  3-13-lB 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRACTI- 
TIONER or  other  subspecialties.  large  modern  medical-den- 
tal building  which  presently  has  only  one  GP.  Contact  William 
Marshall,  1666  Elmira  Street,  Aurora,  Colo.  80010.  3-2-2B 


GENERAL  MEDICAL  OFFICER  completes  army  duty  June 
1967.  Needs  employment  for  two  months  prior  to  onset  of 
residency.  Call  Steven  V.  Guzak,  Jr.,  M.D.,  366-9582,  1130 
Clinton,  Aurora,  Colorado  80010.  3-8-lB 


ATTENTION  DOCTORS— Prime  medical  building  in  top 
Wheat  Ridge,  Colorado,  location  on  the  NE  comer  of  44th 
and  Teller.  Type  One  construction  throughout  and  huge  open 
span  circular  staircase  to  2nd  floor.  The  perfect  location  to 
establish  a practice  in  and  enjoy  an  excellent  investment 
at  same  time.  Just  about  any  terms  will  buy  since  insurance 
company  owner  must  liquidate  to  complete  a merger.  Call 
Bob  Poole,  422-1244.  3-5-lB 


MEDICAL-DENTAL  CLINIC  in  top  location  in  SW  Denver, 
directly  across  from  entrance  to  main  shopping  center. 
Leased  deluxe  pharmacy  and  balance  of  building  occupied 
except  for  one  medical  suite  for  the  new  owner — YOU.  Call 
Bob  Poole,  422-1244.  3-7-lB 


WANTED— GENERAL  PRACTITIONER  to  assume  a busy  solo 
practice  July  1.  Large  gross  income.  Most  beautiful  part  of 
Colorado,  one  hour  from  Denver.  Fully  accredited  hospital 
nearby.  Reply  to  Box  3-4-3,  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Avenue,  Denver,  Colorado  80218.  3-4-3 


SELL,  LEASE,  immediately,  small  expandable  office  in  large, 
progressive  southwestern  city  near  hospitals.  Excellent 
climate,  fine  schools,  universities,  cultural  and  recreational 
facilities.  For  particulars,  write  Box  3-3-TFB,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colorado 
80218.  3-3-TFB 


EXCLUSIVELY 

For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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I YOUNG  GROWING  PARTNERSHIP,  2 GPs  and  Board  Sur- 
I geon  seeks  GP  and/or  Surgeon  with  Chest  Qualifications. 
I New  air  conditioned  building,  modem  lab  and  X-ray  facilities. 
Growing  southwestern  New  Mexico  city  of  9,000,  drawing 
area  30,000.  Accredited  hospital.  Four  year  university.  Objec- 
1 tive  full  partnership.  Salary  during  trial  period.  Contact  Drs. 
Cobb-Walsh-Wille,  114  W.  11th  St.,  Silver  City,  N.  M.  Area 
Code  505-538-2961.  3-9-6 

ASSOCIATE  WANTED  FOR  GENERAL  PRACTITIONER. 

Office  adjacent  to  well  equipped  hospital;  generous  financial 
arrangement;  early  partnership.  Skiing  and  hunting  nearby. 
Reply  to  A.  N.  Spencer,  M.D.,  Box  847,  Carrizozo,  New  Mexico 
I 88301.  3-12-4 


ATTENTION  YOUNG  DOCTORS  OR  DENTISTS.  5400  West 
Cedar,  near  Sheridan  Alameda  Shopping  Center  has  great 
potential.  Brick  construction,  very  adaptable  to  office  and 
treatment  rooms.  Lease  with  option  or  will  sell.  Call  Bob 
or  Irene.  Xcel  Realty,  Commerce  City,  Colorado.  288-0721. 

3-10-lB 


PRIME  LOCATION  EVERGREEN,  COLORADO  ACREAGE. 

Lot  sizes  one  acre  and  over.  Jefferson  County  approved 
subdivision.  County  maintained  roads.  Fabulous  view  of 
Denver  and  high  range.  Homes  in  process,  invest  or  build. 
Protective  covenants.  Private  party.  Phone  466-3813  or 
SK  6-6826  after  6.  3-11-3B 


i 


Looking  For  Land? 

160  acres  or  320  acres,  with  wheat  allotment, 
and  approximately  40  acres  alfalfa.  Northeast 
of  Denver  at  112th  Avenue  and  Tower  Road. 
Priced  at  $550  per  acre.  Easy  terms. 

For  information,  call  or  write 
Walt  Horkans 

Rt.  3,  Box  53  364-501 1 

Aurora,  Colorado 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  16th  Street 
Denver  80202 


Telephone 

534-8714* 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


• STOCKS 

• TAX  EXEMPTS 

• MUTUAL  FUNDS 

Lou  Lagrave 

Serving  Medical  Profession 
Over  Twenty  Years 

Hilton  Hotel  Bldg. 
Albuquerque,  N.  M.  247-4045 

Rauscher  Pierce  Securities  Corp. 

Member  New  York  Stock  Exchange  and  other  leading 
Exchanges 


DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


NOW  BEING  OCCUPIED 

Kitchen,  bath,  carpeting  and  individual  fireplaces 
in  each  unit.  Heated  swimming  pool  and  sauna. 
Only  $6,995  and  up.  Complete.  Few  choice  units 
left.  Bank  Financing  Available  Through  Westland 
Bank,  Denver. 

SHOW  UNIT  OPEN  EVERY  WEEK  END 

B & B REALTY 

740  W.  1 18th  Ave.,  Denver,  Colo.  80234 
Phone  Denver — 466-2362  or  771-0427 
for  informofion. 


ARTIFICIAL  EYES 


Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 


On  Main  Street,  Breckenridge 
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Now  Available  to  CMS  Members!  A Low-cost  Income 
Protection  Plan  that  Will  Pay  You  up  to  . . . 

$800.00  A MONTH 

when  you’re  sick  or  hurt  and  can’t  work. 


As  a doctor,  you  know  how  often  sickness  or 
accident  strikes  unexpectedly  . . . and  you  know 
how  a lengthy  disability  can  hurt  a family  finan- 
cially. That's  why  the  Colorado  Medical  Society 
is  making  available  to  you — as  a member — a 
Mutual  of  Omaha  Income  Protection  plan  at  Low 


Association  Group  rates! 

This  fine  plan  will  provide  you  the  ready  cash 
you  need  to  help  take  care  of  your  everyday  living 
expenses.  Even  pays  benefits  for  nondisabling  in- 
juries. 


Mail  the  Coupon  for  Complete  Information! 


Underwritten  by 


Mutual  of  Omaha  Insurance  Company 
Life  Insurance  Affiliate:  United  of  Omaha 


Home  Office:  Omaha,  Nebraska 


3-9-67 


Vincent  Anderson  Agency 

Mutual  of  Omaha  Insurance  Company 

2nd  Floor,  Railway  Exchange  Bldg. 

Denver,  Colorado  80202 

Please  rush  complete  details  on  the  Preferred  Income  Protection  plan 
for  CMS  members. 

Name 

Address 

City 

State - ZIP 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Conde,  M.D. 

Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 


104 


Rocky  Mountain  Medical  Journal 


NDEX  TO  ADVERTISERS 


Abbey  Rents  - - Cover  3 

American  Cancer  Society  47 

American  Medical  Association  46 

Ames  Company,  Inc. 

Dextrostix  84 

Lahstix  7 

Arch  Laboratories 

Dicarhosil  67 

B and  B Realty  103 

Bristol  Laboratories 

Naldecon 31 

Tetrex-F  38 

Burroughs- Wellcome  and  Co. 

Empirin 4 

City  Park  Farms 101 

Denver  Medical  Library  100 

Denver  Optic  Company 103 

Dorsey  Laboratories 

Trisulfaminic 5 

Tussagesic  95 

DuPont 

Symmetrel  19-20-21 

Emory  John  Brady  Hospital  104 

Franklin  Medical  Center Cover  4 

Geigy  Pharmaceutical  Co. 

Preludin  ..12-13 

Tandearil  28-29 

HBA  Life  Insurance  Co.  103 

Hirschfeld  Office  Furniture,  Inc.  101 

Horkans,  Walt  103 

Hynson,  Westcott  & Dunning,  Inc. 

Lutrexin  1 

Lederle  Laboratories 

Tine  Test 6 

Stresscaps 48 

Lilly,  Eli  and  Co. 

V-Cillin-K  8-9-10 

Ilosone  22-23-24 

Cordran 42 

for  March  1967 


McNeil  Laboratories 

Parafon  Forte  11 

Merrell,  William  S.  Co. 

Alertonic 36-37 

Mutual  of  Omaha  104 

Newton  Optical  Company  103 

Parke,  Davis  and  Company 

Chloromycetin  Cover  2 

Picker  X-Ray,  Rocky  Mountain,  Inc 91 

Pitman-Moore  Division  of  the 
Dow  Chemical  Company 
Novahistine-LP  14-15 

Poythress,  William  P.  & Co. 

Mudrane  72 

Professional  Management  Midwest  106 

Publishers  Press,  Inc 101 

Rauscher  Pierce  Securities  Corp. 

Lou  Lagrave  103 

Republic  Building  Corporation  102 

Robins,  A.  H.  & Co. 

Phenaphen  30 

Allhee  with  C 17 

Donnatal  18 

Dimetapp  25 

Searle,  G.  D.  & Company 
Pro-Banthine 92 

Shadford-Fletcher  Optical  Co 106 

Smith,  Kline  and  French  Laboratories 
Thorazine  39 

Stuart  Company 

Mylanta 16 

Syntex  Laboratories 

Norinyl  32-33-34-35 

Synalar  96-97 

Winthrop  Laboratories 
Neo-Synephrine  3 

Wyeth  Laboratories 

Equagesic  26-27 

Equanil  40-41 

105 


WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That’s  why  we’re  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
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For  adolescents,  acne  is  "...an  af- 
fliction which  immediately  separates 
I these  people  from  their  confreres."* 
I Washing  with  pHisoHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
tients—even  with  severe  forms  — 
through  the  “acne  decade"  (12-22). 
Three  or  four  thorough  daily 
washes  with  powerful,  antibacterial 
pHisoHex  enhance  any  acne  regi- 
men. Faster,  better  results  help  re- 
store self-confidence. 
pHisoHex  builds  a cumulative  bac- 
teriostatic film  of  hexachlorophene 
to  protect  acne  skin  between  wash- 
ings, helps  check  the  “infection  fac- 


tor." pHisoHex  is  especially  effec- 
tive against  Staph— a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  “kind"  to  skin. 
pHisoAc®,  a keratoiytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 


dones, pustules  and  scarring.  It  con- 
tains colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene 0.3  per  cent.  Odorless, 
nongreasy  and  pleasant  to  use. 
pHisoHex  is  supplied  in  squeeze 
bottles  of  5 oz.  and  1 pint  and  in 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  Vh 
oz.,  also  available  in  a combination 
package  with  a 5-oz.  squeeze  bot- 
tle of  pHisoHex. 

*Kiigman,  A.  M.,  in  Ludwig,  G.  D.,  and 
Eisom,  Katherine  O.  (Eds.);  Am.  Pract. 
13:200.  March,  1962, 

pHisoHex  and  pHispAc,  Srademartereg.  U.B,  Pat.  Off. 
Winthrop  Laboratories.  New  York.  N.Y.  10016 


IT’S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 
^ FACE.  ^ 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp^  Extentabs^ 

(Dimetane®  (brompheniramine  maleatel,  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,* 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

•Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med.^:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AHJ^BINS 
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Picture  of 
low  back  pain 


treated  with 
Parafon  Forte*TABLrs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility . . . stop  pain-spasm  feedback 

Here  is  why,  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,i>2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action/-®  and  to  retain  effectiveness 
even  on  continued  administration/-'^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J. : Fed.  Proc.  1^:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.i  Gastroenterology  44:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  128:3i0,  1960.  5.  Settel,  E.:  Clin.  Med.  6:1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 

T T I Syst.  25  :430,  1964.  7.  Darienzo,  C.:  Ibid., 
JU  X Jj  I 27: 189.  1966.  %.  s.  patent  no.  e.me.stt 

McNEIL  laboratories,  INC.,  FORT  WASHINGTON,  PA. 


Pneumococci 


Penidilin-Sensltive 
Staphylococci  A 


Sfreptococt! 


K*"  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


MIC  (meg. /ml.) 

MIC  (meg. /ml.) 

MIC  (meg. /ml.) 

Antibiotic 

Median 

Range 

Medlon 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1-3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adopted  from  Klein,  J,  O.,  and  Finlond,  M.:  New  Englond  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adopted  from  Griffith,  R.  S.,  and  Block,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


'-Cillin  K 

>tassium  Phenoxymethyl  Penicillin 


5% 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  ora!  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethy!  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 


manifestations  and  antihistamines  and  corticosteroids  for  delaye 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patier 
with  a strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  hig 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  an 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studie 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  < 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shoul 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  le: 
common  with  administration  of  oral  penicillin  than  with  intramusculc 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signi' 
cant  index  of  sensitization.  The  following  hypersensitivity  reactior 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rasht 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  ur 
caria;  and  reactions  resembling  serum  sickness,  including  chills,  feve 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylax 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throt 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  ar 
are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  I 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  thri 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infant 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  in 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bo 
teremia  may  be  treated  with  2(X),000  to  400,0000  units  three  times 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  preve 
development  of  rheumatic  fever  and/or  other  serious  complicatior 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a histo 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  un 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  too 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  I 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  f 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  d* 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  modi 
ately  severe  pneumococcus  pneumonia  has  been  treated  effectivr 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  giv 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  pro( 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hoi 
for  three  doses  may  be  employed;  in  females,  500  mg.  every  four  hoi 
for  six  doses  are  recommended.  Patients  with  a suspected  lesion 
syphilis  should  have  a dark-field  examination  before  receiving  penicil 
and  monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),- 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  n 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,0000  units)  f 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages.  [011867] 


Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


People  keep  asking  us: 


Why  do  you  call  the 


a sanitation  system 
instead  of  a vacuum  cleaner? 


for  April,  1967 


Only  FILTEI^ 

(The  problem  of  overcoming  increasing  air  pollution  is  one  of  the  most  urgent  facing  your  institution  and  the  entire  commi 
today.  How  FILTER  QUEEN,  through  its  unique,  patented  Filter  Cone  helps  combat  air  pollution  while  it  cleans,  shouli| 
of  vital  interest  to  every  member  of  your  hospital  staff.  We  hope  you  will  mark  these  pages  and  route  them  accordin 


1.  Every  hospital  has  its  dust  and  odor  problems. 


2.  That's  when  a FILTER  QUEEN  is  needed. 


Dramatic  smoke  test 
shows  how 

r::_TZ“  zzzzfsa 

removes  air-borne 


contaminants  and 
offensive  odors 


3.  FILTER  QUEEN  quickly  removes  air-Borne  contaminants  while  it 


UEEN  helps  purify 

le  air  while  it  cleansi 

at  is  why  we  call  FILTEI^  QUEEN 
anitation  system  instead  of  a vacuum  cleaner! 

The  engineers  who  perfected  the  FILTER  QUEEN  machine  clearly  recog- 
nized that  all  bag-type  vacuum  cleaners  cannot  operate  with  maximum 
efficiency  because  they  use  a porous  bag.  So,  to  make  suction  cleaning  action 
truly  efficient,  they  had  to  find  a way  to  overcome  the  leakage  in  dust  and 
dirt  that  so  often  occurs  whenever  a porous  bag  is  used. 

The  highly  successful  result  was  an  entirely  different  air  flow  principle, 
known  today  as  Cyclonic  Cleaning  Action.  By  using  Cyclonic  Cleaning 
Action,  FILTER  QUEEN’S  designers  succeeded  in  not  only  collecting  the 
dust  and  dirt  normally  collected  by  vacuuming;  they  also  succeeded  in  trap- 
ping almost  invisible  airborne  contaminants  that  formerly  escaped  back  to 
repollute  the  air. 

The  difference  between  FILTER  QUEEN’S  remarkable  Cyclonic  Cleaning 
Action  and  ordinary  vacuuming  becomes  immediately  apparent  when  the 
Smoke  Test  pictured  at  left  is  made.  Smoke,  other  contaminants  and  offen- 
sive odors  virtually  disappear.  The  room  not  only  smells  clean — it  is  clean! 

The  key  to  this  almost  magic  action  is  FILTER  QUEEN’S  patented  Sani- 
tary Filter  Cone.  (See  illustration.)  Inrushing  air,  laden  with  dirt  and  dust, 
is  deflected  by  a patented  inlet  guide  as  it  enters  the  FILTER  QUEEN  con- 
tainer, then  is  whirled  away  by  centrifugal  force.  Foreign  matter  heavier 
than  air  is  forced  to  the  bottom  and  the  sides. 

Clean  air  is  filtered  through  our  exclusive  Sanitary  Filter  Cone  above  floor 
level,  leaving  smoke  as  well  as  dirt  and  dust  trapped  in  the  container.  That 
is  why  hundreds  of  hospitals  and  other  institutions  insist  on  the  FILTER 
QUEEN  Sanitation  System  over  any  type  of  vacuum  cleaner. 

Ask  your  local  FILTER  QUEEN  Distributor  to  make  FILTER  QUEEN’S 
dramatic  Smoke  Test  in  your  hospital.  Then  you  will  KNOW  why  we  proudly 
call  it  a FILTER  QUEEN  Sanitation  System  instead  of  a "vacuum  cleaner.” 

DOCUMENTARY  PROOF:  JVe  would  like  to  send  you,  with  our  compliments,  an  article  en- 
titled ’’Air  Hygiene  for  Hospitals”  which  appeared  in  the  Journal  of  the  American  Medical 
Association.  In  this  article  it  is  explained  what  happened  to  airborne  contaminants  ivhen  a 
FILTER  QUEEN  was  used  in  a series  of  rigidly  controlled  tests  conducted  at  the  Harvard 
Medical  School.  Write  to  Health-Mor,  Inc.,  203  North  W'^abash  Ave.,  Chicago,  Illinois  60601 
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.'. . .Fresno,  California 

emorial  Hospital... 

Atla'nta,  Georgia 

ispital 

Columbus,  Ohio 

)unty  General  Hospital Paris,  Tennessee 

ltd  Hospital 

Detroit,  Michigan 

ss  Hospital 

Ft.  Lauderdale,  Florida 

jles  City  Genl.  Hospital.. Los  Angeles,  California 

tmorial  Hospitals. . 

Boston,  Massachusetts 

College  of  Virginia. 

Richmond,  Virginia 

istern  Hospital 

Minneapolis,  Minnesota 

1 Hospital 

Summit,  New  Jersey 

an  Hospital 

Port  Huron,  Michigan 

^Hospital 
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. .Worcester,  Massachusetts 

The  FILTER  QUEEN  sanitary  filter  cone 
is  a scientifically-designed  dust  separator, 
composed  of  a special  long-fibred  mat  of 
pure  cellulose,  chemically  treated  to  give  it 
the  necessary  strength  and  air-filtering 
characteristics. 

FILTER  QUEEN  is  a product  of  HEALTH-MOR,  INC., 
203  North  Wabash  Ave.,  Chicago,  III.  60601. 

In  Canada:  Filter  Queen  Corp.  Ltd., 

252  Victoria  St.,  Toronto,  Ont. 

In  Mexico:  Industrias  Filter  Queen,  S.  A., 
Jardin  No.  330,  Col  del  Gas,  Mexico  15,  D.  F. 


You'll  find  FILTER  QUEEN  Sanitation  Systems 
listed  in  your  Yellow  Pages  under  "Vacuum 
Cleaners".  (That's  because  FILTER  QUEEN 
is  fast  replacing  ordinary  vacuum  cleaners.) 


FILTER  QUEEN 

The  cleaning  method  that  does  so  much  more  it  has  to  be  called  a Sanitation  System. 


Phenaphen 

withCodainB 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 14  gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  ail  phenacetin-containing  products,  avoii 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon — nausea,  constipatioi 
and  drowsiness  have  been  reported. 

A.  H.  ROBINS  CO..  INC.,  Richmond,  Va.  23^ 


To  “catch”  your  patient’s  cold 
so  others  won’t... 


the  speckled  tablet  with 
a core  of  difference 


SUSTAINED-ACTION 


Naldecon 


Outer 

layer  Core 

(immediate  (sustained 

Each  tablet  contains:  action)  action) 

phenylpropanolamine  HCI  20  mg  20  mg 
phenylephrine  HCI  5 mg  5 mg 

phenyltoloxamine  citrate  7.5  mg  7.5  mg 

chlorpheniramine  maleate  2.5  mg  2.5  mg 

Each  teaspoonful  (5  ml)  of  syrup  contains  the 
equivalent  of  one-half  tablet 


For  rapid  and  sustained  symptomatic  relief  of  colds  and  minor  upper  respiratory  infections. 

Prescribing  Information;  For  complete  information  consult  Official  Package  Circular.  Effectiveness;  Clinical  experience  has 
shown  this  formulation  to  be  effective  in  relieving  the  symptoms  of  nasal  congestion  associated  with  pollen  allergy  or 
minor  upper  respiratory  infections  (common  cold,  nasopharyngitis,  acute  and  chronic  sinusitis).  Precautions:  Do  not  drive 
or  operate  machinery  while  taking  Naldecon.  Exceed  dose  or  give  to  children  under  6 years  old  only  on  advice  of  physi- 
cian. Contraindications:  Severe  hypertension,  hyperthyroidism,  serious  organic  heart  disease  or  severe  diabetes  mellitus. 
Usual  Dose:  Adults:  One  tablet  morning,  midafternoon  and  evening.  Naldecon  tablets  are  scored  and  may  be  broken  for 
fractional  dosage,  without  loss  of  sustained-action  effect.  Supplied;  Bottles  of  50  and  500  tablets.  Syrup,  1 pt.  bottle. 

Bristol  Laboratories 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  t’wo  to  four 
times  those  of  other  erythromycin 
preparations. Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^'® 

In  the  treatment  of  patients  -with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone 

Erythromycin 


700121 

Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description : Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci ) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  we'  a 
characterized  by  increased  direct-reacting  bilirubin,  elevati 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephal  i 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutam 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  no 
mal  cholecystograms.  i 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  n 
been  reported  in  other  patients  taking  prolonged  courses  of  t 
medication.  Patients  with  chronic  infection  have  been  given  1 i 
to  2 Cm.  of  the  drug  daily  for  periods  of  two  to  six  months,  an 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Cm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  jau 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  the 
patients’  families,  who  were  not  taking  the  drug,  had  episod 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  we 
determined  in  a group  of  fifty-four  adults  and  children  who  to 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  > 
rheumatic  fever  prophylaxis.  The  results  were  compared  wi 
those  of  a similar  group  of  forty-four  patients  who  received  pe 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevati 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  coui 
of  treatment  was  observed  in  one  patient  treated  with  Iloso 
and  in  two  patients  treated  with  penicillin.  Seven  other  patier 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicil 
group  showed  elevations  in  one  of  the  tests  at  some  time  duri 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  w« 
reported  in  102  pediatric  patients  who  received  short-term  (t( 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  inf 
tions.  Results  of  liver  function  tests  in  these  patients  were  co 
parable  to  those  in  a similar  control  group  who  had  recei\ 
penicillin.  ' 

Gastro-intestinal  disturbances  not  associated  with  hepatic 
fects  are  observed  in  a small  proportion  of  individuals  as  a resi 
of  a local  stimulating  effect  of  the  medication  on  the  aliments 
tract;  however,  the  normal  intestinal  gram-negative  bacter 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  i 
of  erythromycin,  there  have  been  occasional  reports  of  urticai 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  b( 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours; 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hoi 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  i 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dos 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromj 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosag 
20  to  30  Cm.  given  in  divided  doses  for  a period  of  ten  to  fift 
days.  Close  follow-up  of  the  patient  is  necessary  since  erytl 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stage: 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  j 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days 
recommended.  In  the  treatment  of  gonorrhea,  patients  wit 
suspected  lesion  of  syphilis  should  have  a dark-field  examina' 
before  receiving  antibiotics,  and  monthly  serologic  tests  she 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250 
(equivalent  to  base),  in  bottles  of  24  and  100. 

'Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  ba 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10- 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equiva 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packa 

References:  1.  Griffith.  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.,  2i7:S9, 

2.  Griffith,  R.  S.,  and  Black,  H.  R.:  Antibiotics  & Chemother.,  t2;398, 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.;  Am.  J.  M.  Sc.,  2.3.9;198,  19i 


Additional  information  available  to  physicians  upon  request. 
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In  the  Spring  a young  man’s  fancy  lightly  turns  to 
thoughts  of— allergies.  This  is  at  least  true  of  the 
10%  of  the  population  who  have  hay  fever  and  the 
4%  who  have  asthma.^  The  snow  melts,  the  trees 
blossom  and  the  noses  run.  Patients  who  were  fine 
all  winter  may  not  be  enthralled  by  the  sight  of  the 
first  robin  or  the  blossoming  of  a crocus,  for  their 
appearances  may  precede  the  "sneezin’  season.’’ 

Allergies  in  general  can  be  divided  into  winter  aller- 
gies and  summer  allergies.  In  the  winter  the  main 
problems  are  inside  the  house:  e.g.  dogs,  cats,  dust 
and  feathers.  Houses  in  the  northern  half  of  the 
country  become  so  dry  that  it  becomes  essential  to 
add  humidity  to  the  home;  this  is  a far  cry  from  the 
damp  summer  months  with  the  moldy  basements 
and  need  for  dehumidifiers. 

Gariy  in  April  trees  begin  to  pollinate,  with  each 
tree  having  about  a two  week  period  of  pollination. 
A particular  patient  may  be  sensitive  to  only  one  tree 
and  thus  have  his  hay  fever  for  such  a short  time  that 
he  thinks  he  has  a cold.^  The  entire  tree  season  starts 
about  April  1 and  ends  about  Memorial  Day,  al- 


though all  hay  fever  seasons  are  blurred  and  pro- 
longed in  the  southern  part  of  the  country.  Tree 
pollen  is  usually  very  heavy  and  a person  may  well 
have  most  of  his  exposure  from  those  trees  immedi- 
ately surrounding  his  home. 

Grasses  pollinate  from  about  May  15  until  July  4, 
and  cause  "rose  fever.’’  Grass  pollens  are  somewhat 
lighter  and  more  buoyant  than  tree  pollens,  and  are 
much  more  ubiquitous.  While  there  are  several 
varieties  of  grasses  in  the  United  States,  they  are  so 
closely  related  antigenically  that  a person  sensitive 
to  one  is  generally  sensitive  to  them  all.^  Thus,  while 
the  tree  season  is  really  several  small  seasons  inter- 
twined, the  grass  season  will  usually  result  in  symp- 
toms for  a more  prolonged  period.  Obviously,  a 
grass-sensitive  patient  will  have  trouble  only  when 
grass  is  pollinating— he  will  have  to  think  of  another 
excuse  not  to  mow  the  lawn  after  July  4. 

fagweed  is  the  "Big  Daddy”  of  them  all  in  the  east- 
ern two-thirds  of  the  country.  Pollination  is  gener- 
ally from  mid-August  until  the  end  of  September, 
with  the  predicted  lower  counts  and  longer  seasons 


in  the  southern  part  of  the  country.  Ragweed  is  a 
very  light  pollen  which  may  be  windborne  for  hun- 
dreds of  miles.  An  interesting  study  was  made  in 
New  York  City,  in  which  90%  or  more  of  the  rag- 
weed plants  were  destroyed  in  three  of  the  five  bor- 
oughs; pollen  counts  done  during  the  season  were 
virtually  identical  in  all  five."^ 


Helminthosporium  are  associated  with  the  warmer 
weather,  as  opposed  to  Penicillium  and  Aspergillus 
which  are  household  molds. 

Summer  also  means  the  return  of  our  much  maligned 
associates— bugs.  Insects  cause  allergic  symptoms  by 
two  methods;  the  bite  or  sting  of  the  Hymenoptera 
group,  and  the  inhalation  of  particles  of  the  bodies 
of  various  insects.  Wasp  stings  are  the  oldest  known 
form  of  allergy,  as  they  caused  the  death  of  one  of 
the  pharaohs  in  ancient  Egypt.^  Bees,  wasps  and 
hornets  account  for  many  deaths  in  this  country, 
and  those  sensitive  to  them  should  carry  special 
treatment  kits  at  all  times;  a few  minutes  delay  in 
the  administration  of  epinephrine  to  such  a patient, 
might  be  the  difference  between  life  and  death.  In- 
halation of  particles  of  insects  may  cause  sneezing 
and  wheezing  in  a susceptible  individual.^  Both  of 
these  forms  of  insect  allergy  may  be  benefitted  by 
hyposensitization. 


Ragweed  is,  of  course,  the  most  common  cause  of 
hay  fever  and  is  associated  with  an  incredible  loss 
of  man  hours  from  work  each  year.  Many  is  the  pa- 
tient who  travels  to  areas  where  the  pollen  count  is 
low,  just  to  avoid  having  symptoms.  There  is  no 
ragweed  anywhere  in  the  world  except  the  United 
States  and  portions  of  Canada  and  Mexico. 


The  insect  recognizes  no  professional  bounds.  He  is 
as  apt  to  bite  the  physician  as  the  patient.  So  this 
season,  beware  of  bugs.  And  beware,  too,  of  poison 
ivy.  That  pleasant  stroll  through  the  woods  and 
underbrush  with  the  Boy  Scouts  might  turn  into  a 

(Concluded  on  following  page) 


Wh,e  molds  are  present  through  the  year,  the  most 
important  ones  predominate  from  April  until  No- 
vember. An  old  wives’  tale  has  ragweed  ending 
with  the  first  frost,  when  actually  it  ends  a good 
month  earlier.  It  is  Alternaria— the  kingpin  of  the 
molds— that  meets  a sudden  demise  with  the  first 
frost.  Alternaria-sensitive  patients  are  in  their  glory 
when  there  is  snow  on  the  ground,  and  might  be 
ideally  suited  to  man  the  radar  stations  in  Alaska.  In 
September  and  October,  Alternaria  counts  are  at 
their  highest,  perhaps  associated  with  the  burning 
of  leaves.  Other  molds  such  as  Hormodendrum  and 


to  relieve 


summer  allergies 
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Tnaminic 

Each  timed-release  tablet  contains  phenylpro- 
panolamine hydrochloride  50  mg.,  pheniramine 
maleate  25  mg.  and  pyrilamine  maleate  25  mg. 


It’s  a comforting  thing  to  know 


For  product  information  see  following  page 


(Adv  ertis  ernent) 


nightmare  for  the  botanically  uninitiated  in  the 
causes  of  thus  dermatitis  (poison  ivy,  poison  oak  and 
poison  sumac).  Although  you  may  have  been  care- 
ful, your  dog  may  not  have  noted  that  it  wasn’t 
clover  he  jumped  through,  but  poison  ivy.  His  re- 
turn to  your  side  may  give  you  the  rhus  dermatitis 
that  you  so  carefully  avoided.  That  heavenly  camp- 
fire may  be  emitting  particles  of  rhus  oil  to  produce 
an  airborne  contact  dermatitis  of  the  exposed  areas 
of  the  body. 

Another  fascinating,  but  rather  infrequent  type  of 
summer  allergy  is  physical  allergy.  Some  people 
sneeze  on  exposure  to  sunlight,  while  others  break 
out  in  rashes,  usually  on  the  exposed  parts  of  the 
body.  These  rashes  may  well  follow  the  administra- 
tion of  various  photosensitizing  drugs,  e.g.  demeth- 
ylchlortetracycline.^  Another  form  of  physical  aller- 
gy and  one  that  may  be  lethal  in  the  summer,  is  cold 
allergy.  Yes,  I mean  cold  allergy,  not  heat  allergy. 
The  cool  dip  on  a hot  day  with  its  consequent  sud- 
den chilling  of  the  body,  may  be  the  coup  de  grace 
for  a cold  sensitive  patient.®  It  is  customary  to  write 
"heart  attack’’  on  the  death  certificate,  even  though 
the  victim  may  have  been  an  18-year-old  boy  who 
looks  like  a Greek  god. 

Lest  the  reader  be  depressed  by  this  saga  of  afflic- 
tions associated  with  the  warmer  months,  perhaps 
he  should  remember  that  it  is  also  a time  for  swim- 
ming, baseball,  lying  in  the  sun  and  taking  that 
long-planned  vacation.  So  let’s  all  join  in  a chorus 
of  "In  the  Good  Old  Summertime,’’  as  we  sneeze, 
wheeze  and  scratch.  Be  careful  of  your  suntan  lotion, 
however;  it  may  cause  you  a contact  dermatitis. 
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How  can  he 
be  a sport 
with  a 
runny 
nose? 


For  summer  allergies,  summer 
colds,  or  nasal  congestion  dueto 
almost  any  cause,  you  prescribe 
quick  r-e-l-i-e-f  with  triaminic. 
It's  ideal  for  summer  allergies: 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  'round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  mid-after- 
noon and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  summer  allergies 


tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


Side  effects:  Occasional  drowsiness,  blurred  vision, 
cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 
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• Soyaiac  satisfies!  Baby  is  happy,  mother  is  grateful,  doctor  is 
gratified. 

• The  nut-like  taste  is  pleasing.  Infants  readily  accept  this  hypo- 
allergenic formula  that  is  completely  fibre-free.  An  exclusive 
process  results  in  a consistency  much  like  milk. 


• Soyaiac  is  strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation.  Clinical  data  furnish  evidence  of 
Soyalac’s  value  in  promoting  normal  growth  and  development. 

• Excellent  for  regular  Infant  feeding,  too— ^and  for  growing  chil- 
dren and  adults. 


Soyaiac 


A request  on  ^our  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 
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You  can't  set  her  free. 
But  you  can  help  her 
feel  less  anxious. 

You  know  this  woman. 

She’s  anxious,  tense,  irritable.  She’s  felt  this  way  for  months. 

Beset  by  the  seemingly  insurmountable  problems  of  raising  a young  family,  and  con- 
fined to  the  home  most  of  the  time,  her  symptoms  reflect  a sense  of  inadequacy  and 
isolation.  Your  reassurance  and  guidance  may  have  helped  some,  but  not  enough. 

Serax  (oxazepam)  cannot  change  her  environment,  of  course.  But  it  can  help 
relieve  anxiety,  tension,  agitation  and  irritability,  thus  strengthening  her  ability  to 
cope  with  day-to-day  problems.  Eventually— as  she  regains  confidence  and  com- 
posure—your  counsel  may  be  all  the  support  she  needs. 

Indicated  in  anxiety,  tension,  agitation,  irritability,  and  anxiety  associated 
with  depression. 

May  be  used  in  a broad  range  of  patients,  generally  with  considerable 
dosage  flexibility. 


Contraindications:  History  of  previous  hypersensitivity  to  oxazepam.  Oxazepam  is  not  indi- 
cated in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution  where  complications  could 
ensue  from  a fall  in  blood  pressure,  especially  in  the  elderly.  One  patient  exhibiting  drug  de- 
pendency by  taking  a chronic  overdose  developed  upon  cessation  questionable  withdrawal 
symptoms.  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive  prolonged  use  in  susceptible  patients  (alcoholics,  ex-addicts,  etc.)  may 
result  in  dependence  or  habituation.  Reduce  dosage  gradually  after  prolonged  excessive 
dosage  to  avoid  possible  epileptiform  seizures.  Caution  patients  against  driving  or  operating 
machinery  until  absence  of  drowsiness  or  dizziness  is  ascertained.  Warn  patients  of  possible 
reduction  in  alcohol  tolerance.  Safety  for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage  for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare.  Transient  mild  drowsiness  is  common 
initially;  if  persistent,  reduce  dosage.  Dizziness,  vertigo  and  headache  have  also  occurred 
infrequently;  syncope,  rarely.  Mild  paradoxical  reactions  (excitement,  stimulation  of  affect)  are 
reported  in  psychiatric  patients.  Minor  diffuse  rashes  (morbilliform,  urticarial  and  maculopapu- 
lar)  are  rare.  Nausea,  lethargy,  edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although  rare,  leukopenia  and  hepatic  dys- 
function including  jaundice  have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does  not  appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are  not  yet  reported:  paradoxical  excita- 
tion with  severe  rage  reactions,  hallucinations,  menstrual  irregularities,  change  in  EEG  pattern, 
blood  dyscrasias  (including  agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


^‘George  wants  to  know  if  if  s okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o’clock?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVMISTINr  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


Photo  professionally  posed 


Mike  expects  a penicillin  inleciion. 
He’S  anout  to  ne  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen«Vee®  K (potassium  phenoxymethyl  penicillin). 
It’s  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

indications:  Infections  due  to  pathogens  susceptible  to  oral  penicillin  G. 
Prophylaxis  of  rheumatic  fever  in  patients  with  previous  history  of  the 
disease. 

Precautions:  Skin  rash,  symptoms  resembling  those  of  serum  sickness, 
or  other  manifestations  of  penicillin-allergy  may  occur.  Measures  for 
treating  anaphylaxis  should  be  readily  available:  epinephrine,  oxygen 
and  pressor  drugs  for  relief  of  immediate  allergic  reactions:  anti- 


histamines and  corticosteroids  for  delayed  effects.  Penicillin  may  delay 
or  prevent  the  appearance  of  primary  syphilitic  lesions.  Patients  with 
gonorrhea  who  are  suspected  of  concurrent  syphilitic  infections  should 
be  tested  serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  As  with  other  antibiotics  overgrowth  of  nonsusceptible 
organisms  may  occur;  if  so,  discontinue  and  take  appropriate  measures. 
Treat  ^-hemolytic  streptococcal  infections  with  full  therapeutic  dosage 
for  at  least  10  days  to  prevent  development  of  rheumatic  fever  or  glo- 
merulonephritis. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms: 
history  of  penicillin  sensitivity. 

Composition:  Tablets— 125  mg.  (200,000  units)  and  250  mg.,  (400,000 
units);  Liquid— 125  mg.  (200,000  units)  and  250  mg.  (400,000  units) 
per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


ORAL 


Pen-Vee^K 

(potassium  phenoxymethyl  penicillin) 


In  peptic  ulcer... 

antacid 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg. ; simethicone,  20  mg.  Dosage : one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  industries,  Inc. 


Stuart 
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INFLAMMATION 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue. 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  celt  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  -- 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
\ave  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 

CH5OH 

I 


Hydrocortisone 


Fluocinolone  Acetonide 


(Synalar) 

O a double  bond  between 
carbons  1.  and  2 
O fluorine  substitutions 
at  both  the  6-a, 
and  the  9-ct  positions 
□ the  addition  of  the  . 
acetonide  at  the  16-d, 
17-a  positions, 
thus  providing 

'■['  one  of  the  most  potent 
topical  corticosteroids 
available. 

' i-'-  ' 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay*'^ 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


The  Antigranuloma  Assay^"*  also 
utilizes  adrenalectomized  rats.  Gram- 
ulomas  are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  peUets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 

Efficacy  Documented  in  over  4,000  Patients 

Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvementt 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

ffeurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

♦Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects;  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  publish^. 


fluocinolons  3c«tonid« an  original  ataroid  from 

SYNTEXS 

LABORATORIES  INC^  PALO  ALTO.  CALIF. 


For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Spalar 

(fluocmolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient* s sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Be),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,!  100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

‘Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fTlis  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  I.  Functional  fatigue  such  as  that  often  associated  with;  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 
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even  better  together 
in  mild  hypertension 

Serpasil-Esidrix' 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


Serpasil-Esidrix  combines  reserpine  (the  original,  and  most  widely  used, 
rauwolfia  alkaloid  developed  by  CIBA)  with  hydrochlorothiazide  (the  most 
widely  used  oral  diuretic,  also  a product  of  CIBA  research). 


I PS  ®ven  better  blood  pressure 
^^1  reduction— because  2 
HB  antihypertensive  agents 
of  choice  often  work 
better  together 

One  drug  potentiates  the  antihypertensive  action  of  the  other.  Blood 
pressure  is  generally  controlled  with  relatively  low  dosages  of  each  com- 
ponent, often  resulting  in  minimized  side  effects. 

Although  each  component  alone  may  provide  adequate  therapy  in  many 
cases  of  mild  hypertension,  the  combination  offers  advantages  which  can- 
not be  achieved  with  single-drug  therapy. 

even  more  patient  benefits- 
because  complementary 
actions  of  2 anti  hypertensive 
agents  extend  the  range 
of  advantages 

Reserpine,  in  addition  to  lowering  blood  pressure,  provides  central  calm- 
ing action  to  help  relieve  anxiety  and  tension;  provides  bradycrotic  action 
to  slow  the  rapid  heart. 

Hydrochlorothiazide,  in  addition  to  lowering  blood  pressure,  relieves 
edema;  permits  relaxation  of  salt  restriction. 

The  combination  provides  medication  in  one  tablet  instead  of  two;  one 
prescription  instead  of  two— encourages  patient  adherence  to  the  regimen, 
offers  economy. 

for  your  next  patient 
with  miid  hypertension 

Rx  Serpasii-Esidrix 

Combination  Tablets 

Please  see  following  page  for  prescribing  informatiorr. 


Serpasil-Esidrix’ 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


INDICATIONS:  Mild  to  moderate  hypertension,  especially 
when  complicated  by  anxiety,  tachycardia,  or  edema. 

SIDE  EFFECTS  AND  PRECAUTIONARY  MEASURES 

Serpasil®  (reserpine  CIBA) 

Occasional  side  effects:  lassitude,  drowsiness,  nasal 
congestion,  looseness  of  stools,  increased  frequency  of 
defecation.  Rare  side  effects:  anorexia,  headache,  bi- 
zarre dreams,  nausea,  dizziness,  skin  rash. 

Severe  mental  depression  fias  appeared  in  a small  per- 
centage of  patients,  primarily  in  a dosage  above  1 mg 
daily.  When  the  drug  is  discontinued,  depression  usually 
disappears,  but  hospitalization  and  shock  therapy  are 
sometimes  required. 

Caution:  Withdraw  reserpine  2 weeks  before  surgery,  if 
possible.  For  emergency  surgical  procedures,  give  vagal 
blocking  agents  parenterally  to  prevent  or  reverse  hypo- 
tension and/or  bradycardia. 

Because  reserpine  may  increase  gastric  secretion  of 
hydrochloric  acid,  use  cautiously  in  patients  with  peptic 
ulcer. 

Use  cautiously  with  digitalis,  quinidine,  or  guanethidine. 
Not  recommended  for  aortic  insufficiency. 

Esidrix®  (hydrochlorothiazide  CIBA) 

Contraindictions:  Oliguria,  renal  shutdown,  progressive 
hepatic  disease,  and  allergy  to  thiazides. 

Warnings:  Stenosis,  hemorrhage,  and  ulceration  of  the 
small  bowel  have  occurred  with  coated  potassium  tab- 
lets. Discontinue  such  medication  when  used  with  Esidrix 
if  gastrointestinal  disturbances  arise. 

Pay  special  attention  to  electrolyte  balance  of  patients 
with  severe  renal  or  hepatic  insufficiency.  In  patients 
with  cirrhosis  and  ascites,  watch  for  symptoms  of  im- 
pending hepatic  coma.  Thiazides  may  decrease  glucose 
tolerance:  use  cautiously  in  diabetics.  Flyperuricemia 
may  occur  but  is  readily  reversed  by  a uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes  result  in 
nitrogen  retention,  particularly  in  patients  with  impaired 


renal  function.  Dosage  titration  is  necessary  in  such 
patients. 

Precautions:  Watch  for  signs  of  fluid  or  electrolyte  im- 
balance. Further  electrolyte  depletion  may  cause  hypo- 
chloremic alkalosis  and  hypokalemia.  Since  the  latter 
may  precipitate  digitalis  intoxication,  watch  carefully  pa- 
tients who  are  taking  digitalis  or  its  glycosides  or  those 
with  cardiac  arrhythmias.  In  severe  hypokalemia,  large 
oral  or  intravenous  doses  of  potassium  may  be  required. 

A few  infants  born  of  mothers  who  received  thiazides 
during  pregnancy  have  shown  bone  marrow  depression 
with  thrombocytopenia.  Hydrochlorothiazide  decreases 
responsiveness  to  exogenous  norepinephrine  and  in- 
creases responsiveness  to  tubocurarine.  Hypotensive 
episodes  under  anesthesia  have  been  observed  in  some 
patients  receiving  thiazides. 

Side  Effects:  In  addition  to  those  above,  nausea,  ano- 
rexia, headache,  restlessness,  constipation,  dizziness, 
paresthesias,  fatigue,  increased  sweating,  cramps  in 
arms  and  legs,  diarrhea,  abdominal  pain.  Rare  reactions: 
purpura  with  or  without  thrombocytopenia,  skin  rash, 
photosensitivity,  urticaria.  Sometimes  associated  with 
hydrochlorothiazide:  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  pancreatitis,  jaundice,  necrotizing  vasculitis. 

DOSAGE 

Average  dosage  is  2 Tabiets  #2  daily.  For  patients 
requiring  less  hydrochlorothiazide,  substitute  Tablets 
#1.  For  maintenance,  reduce  dosage  to  lowest  effective 
level.  When  necessary,  more  potent  antihypertensive 
agents  may  be  added  gradually  in  reduced  dosages. 

SUPPLIED 

Tablets  #2  (light  orange),  each  containing  0.1  mg  reser- 
pine and  50  mg  hydrochlorothiazide;  bottles  of  100  and 
1000.  Tablets  #1  (light  orange),  each  containing  0.1  mg 
reserpine  and  25  mg  hydrochlorothiazide:  bottles  of  100 
and  1000. 

Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company,  Summit.  N.  J.C  I BA 
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A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


Enduron  eliminates  sodium  around  the  clock, 
yet  is  relatively  sparing  of  potassium 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It  is 
well-sustained  in  a plateau-like  effect  — with 
little  reduction  in  intensity  during  the  first  12 
hours,  and  decline  thereafter  only  gradual. 


Potassium  loss,  in  contrast,  reaches  an  early 
minor  peak.  Then  it  subsides  rapidly.  More- 
over, doses  larger  than  5 mg.  have  little  added 
effect  on  potassium.  Thus  doubling  the  dose 
from  5 to  10  mg.  approximately  doubles  sodi- 
um excretion— yet  increases  potassium  loss 
little  or  none. 

Use  Enduron  once  a day  as  an  ideal  starting 
therapy  in  mild  hypertension.  Use  it,  too,  as  a 
basic  therapeutic  building  block  with  which 
other  agents  can  be  joined,  for  managing  your 
more  resistant  hypertensives. 

Once  a day,  every  day 

ENDURON* 

WlETHYCLOTHIAZiOE 


DAILY 

DOSAGE 

RANGE 


’ Minimum 

Usual 

Intermediate 

Maximum 

■| 

I) 

aa 

• 2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  compares  favorably 
to  reserpine,  but  with  reduced  side  effects 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmonyl®),  a purified  crystalline 
alkaloid.  It  is  comparable  to  reserpine  in  its 
antihypertensive  and  tranquilizing  activity.  Yet 
it  produces  less  tendency  toward  typical  rau- 
wolfia side  effects  such  as  drowsiness,  leth- 
argy, stuffy  nose,  depression,  etc. 

Patient  acceptance  has  been  excellent. 

' Enduronyl  comes  in  two  strengths:  regular  and 
Forte.  Both  provide  5 mg.  of  Enduron.  The 
! variation  is  where  most  needed:  in  the  deser- 
: pidine.  These  scored  tablets  give  a surprisingly 
1 flexible  choice  of  doses  (see  below). 

' Use  Enduronyl  for  your  patients  within  the 
broad  range  of  mild  to  moderate  hypertension. 
Dosage  is  once  a day:  this  means  Enduronyl 
will  generally  cost  patients  less  than  equiva- 
lent drugs  taken  two  or  three  times  daily. 

Once  a day,  every  day 

ENDURONYi: 

MEnVCLOnDE  5 MG.  WITH  DESEHPIDINE  0.E5  MG. 

ENDURONYL  FORTE 

MEIHVCEOIHnE  5 MG.  WITH  DESEGPIDINE  0.5  MG. 


DAILY 

DOSAGE 

Minimum 

Usual 

Intermediate 

Maximum 

1 

JJ 

iJ  i 

JJ  u 

RANGE 

2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 

5 mg.  methyclothiazide 

0.25  mg.  deserpidine 

r.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 

10  mg.  methyclothiazide 

0.5  mg.  deserpidine 

DAILY 

DOSAGE 

RANGE 

— 

iJ 

m 

a j 

rji  rr| 

2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 

- 

5 mg.  methyclothiazide 

0.5  mg.  deserpidine 

» ’ 

7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 

t 

10  mg.  methyclothiazide 

1 mg.  deserpidine 

See  Brief  Summary  on  final  page  of  advertisement. 
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Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance,  with  little  or  no  effect  upon 
cardiac  output.'-^ 

In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied  — including  some  unusually  difficult 
cases.  Eutonyl  lowers  diastolic  in  proportion 
to  systolic,  and  in  half  of  the  cases  studied,  re- 
ductions in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important;  There  is  no  central  depressant 
action.  In  fact,  many  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treat- 
ment for  moderate  to  severe  cases—and  one 
that  will  not  hamper  your  patient  with  lethargy 
or  drowsiness  while  on  treatment. 

Once  a day,  every  day 

EUTONYL! 

PARGYLINE  HYDROCHLORIDE 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

^ V' 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg. 

1.  Brest,  A.  N.,  et  a/.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963.  | 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent 
pressures— reduced  chance  of  orthastatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

Indeed,  fully  94.5%  of  all  patients  studied  dur- 
ing clinical  trials  continued  on  therapy  unin- 
terrupted by  side  effects. 

Most  striking  was  the  drug’s  action  in  lowering 
blood  pressure  to  nearly  equal  levels  in  all 
body  positions.  Total  average  spread  between 
standing  and  recumbent  readings  (after  treat- 
ment) was  only  7/4  mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
with  reduced  likelihood  of  orthostatic  effects. 
And,  because  of  the  thiazide  component, 
Eutron  may  be  used  in  the  presence  of  con- 
gestive heart  failure. 

Once  a day,  every  day 

EUTRON™ 

PARGYLINE  HYDROCHLORIDE  25  MG. 

WITH  METHYCL0THIA2IDE5MG. 


Minimum 


Usual  starting 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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ENDURON* 

METHVMHK 

ENDURONYL* 

Each  tablet  contains  Methyclothiazide  5 mg. 
with  Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Enduron  is  used  to  control  edema  and  mild  hy- 
pertension. Also  used  with  other  drugs  for  hypertension. 
Enduronyl  is  used  in  mild  to  moderately  severe  hypertension. 
Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or  shut- 
down; in  severe  hepatic  disease  or  impending  hepatic  coma; 
in  patients  sensitive  to  thiazides.  Enduronyl  is  contraindi- 
cated in  severe  mental  depression,  active  peptic  ulcer,  and 
ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  patients 
with  a history  of  aliergy  or  asthma.  Avoid  use  of  enteric- 
coated  potassium  tablets,  as  these  may  induce  serious  or 
fatai  small  bowel  lesions;  if  added  potassium  intake  is  de- 
sired, dietary  suppiementation  is  recommended.  Coated 
potassium  tablets  should  be  reserved  for  cautious  use  when 
adequate  dietary  supplementation  is  impracticai. 
Precautions  and  Adverse  Reactions:  Use  thiazides  with  cau- 
tion in  severe  renal  dysfunction.  Caution  is  aiso  necessary 
with  impaired  hepatic  function  or  progressive  liver  disease. 
During  intensive  or  prolonged  thiazide  therapy,  watch 
chloride  and  potassium  levels  (especially  the  latter  if  pa- 
tient is  on  digitalis).  In  surgical  patients,  thiazides  may  alter 
response  to  vasopressors  and  tubocurarine.  Use  thiazides 
with  caution  in  pregnancy  (bone  marrow  depression,  throm- 
bocytopenia, or  altered  carbohydrate  metabolism  are  pos- 
sibie  in  certain  newborn).  Occasional  thiazide  side  effects 
also  include  blood  dyscrasias;  elevations  of  BUN,  serum 
uric  acid,  or  blood  sugar;  electrolyte  imbalance,  g.i.  distur- 
bances, headache,  dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  pancreatitis,  and  gout. 

Use  Enduronyl  with  caution  in  patients  with  a history  of 
peptic  ulcer,  as  rauwolfias  may  increase  gastric  secretion. 
Discontinue  at  the  first  sign  of  mental  depression.  Rau- 
wolfias may  increase  hypotensive  effects  of  surgery  or  an- 
esthesia, and  are  best  discontinued  two  weeks  prior.  They 
also  lower  the  convulsive  threshold  in  epilepsy.  Other  pos- 
sible rauwolfia  side  effects  include  drowsiness,  nasal  stuffi- 
ness, nausea,  weight  gain,  and  diarrhea.  Less  frequent  com- 
plications of  deserpidine  therapy  are  aggravation  of  peptic 
ulcer,  epistaxis,  and  skin  eruption.  Alcohol,  barbiturates  or 
narcotics  may  potentiate  action  of  deserpidine. 


EUTONYL* 

PAIUEKVDnORU 

EUTRON™ 

Each  tablet  contains  Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 

Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  diastolic 
hypertension.  Not  recommended  for  use  in  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with  seda- 
tives and/or  thiazide  diuretics  alone. 

Contraindications:  Pheochromocytoma,  advanced  renal  dis- 
ease, paranoid  schizophrenia  and  hyperthyroidism.  Until 
further  experience  is  gained,  not  recommended  for  use  in 


patients  with  malignant  hypertension,  children  under  12, 
or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated:  other 
monoamine  oxidase  inhibitors;  parenteral  forms  of  reserpine 
or  guanethidine;  sympathomimetic  drugs;  foods  high  in 
tyramine  such  as  cheese;  imipramine  and  amitriptyline, 
or  similar  antidepressants;  methyidopa.  Interval  of  two 
weeks  should  separate  therapy  and  use  of  these  agents. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxidase 
inhibitor.  Warn  patients  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication  without  the 
knowledge  of  the  physician.  When  necessary  to  administer 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, anesthetics,  barbiturates,  chloral  hydrate  and 
other  hypnotics,  sedatives,  tranquilizers,  or  caffeine,  these 
can  be  used  cautiously  at  a dosage  of  to  1/5  the  usual 
amount.  Adjust  dose  of  anesthetic  agents  to  response  of 
patient.  Avoid  parenteral  administration  where  possible. 
Withdraw  pargyline  two  weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypotension. 
Those  with  angina  or  other  evidence  of  coronary  disease 
should  not  increase  physical  activity.  Pargyline  may  lower 
blood  sugar.  Avoid  use  of  enteric-coated  potassium  tablets, 
as  these  may  induce  serious  or  fatal  small-bowel  lesions; 
if  added  potassium  intake  is  desired,  dietary  suppiementa- 
tion is  recommended.  Coated  potassium  tablets  should  be 
reserved  for  cautious  use  when  adequate  dietary  supple- 
mentation is  impractical. 

Precautions:  Measure  blood  pressure  while  patient  is  stand- 
ing to  determine  antihypertensive  effect.  Use  with  caution 
in  hyperactive  or  hyperexcitabie  persons.  Such  persons 
may  show  increased  restlessness  and  agitation.  Withdraw 
drug  during  acute  febriie  illness.  Watch  patients  with  im- 
paired renal  function  for  increasing  drug  effects  or  eieva- 
tion  of  BUN  and  other  evidence  of  progressive  renal  failure; 
withdraw  drug  if  such  alterations  persist  and  progress.  Use 
with  caution  in  patients  with  liver  dysfunction  or  progres- 
sive liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  proionged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields,  and 
fundi. 

During  intensive  or  prolonged  methyclothiazide  therapy, 
watch  chloride  and  potassium  levels  (especially  latter  if 
patient  is  on  digitalis).  Methyciothiazide  also  may  reduce 
arterial  response  to  pressor  amines.  Use  thiazides  with  cau- 
tion in  pregnancy  (bone  marrow  depression,  thrombocyto- 
penia, or  altered  carbohydrate  metabolism  are  possibie  in 
certain  newborns).  Thiazide  drugs  may  increase  responsive- 
ness to  tubocurarine. 

Side  Effects:  Pargyline  may  be  associated  with  orthostatic 
hypotension.  Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthraigia,  nausea  and  vomit- 
ing, headache,  insomnia,  difficulty  in  micturition,  night- 
mares, impotence,  delayed  ejaculation,  rash,  and  purpura 
have  been  encountered  with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitching)  and  other 
extra-pyramidal  symptoms  have  been  reported.  Drug  fever 
is  extremely  rare.  Congestive  heart  failure  has  been  re- 
ported in  a few  patients  with  reduced  cardiac  reserve. 

Thiazide  side  effects  also  include  blood  dyscrasias,  eieva- 
tion  of  BUN,  serum  uric  acid,  or  blood  sugar,  electrolyte 
imbalance,  g.i.  disturbances,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  pancreatitis,  and  gout. 

Nocturia  has  been  observed  with  the  combi- 
nation. 7W075 


AMERICAIM 
MEDICAL  BUILDIND 
DUILD 

. . . designs  and  constructs  medical 
buildings  from  coast  to  coast 
• ••••••••••••••••••••••••••« 

WESTERN  MEDICAL  BUILDINGS,  INC.  is  a 
division  of  the  AMERICAN  MEDICAL  BUILD- 
ING GUILD  formed  to  serve  the  medical  pro- 
fession in  the  Western  United  States.  WEST- 
ERN MEDICAL  BUILDINGS,  INC.  is  fully 
staffed  with  specialists  experienced  in  medical 
building  design  and  construction  in  this  area 
of  the  country. 

For  a 12-page,  color  brochure  write  — 

WESTERN  MEDICAL  BUILDINGS,  INC. 

(Div.  of  AMERICAN  MEDICAL  BUILDING  GUILD; 

5135  Harbor  Drive,  Suite  ‘E’ 

San  Diego,  California  92106 
Telephone  collect  (714)  224-2793 


aduance  notice 

NINTH  ANNUAL 

NEVADA  CANCER  SEMINAR 
RENO/SPARKS  NUCCET 
CONVENTION  CENTER 

MAY  11  & 12,  1967 

ENJOY  RENO,  A COSMOPOLITAN  CITY 
(Deluxe  facilities,  Stores,  Entertainment,  Excel- 
lent Transportation),  — COMBINED  WITH 
THE  ATMOSPHERE  OF  THE  TRUE  WEST 
(Alpine  Scenery,  Desert  Ranges,  Ghost  Towns)  — 
WATER  SPORTS,  SKIING,  FISHING,  HUNT- 
ING, GOLF  . . . AND  DIGNIFIED  GAMING. 

ACTIVITIES  FOR  WIVES 

CO-SPONSORS: 

NEVADA  STATE  MEDICAL  AND  DENTAL  ASSOCIATIONS 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  NEVADA 
CHAPTER 

RENO  CANCER  CENTER 

AMERICAN  CANCER  SOCIETY,  NEVADA  DIVISION, 
INC. 

For  further  information,  write  American  Gancer 
Society,  Box  7432,  Reno,  Nevada. 


USE  ‘POLYSPORIN’. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


brand 


‘POLYSPORM 

mmm  Bsmma 

OINTMENT 

prevent  infectioiik 
s,  and  fibrasimi^ 
hid  in  heoling* 


for  April  1967 
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This  pain 

is  getting 
on  my 
nerves. 

Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that  offers 
more  than  simple  analgesia. 

A good  choice  is  often  Eouagesic®  (meprobamate  and  etho- 
heptazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety. 
And  skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and 
tension. 


TABLETS 


Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


Precautions:  Keep  out  of  reach  of  children.  Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  ex-addicts,  alcoholics,  severe 
psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly  severe 
withdrawal -reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol 
tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  occur,  reduce  dose.  If  symptoms  persist, 
caution  patients  against  operating  machinery  or  driving.  Give  cautiously  to  patients  with  suicidal 
tendencies.  Treat  attempted  suicide  with  immediate  gastric  lavage  and  appropriate  supportive  therapy. 
Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness  and  CNS  depression.  Overdosage  may  result  in  salicylate  intoxication.  Meprobamate 
rarely  causes  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angioedema,  bronchial  spasms, 
fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and 
hyperthermia.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or  meprobamate. 

Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Xhe  Denver  Medical  Society  at  its  meeting 
of  March  7 was  fortunate  in  having,  as  its 
guest  speaker,  Dr.  Donovan  Ward,  President 
of  the  A.M.A.  1964-65.  His  announced  title 
was  Diagnosis  and  Treatment  of  Medicare, 

the  end  result  of  a 
certain  disease  which 
was  brought  into  our 
country  by  the  Fa- 
bians from  England 
about  the  turn  of  the  century.  Thus  it  stems, 
as  do  we,  from  the  Old  World  and  today  we 
share  the  products  of  their  work  as  the  dis- 
ease has  reached  epidemic  and  pandemic 
proportions. 


Medicare — Diagnosis 
and  Treatment 


In  recent  years  it  was  more  or  less  fashion- 
able for  columnists  to  pan  the  A.M.A.  One 
has  said  that  anyone  who  warns  of  socialized 
medicine  in  the  United  States  will  be  accused 
of  being  a tool  of  our  parent  organization. 
And  there  are  hosts  of  politicians,  among 
others,  in  Washington  who  pursue  deep, 
ominous,  and  pervasive  activities  concerned 
with  healing  the  sick,  the  aged,  and  the  in- 
firm. 


Dr.  Ward  at  once  told  his  audience  that 
he  speaks  not  as  an  A.M.A.  Past-President, 
but  rather  as  an  American  citizen  who  be- 
lieves in  free  enterprise  and  as  a private 
practitioner  of  medicine.  What’s  wrong  with 
Medicare,  he  asked.  For  one  thing,  some 
nineteen  million  people  became  eligible  last 
July  for  “free”  medical  care  and  untold  mil- 
lions are  paying  the  bill — and  will  pay  and 
pay,  now  and  henceforth.  The  care  goes  to 
all,  even  those  who  don’t  need  it  and  more 
who  don’t  want  it,  just  because  they  had  a 
birthday — 65.  Thus,  it  is  not  based  on  need; 
it  is  a tax,  not  insurance! 


After  a mere  eight  months’  trial  run,  all 

kinds  of  other  “ cares”  are  cropping  up, 

not  limited  to  any  one  segment  of  the  popu- 
lation. When  we  oppose  them,  we  are  called 
negative.  The  proponents  haven’t  beeri  satis- 


fied to  let  the  Bill  be  launched,  put  in  working 
order,  to  be  interpreted  and  understood  and 
to  progress  in  an  orderly  manner.  Already 
the  machinery  is  being  initiated  to  provide 
podiatry,  eye  glasses,  generic  drugs.  Congress 
is  being  asked  to  delete  the  three  dollar 
charges  and  the  fifty-dollar  deductible  provi- 
sion, to  include  all  disabled  people,  to  reduce 
the  age  to  62  or  even  60,  to  include  all  widows. 
Why  all  this  in  the  face  of  such  limited 
experience?  Distrust  of  physicians  is  shown 
by  those  who  demand  certification  and  re- 
certification of  medical  necessity,  and  who 
question  our  interpretation  of  our  usual,  rea- 
sonable, and  normal  services  and  charges. 

Apparently  Social  Security  wants  full  con- 
trol to  limit  intermediary  carriers.  How  long 
will  it  be  before  the  Department  of  Health, 
Education,  and  Welfare  will  say  they  can  do 
the  job  better  without  any  intermediaries? 
Some  of  these  carriers  already  wonder  if  they 
can  carry  on  without  local  or  regional  cus- 
tody of  the  records,  about  half  of  which  have 
to  be  returned  to  patients  for  more  informa- 
tion. The  maze  of  paper  work,  misunder- 
standing, and  bureaucratic  management  is 
what  Congress  is  thinking  of  expanding! 
They  don’t  admit  that  this  is  the  greatest 
cause  of  rising  medical  costs.  It  is  an  estab- 
lished fact  that  any  service  taken  from  pri- 
vate and  placed  in  government  hands  requires 
greater  operating  costs.  Disregard  of  this 
truth  is  an  insult  to  human  intelligence.  Our 
profession  warned  of  this  but  were  not  paid 
heed,  and  now  the  public  is  bewildered  re- 
garding what  Medicare  will  and  will  not  do. 
We  and  our  office  employees  are  seeing  more 
evidence  of  this  every  day.  The  older  patients 
can’t  understand  why  Medicare  doesn’t  pay 
all  the  bills.  They  don’t  know  the  first  thing 
about  it.  Furthermore,  the  average  wage 
earner  is  already  bewildered  and  his  world 
is  topsy-turvy.  Why,  many  of  them  feel, 
should  they  argue  with  the  promise  of  se- 
curity and  medical  care  in  their  later  years? 
This  is  the  question  for  us  to  answer. 
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Some  of  the  reasons  for  them  to  argue  are 
stated  above — and  the  workers  need  to  be 
told.  This  project  is  our  responsibility!  Can 
we  be  blamed  if  we  continue  to  oppose  a 
measure  which  depends  upon  public  ignor- 
ance for  its  survival?  We  fought  and  we 
twitched  a few  times  while  the  “you  asked 
for  it,  we  gave  it”  89th  Congress  put  it 
through.  We  must  do  a lot  more  than  twitch 
before  America  loses  all  of  its  freedom  down 
a road  of  no  return  leading  to  the  welfare 
state.  Unfortunately,  a few  doctors  have  re- 
laxed and  aver  that  everything  is  just  dandy 
— like  modern  art,  things  can’t  possibly  be 
as  bad  as  they  are  painted! 

Now  is  the  time  for  all  of  us,  and  every- 
body else,  to  take  a second  look.  The  press 
is  doing  so.  Walter  Lippmann  says  it  stinks! 
We’ll  let  that  be  his  word,  then  hasten  to 
admit  that  Medicare  isn’t  all  bad.  It  is  still 
our  job  to  see  that  America  shall  maintain 
its  standard  of  the  best  medical  care  on  earth, 
and  we  haven’t  the  right  to  wash  our  hands 
of  the  whole  affair.  Where  it  is  to  our  patients’ 
advantage,  let  us  go  along  with  it.  However, 
our  generation,  our  children  and  their  chil- 
dren must  be  educated  to  get  it  off  the  books, 
in  its  present  form,  while  there  is  still  time 
to  get  our  country  back  on  the  right  path 
before  half  or  more  of  the  population  is 
included  in  the  great  give-away.  This  will 
happen  unless  our  profession  and  other  citi- 
zens of  America  work  to  preserve  freedom. 
All  can  aim  to  make  a bad  situation  better. 
Where  the  law  is  good,  work  with  it;  study 
its  faults,  point  them  out  constructively  to 
all  levels  of  the  population. 

It  is  not  the  function  of  government  to 
keep  its  citizens  from  erring,  but  rather  for 
citizens  to  keep  their  government  from  falling 
into  error!  Physicians  still  active,  the  trainees, 
medical  students  and  all  future  physicians 
must  continue  to  search  for  a better  way,  to 
question,  to  probe,  seek  and  find  a cure  for 
the  Disease.  And  even  then,  still  be  unsatis- 
fied! 


u NIQUE  TO  A REGIONAL  MEDICAL  JOURNAL  is 
the  opportunity  to  acquaint  modern  readers 
with  aspects  of  medical  history  singular  to 
the  very  region  in  which  they  now  practice. 
Utah  medical  history,  in  common  with  that 
of  other  Rocky  Mountain 
States,  offers  many  remark- 
able, even  heroic,  episodes. 
However,  lead  poisoning 
was  a particular  problem  in 
the  Utah  of  the  latter  part  of  the  19th  Cen- 
tury. There  is  no  better  accounting  than  that 
of  Dr.  Ralph  T.  Richards  in  his  book,  “Of 
Medicine,  Hospitals  and  Doctors.”  No  mere 
clinical  summary,  the  depth  of  Dr.  Richards’ 
consideration  is  conveyed  in  his  Preface 
(page  xiii) : 

To  understand  lead  poisoning,  which  headed 
the  list  of  local  diseases  for  twenty  years, 
it  was  necessary  to  inquire  into  the  origin 
and  development  of  mines  and  smelters  and 
into  the  types  of  ore  handled  and  the  work- 
ing conditions  that  accounted  for  the  mor- 
bidity among  the  workmen.  The  deplorable 
prevalence  of  lead  poisoning  in  Utah  was 
not  duplicated  in  any  other  region  in  the 
United  States;  not  in  Leadville,  Colorado; 
Pioche,  Nevada;  Coeur  d’Alene,  Idaho; 
Southeast  Missouri,  or  the  greatest  lead  pro- 
ducer in  the  world — the  Joplin  district  in 
Missouri  and  Kansas.  It  should  be  remem- 
bered that  lead  poisoning  does  not  end  with 
the  mining  and  smelting  of  the  mineral,  but 
constitutes  a menace  to  all  the  innumerable 
fabricators  of  lead,  and  in  spite  of  the  nu- 
merous safety  measures  introduced  into 
industry,  lead  poisoning  is  still  the  most 
important  of  all  industrial  diseases. 

Medical  problems  vary  in  specific  nature 
from  generation  to  generation.  But,  a recur- 
ring theme,  one  with  us  now  to  a dreadful 
and  ever  increasing  extent,  is  man’s  apparent 
unlimited  capacity  to  poison  the  environment 
as  he  exploits  natural  resources.  In  our  time, 
the  automobile  and  industry;  in  the  early 
days  of  Utah,  lead  poisoning.  Dr.  Richards’ 
account.  Chapter  H of  his  book,  is  presented 
in  its  entirety  beginning  on  page  59  of  this 
issue. 


Lead 

Poisoning 
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Dextran  adds  versatility  in 
thrombophlebitis  therapy 


Robert  B.  Sawyer,  MD,  Denver 


Treatment  of  thrombophlebitis  is  frequently 
stereotyped  and  follows  a mechanical 
routine — bedrest,  elevation,  heat  and 
anticoagulant  therapy.  Since 
thrombophlebitis  is  such  a variable  disease, 
treatment  should  be  equally  versatile.  It 
should  be  planned  to  coincide  with  the  needs 
of  the  patient  and  the  severity  of  the  disease. 
All  modalities  of  therapy  should  be 
understood  and  used  wisely  as  indicated. 

One  recent  addition  to  the  armamentarium 
available  for  thrombophlebitis  therapy  is  the 
long-chain  polymer  of  glucose  known  as  dex- 
tran.* Best  known  as  a plasma  expander,  the 
new  application  of  this  agent  is  as  yet  not 
widely  understood.  Our  experience  suggests 
that  it  has  a useful  place  in  thrombophlebitis 
therapy. 

To  talk  of  dextran  is  misleading;  to  talk 
of  dextrans  is  more  to  the  point.  Dextrans 
differ  widely  in  molecular  weight,  length  of 
chains,  and  number  of  branching  chains.^ 
These  variations  in  size  and  configuration 
give  the  different  dextrans  different  physical 
attributes,  hence  different  clinical  applica- 
tions. Dextrans  are  made  by  the  action  of 
bacterial  organisms  on  sucrose,  and  the  native 
product  cannot  be  purified.  However,  it  can 
be  cut  by  partial  hydrolysis  and  subsequent 
fractionation,  providing  the  lower  molecular 
weight  agents  of  from  40,000  to  75,000. 

Although  the  chemistry  of  these  two 
agents  is  the  same,  their  physical  properties 
make  them  differ  widely  in  clinical  applica- 
tion. The  dextran  having  an  average  molecu- 
lar weight  of  40,000,  called  Rheomacrodex  or 
low  molecular  weight  (LMW)  dextran,  has 
the  ability  of  aligning  itself  in  a perpendicu- 
lar fashion  on  the  tunica  intima  of  the  formed 


elements  in  the  blood.^  This  “coating”  in- 
creases the  negativity  of  the  formed  elements 
and  of  the  intima  and  causes  an  increase  in 
the  repulsive  forces.^  The  result  is  an  inhibi- 
tion of  intravascular  aggregation  with  an 
improvement  in  flow,  particularly  in  the 
small  vessels.  This  agent  is  extremely  valu- 
able in  low  flow  situations  like  ischemia, 
extracorporeal  circulation,  and  shock.®-  Al- 
though Rheomacrodex  will  inhibit  red  cell 
aggregation,  it  will  neither  prevent  propaga- 
tion of  a previously  formed  clot  nor  hasten 
its  resolution.*  Because  of  this  it  is  of  little 
value  in  the  treatment  of  thrombophlebitis. 

Clinical  dextran,  which  has  a molecular 
weight  of  75,000,  is  available  in  a 6%  solution 
and  has  long  been  a standby  as  a volume 
expander  in  clinical  emergencies.  This  par- 
ticular fraction  also  aligns  itself  on  cell  and 
intimal  surfaces  and  causes  an  increase  in 
the  electrical  repulsive  forces.  Because  of 
some  of  the  larger  molecules,  clinical  dextran 
may  not  entirely  inhibit  intravascular  aggre- 
gation of  cells,  but  it  will  prevent  propagation 
of  a previously  formed  clot  and,  because  of 
this,  it  is  valuable  in  treatment  of  phlebitis.*-  ® 
Not  only  are  the  physiochemical  properties 
advantageous  in  thrombophlebitis  manage- 
ment but  also  the  increased  and  diluted  vol- 
ume improves  flow  and  the  osmotic  effect 
reduces  edema. 

In  thrombophlebitis,  sufficient  volume  of 
clinical  dextran  is  necessary  to  effect  a thera- 
peutic benefit.  Hence  an  infusion  of  10  cc. 
per  kg.  should  be  given  as  a loading  dose  and 
a dosage  of  5 cc.  per  kg.  should  be  repeated 
daily  until  the  process  subsides  or  until  treat- 
ment needs  to  be  changed.  This  can  be  ac- 
companied by  bedrest  with  elevation  or 
ambulation,  depending  upon  the  severity  and 
type  of  phlebitis  present. 
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Severity  and  type  of  thrombophlebitis  are 
probably  the  most  important  factors  in  deter- 
mining the  method  of  managing  each  patient. 
In  treatment  of  mild,  localized,  superficial 
thrombophlebitis,  the  simple  use  of  an  anti- 
inflammatory agent,  such  as  phenylbutazone 
(Butazolidin®) , and  elevation  will  suffice, 
with  the  patient  remaining  ambulatory  and 
out  of  the  hospital,  and  usually  able  to  per- 
form his  necessary  duties.  If  the  phlebitic 
process  involves  all  or  a large  part  of  the 
superficial  system,  it  becomes  necessary  to 
hospitalize  the  patient  and  treat  with  bedrest, 
elevation,  heat  and  anti-inflammatory  agents, 
heparin  or  dextran.  At  this  point,  the  duration 
of  the  disease  before  treatment  is  started 
becomes  important. 

If  the  inflammatory  process  is  recent  and 
the  treatment  undertaken  early,  early  resolu- 
tion with  ultimate  satisfactory  results  can  be 
expected,  whether  heparin,  dextran,  or  Buta- 
zolidin are  used.  If  the  phlebitis  has  been 
present  for  some  time,  the  resolution  will  be 
more  gradual,  the  morbidity  more  prolonged, 
and  the  outlook  for  good  venous  function 
poor.  In  the  early  cases,  heparin  or  dextran 
are  not  essential,  but  either  will  cause  a 
dramatic  and  rapid  resolution.  In  those  seen 
late,  no  matter  what  method  of  treatment  is 
utilized,  the  recovery  is  slow.  In  these  cases 
we  have  often  chosen  to  ligate  and  strip  the 
involved  vein  in  order  to  shorten  the  hospital 
stay  and  prevent  formation  of  the  inevitable 
varicosities.  We  also  ligate  and  strip  those 
cases  with  superficial  phlebitis  where  the 
process  is  progressing  and  threatening  to  in- 
volve the  deep  venous  system. 

Recent  wide-spread  use  of  indwelling 
plastic  catheters  has  resulted  in  superficial 
phlebitis  secondary  to  the  foreign  body  or  to 
the  infused  solution.  These  are  usually  un- 
comfortable and  of  relatively  minor  impor- 
tance if  they  are  in  the  arms,  but  in  the  leg 
they  can  progress  into  a full-blown  super- 
ficial and  sometimes  deep  phlebitis.  If  the 
catheter  causes  a suppurative  rather  than  a 
chemical  phlebitis,  the  situation  becomes 
more  serious.  Aggressive  antibiotic  therapy 
is  then  indicated,  and  it  not  uncommonly 
becomes  necessary  to  totally  excise  the  vein, 
often  with  unroofing  of  the  entire  venous 
channel. 


When  the  thrombophlebitic  process  in- 
volves the  deep  veins  of  the  leg,  a serious 
illness  exists  and  the  patient  must  be  hos- 
pitalized. He  must  be  placed  at  bedrest  and 
active  measures  taken  to  inhibit  propagation 
of  the  thrombus  and  to  speed  its  resolution. 
Simple  deep-vein  thrombosis  endangers  the 
competency  of  the  venous  return  and  carries 
the  threat  of  pulmonary  embolus.  Progression 
into  an  ilio-femoral  thrombosis  carries  even 
more  potential  of  morbidity  and  mortality. 
Both  these  conditions  are  best  treated  by 
bedrest  and  thrombus  inhibition.  When  the 
massive  thrombosis  of  phlegmasia  cerulea 
dolens,  or  the  so-called  blue  phlebitis,  devel- 
ops, the  patient’s  life  is  in  danger  as  well  as 
his  limb.  This  requires  urgent  and  heroic 
treatment  and  thrombus  inhibition  is  not 
enough.  Thrombectomy  is  necessary. 

There  are  patients  in  whom  this  severe 
thrombosis  has  subsided  on  heparin  or  dex- 
tran therapy,  but  they  are  always  left  with 
venous  insufficiency.  Patients  treated  by 
thrombectomy  have  a dramatic  resolution  of 
symptoms  and  minimal  venous  insufficiency. 

In  the  milder  forms  of  deep-vein  phlebitis, 
it  makes  no  difference  whether  dextran  or 
heparin  is  used — the  results  are  the  same. 
As  the  disease  progresses,  it  is  wise  to  use 
both,  and  when  massive  thrombosis  exists 
both  are  not  enough,  and  thrombectomy  is 
indicated.  Both  heparin  and  dextran  satisfac- 
torily inhibit  thrombus  propagation  and  en- 
courage resolution  if  adequate  dosage  is  used. 
Depoheparin  is  not  adequate,  nor  is  a single 
500  cc.  unit  of  dextran.  There  are  certain 
situations  in  which  one  is  preferable  to  the 
other,  and  in  many  cases  both  work  well 
together.  In  some  types  of  postoperative  and 
post-parturient  patients  heparin  is  contra- 
indicated because  of  large  bleeding  surfaces, 
neurosurgical  procedures,  gastrointestinal 
bleeding,  and  frequent  intramuscular  injec- 
tions. Such  patients  can  be  well  treated  with 
dextran  without  endangering  their  lives  or 
comfort.  Obstetrical  patients  are  better  han- 
dled on  dextran  both  in  the  prenatal  state 
and  postpartum. 

Both  dextran  and  heparin  have  definite 
disadvantages  in  their  mode  of  administra- 
tion: to  be  effective,  both  must  be  given 


.50 


Rocky  Mountain  Medical  Journal 


intravenously.  Dextran  is  given  in  one  infu- 
’ sion,  lasting  from  2 to  4 hours,  but  allowing 
‘ the  patient  mobility  between,  while  heparin 
i should  be  given  by  injection  every  4 hours. 
Heparin  needs  to  be  controlled  by  frequent 
clotting  tests;  this  is  unnecessary  with  dex- 
! tran. 

A certain  number  of  people  are  allergic 
to  dextran.  While  the  reaction  is  usually  urti- 
I carial  in  nature,  and  responds  easily  to  anti- 
i histamine  threapy,  it  is  uncomfortable  and 
I may  require  discontinuance  of  the  agent. 
Since  dextran  is  a volume  expander,  proper 


precautions  are  necessary  in  people  with 
limited  cardiovascular  reserve. 

While  both  dextran  and  heparin  have  their 
place  in  the  management  of  thrombophlebitis, 
the  true  challenge  lies  in  proper  evaluation 
of  the  disease.  No  drug  or  mechanical  agent 
can  replace  the  physician’s  judgment.  Each 
form  of  thrombophlebitis  should  be  handled 
differently,  and  the  decision  made  to  fit  the 
treatment  to  the  disease.  We  fall  short  by 
relying  upon  materia  medica  to  cure  the 
patient,  rather  than  relying  upon  ourselves  to 
control  the  treatment.  • 
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OTICE  OF  CORRECTION 


In  the  article,  “The  Therapeutic  Challenge  of  Advanced  Cancer  Patient,”  which  appeared 
in  the  December  issue  of  this  Journal,  the  following  errors  have  been  called  to  our  attention 
by  the  author: 

On  page  43,  second  column,  9 lines  from  the  bottom,  the  sentence  should  read:  “.  . . and 
if  such  criteria  are  lacking  ...” 

Page  46,  four  lines  from  the  bottom  in  the  second  column,  the  sentence  should  read: 
“.  . . may  be  given  x-ray  therapy  with  the  expectation  of  control  for  many  weeks  to  several 
months  ...” 
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Trichobezoars 


John  Q.  Gallagher,  MD,  Denver 


A case  report  illustrates  the  diagnosis, 
surgical  operation  and  psychiatric 
implications. 

Etiology  of  the  word  bezoar  is  not  positively 
known.  It  is  believed  to  have  originated  from 
the  Arabic  word  “bedsher”  meaning  counter- 
poison or  antidote.  Since  the  twelfth  century 
animal  bezoars  (for  example  from  goats) 
have  been  used  as  antidotes  to  poisons  and 
as  remedies  for  such  conditions  as  plague, 
leprosy  and  epilepsy.  Even  in  the  twentieth 
century  they  have  been  used  under  the 
curious  name  of  “mad  stones”  to  counteract 
poisons  and  to  prevent  disease.  The  first  de- 
scription of  a trichobezoar  was  reported  in 
1779  and  since  that  time  bezoars  have  become 
a medical  curiosity  of  some  importance,  es- 
pecially among  children  and  emotionally  dis- 
turbed individuals.  To  illustrate  what  proved 
to  be  a typical  pattern,  the  following  case 
report  is  presented. 

CASE  REPORT 

Pamela  was  a two-year-old  white  female  with 
a one  month  history  of  intermittent  abdominal 
pain  often  followed,  and  particularly  relieved  by, 
episodes  of  vomiting.  Her  mother  stated  that  the 
vomitus  was  extremely  foul  smelling.  On  close 
questioning  her  mother  admitted  that  the  child  in 
the  past  had  been  noted  to  pull  out  some  of  her 
hair  and  eat  this,  as  well  as  eating  bits  of  animal 
stuffing  and  pieces  from  the  curtains.  This  little 
girl  was  one  of  twins  in  an  apparently  normal 
household  of  five  children.  On  physical  examina- 
tion she  appeared  pale  and  listless.  There  was  a 
questionable  palpable  mass  in  the  upper  abdomen. 
Investigations  demonstrated  an  iron  deficiency 
anemia  with  a hematocrit  of  31%  and  a WBC  of 
14,000.  Complete  GI  series  revealed  a large  filling 
defect  in  the  stomach  which  was  best  noted  on  a 
3y2  hour  delayed  film. 

The  patient  was  hydrated,  whole  blood  ad- 
ministered, and  on  December  16,  1964,  at  lap- 
arotomy a distended  stomach  containing  a large 
trichobezoar  was  found  and  removed  through  a 
longitudinal  gastrotomy.  The  specimen  measured 
some  ten  centimeters  and  extended  or  “tailed” 


for  another  nine  centimeters  into  the  duodenum. 
She  had  an  uneventful  recovery  and  was  dis- 
charged to  her  home  on  the  sixth  postoperative 
day  with  a referral  to  the  University  of  Colorado 
Child  Psychiatry  Center.  After  one  year  of  out- 
patient treatment  there  she  was  discharged.  Recent 
follow-up  reveals  no  further  difficulty  or  history 
of  hair  ingestion. 


Fig.  1.  X-rays  of  abdomen,  3 hours  after  barium 
meal,  outlining  mass  in  stomach. 


There  have  been  less  than  300  cases  of 
trichobezoars  reported  in  the  world  litera- 
ture. DeBakey  and  Ochsner  in  1938  reviewed 
311  cases  of  bezoars  of  which  172  (55.3%) 
were  composed  of  hair.  A review  of  records 
at  Colorado  General  Hospital  revealed  no 
cases  of  trichobezoars  seen  or  treated  in  the 
past  42  years.  There  have  been,  however,  a 
number  of  cases  seen  in  the  community  hos- 
pitals in  and  around  Denver.  Trichobezoars 
may  appear  in  both  sexes,  and  the  age  of 
reported  cases  ranges  from  18  months  to  52 
years.  The  great  majority  occur  in  young 
females,  and  80  per  cent  of  all  reported  tricho- 
bezoars were  in  patients  less  than  30  years 
of  age.  Phytobezoars,  in  contrast,  are  more 
common  in  young  or  middle  aged  males.  De- 
scriptions of  the  symptom-complex  from  them 
parallels  almost  exactly  that  noted  in  the 
case  above. 

The  insidious  nature  of  the  illness,  con- 
sisting of  vague  epigastric  pressure  and  ano- 
rexia progressing  to  signs  of  partial  upper 
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Fig.  2.  Photograph  of  specimen  after  surgical 
removal. 

gastrointestinal  obstruction,  can  be  confus- 
ing. Weight  loss,  malaise,  and  an  iron  defi- 
ciency anemia  are  common.  Radiography  is 
helpful  in  demonstrating  that  the  opaque 
contrast  media  flows  easily  along  both  lesser 
and  greater  curvatures  of  the  stomach  and 
completely  surrounds  the  foreign  body.  Late 
films  generally  show  persistent  coating  of 
the  trichobezoar  with  barium.  Direct  visual- 
ization and  biopsy  via  gastroscopy  might  be 
used  if  there  were  doiibt  as  to  the  diagnosis. 
Trapping  of  other  foodstuffs  and  moisture 
contribute  to  large  size  of  some  trichobezoars. 
The  largest  recorded  was  6.5  pounds. 

Trichobezoar  is  not  an  innocuous  occur- 
rence. Complications  are  common  and  may 
be  severe.  Untreated  they  are  reported  to 
carry  as  high  as  70  per  cent  mortality — pri- 
marily from  obstruction  and  ulcer.  Gastric 
retention  and  increase  in  motility  and  acid 
secretion  due  to  the  presence  of  the  bezoar 
are  the  precipitating  factors  in  formation  of 
ulcers.  Most  occur  along  the  lesser  curve,  and 
are  reported  in  approximately  10  per  cent  of 
cases.  Prompt  removal  of  trichobezoars  will 
produce  relief  of  symptoms  and  healing  of  the 
ulcer.  Further  surgical  treatment  is  generally 
not  necessary. 


Although  diagnosis  is  not  difficult,  and 
surgical  approach  is  straightforward,  opera- 
tion and  removal  of  the  trichobezoar  is  not 
the  finale  in  treatment.  The  condition  is 
basically  psychiatric  and  therapy  is  only  be- 
gun with  removal  of  the  trichobezoar.  Psychi- 
atric approach  must  begin  with  an  adequate 
explanation  to  parents  of  the  emotional  caus- 
ation of  the  physical  symptoms.  Eating  hair  is 
generally  a sign  of  emotional  tension  which 
warrants  comprehensive  evaluation  of  child 
and  environment  so  that  underlying  stress 
may  be  removed  or  ameliorated.  This  phase 
of  treatment  obviously  falls  to  the  psychia- 
trist. Where  the  surgeon  leaves  off,  he  begins. 
Trichobezoars,  once  surgically  removed,  char- 
acteristically do  not  reappear,  although  many 
cases  of  recurrence  requiring  surgical  re- 
moval have  been  reported. 

Conclusion 

Diagnosis  of  trichobezoar  is  not  difficult 
and  can  be  made  largely  on  clinical  examina- 
tion provided  only  that  the  condition  be  kept 
in  mind.  Presence  of  a large,  firm,  mobile 
mass  in  the  epigastrium  associated  with  the 
characteristic  history  of  pain,  vomiting,  and 
hair  injestion  will  suggest  the  diagnosis,  and 
appearance  with  barium  meal  study  should 
conclude  the  investigations.  Anemia  is  com- 
mon and  complications  from  gastric  ulcer 
possible.  Surgical  removal,  although  defini- 
tive for  the  presenting  problem,  is  only  the 
beginning  of  therapy.  Complete  rehabilitation 
of  the  patient  with  assurance  of  no  recurrence 
of  the  condition  warrants  intensive  psycho- 
therapy under  direction  of  a psychiatrist. 
Compulsive  eating  of  hair  to  the  development 
of  a trichobezoar  in  the  stomach  is  generally 
a manifestation  of  the  patient’s  attempt  to 
cope  with  underlying  tensions,  usually  re- 
lated to  his  environment.  • 
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New 

low-cost  tetracycline/ antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


1.  diabetic  patients 


2.  nonpregnant  women  with  a history  of  recent 

or  recurrent  monilial  vaginitis  3.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetracycline  or  cortico- 
steroid therapy 


PRESCRIBING  INFORMATION.  For  complete  informi 
tion  consult  Official  Package  Circular,  indications:  Ic 
lections  of  respiratory,  gastrointestinal  and  genitourinar 
tracts  and  skin  and  soft  tissues  due  to  tetracycline'sens: 
five  organisms,  in  patients  with  increased  susceptibilit 
to  monilial  infections.  Contraindications:  The  drug 
contraindicated  in  patients  hypersensitive  to  its  comp< 
nents.  Warnings : Photodynamic  reactions  have  been  pr< 
duced  by  tetracyclines.  Natural  and  artificial  sunligl 
should  be  avoided  during  therapy.  Stop  treatment  if  skj 
discomfort  occurs.  With  renal  impairment,  systemic  acct 
mulation  and  hepatotoxicity  may  occur.  In  this  situatioi 
lower  doses  should  be  used.  Tooth  staining  and  enam< 
hypoplasia  may  be  induced  during  tooth  developmei 
(last  trimester  of  pregnancy,  neonatal  period  and  chili 
hood.)  Precautions:  Bacterial  superinfections  may  occu 
Infants  may  develop  Increased  intracranial  pressure  wii 
bulging  fontanels.  In  gonorrheal  therapy,  serologic  tes 
for  syphilis  should  be  conducted  initially  and  month 
for  3 months.  Adverse  Reactions:  Glossitis,  stomatiti 
nausea,  diarrhea,  flatulence,  proctitis,  vaginitis,  dermatiti 
and  allergic  reactions  may  occur.  Usual  Adult  Dosage: 
capsule  q.i.d.  Continue  for  10  days  in  Beta-hemolytic  strc 
tococcal  infections.  Administer  one  hour  before  or  t» 
hours  after  meals.  Supplied:  Capsules,  bottles  of  16  ai 
100.  Each  capsule  contains  tetracycline  phosphate  coi 
plex  equivalent  to  250  mg.  tetracycline  HCl  activity  at 
250,000  units  of  nystatin.  For  Oral  Suspension,  125  m 
tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  botth 


DDieTAI  I ®^*STOL  LABORATORIES 
pKIoIUL  Division  of  Bristol-Myers  Company 
I Syracuse,  New  York 


Tetrex-F 

Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  unit 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


Peripheral  vascular  disease* 


Medical  concepts  and  misconcepts 

Loren  F.  Blaney,  MD,  Denver 


The  common  entities  of  peripheral  vascular 
disease  are  briefly  reviewed,  with  particular 
reference  to  complaint  of  pain,  and  with 
attention  to  misconcepts  of  diagnosis 
and  treatment. 

The  presenting  complaint  of  the  majority  of 
patients  referred  to  the  Peripheral  Vascular 
Disease  Clinic  is  pain,  and  it  is  uncommon  for 
the  referring  physician  to  further  refine  his 
suspicion  of  vascular  disease  to  the  arteries, 
veins,  or  lymphatics.  The  anatomic  orienta- 
tion of  the  physical  examination  to  each  of 
these  systems,  as  well  as  to  the  skin,  nerves, 
bones,  and  joints,  is  essential  to  expeditiously 
and  accurately  identify  the  problem.  Physio- 
logical changes  and  pathologic  alterations 
may  then  be  studied,  and,  most  important, 
the  correlation  of  the  limb  findings  with  the 
associated  conditions,  which  these  patients 
always  have,  may  be  established.  Seldom  can 
wise  judgment  be  made  if  the  attention  is 
limited  to  the  extremities  alone. 

Disease  of  the  venous  system  presents  the 
greatest  hazard  to  life  in  venous  thrombo- 
embolism. A high  index  of  suspicion  for  this 
entity  is  essential,  for,  while  hard  to  prevent, 
it  is  responsive  to  proper  treatment.  Early 
signs  of  venous  clotting  are  subtle,  usually 
in  the  lower  limbs  or  pelvis,  and  often  not 
present  when  pulmonary  embolism  strikes. 
The  very  circumstances  around  which  throm- 
bo-embolism  develops  may  support  the  diag- 
nosis. Calf  muscle  rupture  or  hemorrhage  is 
associated  with  unusual  effort,  is  sudden  in 
onset,  and  often  followed  by  ecchymosis 
about  the  calf  or  ankle;  incidentally,  it  is 
usually  the  gastrocnemius  rather  than  the 
plantaris.  Acute  myositis  is  more  usually  bi- 
lateral. The  signs  of  lower  limb  thrombo- 
phlebitis then,  are  unilateral,  mild  pain  and 

‘Presented  at  the  96th  Annual  Session  of  the  Colorado  Medical 
Society  at  Colorado  Springs,  Sept.  27,  1966.  From  the 
Department  of  Medicine  and  Peripheral  Vascular  Disease 
Clinic,  University  of  Colorado  Medical  Center,  Denver, 
Colorado. 


tenderness  of  calf  muscles,  often  confusingly 
near  the  Achilles  tendon.  Increased  firmness 
of  one  calf  can  be  appreciated  in  the  supine 
patient  if  the  knees  are  flexed  to  permit  re- 
laxation of  the  posterior  leg  muscles.  As  the 
clot  propagates  from  the  sural  into  the  popli- 
teal veins,  prominence  of  superficial  veins 
appears,  along  with  pretibial  or  calf  edema. 
Palpation  of  the  veins  in  the  popliteal  space, 
in  Hunter’s  canal,  and  in  Scarpa’s  triangle 
takes  precedence  over  measurements  of  calf 
circumference,  tenderness  elicited  by  the  in- 
flated sphygmomanometer  cuff,  or  Homan’s 
sign.  Gross,  acute,  unilateral  limb  edema  is 
practically  always  due  to  ilio-femoral  vein 
thrombosis. 

The  variable  signs  and  symptoms  of  pul- 
monary embolism  include  apprehension, 
dyspnea,  pain  of  any  severity  and  any  loca- 
tion in  the  thorax  (but  usually  not  pleuritic) , 
signs  of  acute  pulmonary  hypertension,  and 
such  misleading  findings  as  gastro-intestinal 
symptoms,  mental  symptoms,  ocular  palsies, 
and  convulsions.  Death,  while  seldom  sudden, 
as  in  myocardial  infarction,  may  occur  at  any 
time,  and  it  more  likely  results  from  the  sub- 
sequent emboli  when  the  herald  attack  was 
not  appreciated  and  proper  treatment  was 
not  employed.  Remember  that  embolism  is 
not  synonymous  with  infarction.  Embolism, 
more  often  multiple,  may  or  may  not  be  fol- 
lowed by  infarction  after  a delay  of  two  or 
three  days.  Infarction  is  often  mistaken  for 
pneumonia  and  unwisely  treated  only  with 
antibiotics  without  benefit  of  bacteriological 
study.  Thrombo-embolism  per  se,  is  not  an 
infectious  disease;  septic  thrombo-embolic 
disease  is  rare. 

Thrombo-embolic  disease  is  a true  emer- 
gency, and  intravenous  heparin  is  specific. 
Blood  may  be  drawn  for  a clotting  time,  but 
it  is  not  wise  to  delay  heparin  for  the  labora- 
tory report.  About  75  mgs.  (1  mg/kg/body 
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weight)  intravenously  will  stop  the  clotting 
process  immediately  and  natural  fibrinolytic 
activity  will  lyse  a fresh  clot.  All  other  mea- 
sures are  distinctly  subordinate  to  heparin, 
of  little  value,  and  occasionally  harmful — the 
injudicious  use  of  heat  as  packs  or  cradles 
not  only  tucks  the  disease  away,  discouraging 
frequent  examination,  but  the  associated  im- 
mobility sets  the  stage  for  thrombo-embolism 
in  the  opposite  limb.  Should  occlusive  arterial 
disease  also  be  present,  the  diminished  blood 
flow  may  be  inadequate  to  dissipate  the  ex- 
cessive heat  and  thermal  burns  ensue.  Inter- 
mittent intravenous  heparin  is  then  the 
therapeutic  drug  for  10  days,  and  coumarin 
is  the  prophylactic  drug  for  100  days — cou- 
marin and  other  prothrombinopenic  drugs  are 
prophylactic  rather  than  therapeutic. 

Occlusive  arterial  disease  is  frequently 
asymptomatic  even  with  the  absence  of  pos- 
terior tibial  artery  pulsations.  The  dorsalis 
pedis  pulse  is  absent  as  an  anatomical  variant 
in  as  high  as  10%  of  some  series  of  young 
adults.  Lateral  palpation  will  often  disclose 
an  extension  of  the  peroneal  artery  as  the 
dorsal  artery  of  the  foot.  When  obstruction 
is  of  sufficient  degree,  blood  flow  will  not 
meet  the  metabolic  requirements  of  an  extra 
effort,  and  weakness  or  pain  will  appear. 
Intermittent  lameness  or  limping  of  horses 
was  first  shown  by  Bouley  in  1831,  to  be  due 
to  occlusive  arterial  disease  of  the  limbs,  and 
labeled  intermittent  claudication.  This  veter- 
inary symptom  has  come  to  be  diagnostic  in 
human  medicine.  It  is  not  present  at  rest, 
upon  standing,  or  upon  minimal  walking,  but 
occurs  after  a remarkably  reproducible  de- 
gree of  muscular  effort.  It  may  occur  in  the 
low  back,  hip,  thigh,  leg,  ankle,  or  foot,  and 
be  confused  with  musculo-skeletal  strains, 
arthritis,  protruded  lumbar  discs,  fallen 
arches,  plantar  neuromas,  osteoporosis,  and 
tight  shoes.  It  is  always  associated  with  ab- 
sent or  greatly  diminished  arterial  pulsations. 
Occlusive  arterial  disease  is  no  threat  to  life, 
very  little  to  limb,  and  commonly  of  little 
inconvenience  to  the  patient.  It  is  nearly 
always  due  to  artherosclerosis,  and  it  is  fre- 
quently associated  with  diabetes  and/or  hy- 
pertension. The  degree  of  focalization  of  this 
generalized  disease  in  the  arteries  serving 
the  heart  and  brain  determine  the  mortality 


and  morbidity  and  should,  therefore,  deter- 
mine the  appropriate  therapy.  The  medical 
regimen,  par  excellence,  is  walking  short  of 
tolerance  several  times  daily.  The  anoxia- 
induced  local  vasodilating  substances  have  no 
peer  on  the  pharmacist’s  shelf.  Prophylactic 
foot  care  should  be  emphasized  over  and  over 
again,  and  printed  instruction  sheets  should 
be  memorized  by  both  patient  and  his  care- 
taker. 

The  pain  of  ischemic  neuritis,  also  called 
rest  pain  or  pretrophic  pain,  and  often 
associated  with  ulceration  and  gangrene,  is 
persistent,  severe,  spasmotically  accentuated, 
nocturnal,  demoralizing,  and  intractible.  Ac- 
companying the  pain  of  ischemic  neuritis, 
there  may  be  an  associated  sympathetic  nerve 
dystrophy,  frequently  described  as  burning 
paraesthesia,  and  characterized  by  painful 
hyperaesthesia  of  the  part.  Temporary  inter- 
ruption of  sympathetic  activity  by  intra- 
arterial priscoline  or  para-vertebral  sym- 
pathetic nerve  block  commonly,  although 
briefly,  modifies  this  component  of  the  pain 
complex,  leaving  a residual  somatic  pain 
which  is  tolerable.  Thus  demonstrated,  this 
becomes  a major  indication  for  sympathec- 
tomy. Ethyl  alcohol,  flavored  as  desired,  and 
the  usual  analgesics  and  vasodilators  afford 
variable  palliation.  Trial  and  error  has  sug- 
gested many  other  remedies  of  which  tolbuta- 
mide (Orinase),  griseofulvin,  and  low  dose 
corticosteroids  have  on  occasion  been  effec- 
tive. The  pain  of  ischemic  neuritis  is  severe, 
and  narcotics  need  not  be  spared  to  control  it 
in  the  usual  elderly  patient. 

Severe  or  moderate  pain  cannot  be  at- 
tributed to  incompetent  varicosities  or  the 
post-phlebitic  syndrome  in  the  emotionally 
stable  patient.  Rather,  these  conditions  are 
either  asymptomatic,  or  give  rise  to  fullness 
and  dulll  aching  sensations  upon  prolonged 
standing.  Appropriate  supports  below  the 
knee  alleviate  this  discomfort. 

Cold  feet  result  from  normal  physiological 
arterial  vasoconstriction  to  conserve  central 
body  heat.  Abnormal  coolness,  with  or  with- 
out excessive  sweating,  is  a distressing  symp- 
tom and  may  be  accompanied  by  reduced 
arterial  pulsations  of  increased  vasomotor 
tone.  Cold  feet  may  be  a manifestation  of 
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peripheral  neuropathy;  the  sensation  is  then 
subjective,  and  there  is  no  evidence  of  de- 
creased blood  flow.  Even  raore  proximal 
neurological  lesions  in  trunk,  root,  or  cord 
may  cause  subjective  cold  sensations  suggest- 
ing a vascular  etiology.  To  be  sure,  there  is 
evidence  that  obstructive  disease  of  the 
microcirculation  is  involved  in  the  neuropa- 
thies of  diabetes.  However,  Dolman’s  neuro- 
pathological  studies  emphasize  the  frequency 
of  degenerative  changes  in  myelin  sheaths 
in  peripheral  sensory  nerves,  and  the  lack  of 
correlation  with  changes  in  the  small  blood 
vessels.  The  ischemic  diabetic  foot  often  pre- 
sents bounding  posterior  tibial  arterial  pulsa- 
tions, ischemia  being  caused  by  occlusive  dis- 
ease in  the  micro-circulation.  The  incidence 
of  sensory  peripheral  neuropathy  increases 
with  aging  per  se,  and  is  commonly  associated 
with  decreased  carbohydrate  tolerance.  With 
overt  diabetes,  a much  greater  incidence  is 
recorded. 

The  entrapment  of  a nerve  and  its  com- 
pression by  an  anatomic  variant  of  the 
musculo-skeletal  system,  congenital,  develop- 
mental, postural,  or  post-traumatic,  causes 
mechanical  irritation  and  inflammatory  re- 
sponse ranging  from  exudation  and  swelling 
to  degeneration  and  atrophy.  The  nutrient 
artery  may  be  compressed  and  cause  ischemic 
neuropathic  changes.  Then,  too,  adjacent 
blood  vessels,  as  in  the  thoracic  outlet  syn- 
drome, may  be  compressed.  Paresthesia, 
numbness,  and  tingling  are  common  to  both 
neurologic  and  vascular  compression.  The 
majority  of  cases  are  mild,  and  the  subjective 
complaints  are  seldom  localized  to  either 
nerve  root,  trunk,  or  branch,  distribution.  The 
dysesthesia  may  be  either  retrograde  or  pro- 
grade to  the  lesion.  With  development  of  ob- 
jective patterns  of  hypesthesia,  paresis,  and 
muscle  atrophy,  diagnosis  becomes  more  de- 
I finitive.  Irritation  of  the  sympathetic  efferent 
I nerve  components  causes  vasospasm  with  its 
I consequent  and  variable  coldness,  cyanosis, 
and  pallor.  Vasospasm,  per  se,  does  not  pro- 
duce necrosis. 


Restless  legs,  also  called  Ekbom  Syndrome 
or  Anxietas  tibiarum,  is  a puzzling,  subjective 
sensory  neuropathy  encountered  in  severe  to 
mild  form  in  5 per  cent  of  the  population, 
many  of  whom  are  seen  in  the  vascular  dis- 
ease clinics.  The  discomfort  is  bilateral,  deep, 
and  characteristically  appears  toward  eve- 
ning and  at  night.  It  involves  thighs,  arms, 
and  hands,  less  commonly.  The  sufferer  is 
forced  to  arise  from  his  bed  and  pace  the 
floor  for  relief.  The  majority  describe  the 
sensation  as  crawling,  creeping,  and  itching; 
but  a few  complain  of  aching.  The  symptoms 
may  appear  following  prolonged  sitting  dur- 
ing the  day  and  be  confused  with  radicul- 
opathy, herniated  discs,  sciatic  neuritis,  vari- 
cose veins,  etc.  While  physical  and  neurologic 
examinations  are  characteristically  normal, 
mental  status  examinations  often  demon- 
strate chronic  anxiety  and  depression.  In 
some  instances  the  pre-existence  of  abnormal 
mood  patterns  prior  to  onset  of  the  restless 
legs  syndrome  can  be  documented.  Reduction 
in  impulse  transmission  velocities  in  the 
peripheral  nerves  has  been  demonstrated. 
Associated  conditions  have  been  pregnancy, 
uremia,  iron  deficiency,  nutritional  diseases, 
cold  exposure,  and  phenergan  and  compazine 
administration.  Analgesics,  sedatives,  and 
placebos  are  variably  effective.  Search  for 
the  many  associated  or  causal  conditions  of 
peripheral  neuropathy  sometimes  yields  the 
etiology  and  a more  remediable  disease. 

Other  causes  of  peripheral  neuropathy  in- 
clude heavy  metal  toxins,  non-metal  toxins, 
bacterial  or  viral  or  treponemal  infections, 
allergy,  vitamin  deficiency,  endocrine  and 
metabolic  diseases,  neoplasms,  and,  yes, 
macro-  and  micro-peripheral  vascular  occlu- 
sive lesions  associated  with,  and  complicating, 
various  diseases  currently  classified  with 
hypersensitivity  and  self-rejection  phenom- 
ena. Even  the  mushroom  hunter  who  washes 
down  his  inky  caps  (coprinus  atramentarius, 
to  you)  with  spiritous  drinks,  may  develop 
flushing — the  tasty  little  dung  dwellers,  re- 
senting the  alcoholic  intrusion,  carry  their 
own  antabuse.  • 
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B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stres 
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Lead  poisoning* 


Ralph  T.  Richards,  MD,  Salt  Lake  City 


Regional  history  is  an  appropriate 
facet  o f our  regional  medical 
journal.  This  story  is  of  significant 
interest  in  the  territory  which 
we  serve. 

While  investigating,  from  the  hospital  angle, 
the  prevalence  of  lead  poisoning,  a fifty-year 
panorama  of  the  early  mining  development 
of  Utah  is  revealed.  A series  of  triumphs  and 
failures  dominates  the  picture.  Great  pro- 
ducers flash  across  the  scene,  fill  the  owners’ 
pockets  with  dividends  and  vanish,  with 
nothing  remaining  but  dumps  on  the  hillsides 
and  holes  in  the  ground.  Every  mining  camp 
in  Utah  tells  that  tragic  story. 

Every  normal  person  carries  a few  milli- 
grams of  lead  in  his  body.  It  is  constantly 
introduced  through  air,  water,  and  food.  It 
is  never  allowed  to  accumulate  to  the  point 
of  causing  symptoms  as  elimination,  princi- 
pally by  the  kidneys,  prevents  the  backing 
up  of  dangerous  amounts.  However,  when  an 
individual  is  exposed  to  an  abnormally  large 
amount  of  the  metal,  as  in  the  lead  industries, 
the  lead  accumulates  in  the  body  in  quantities 
sufficient  to  cause  lead  poisoning.  In  the 
United  States,  one  authority^  lists  lead  poison- 
ing still  as  the  most  important  of  industrial 
diseases,  although  the  relative  frequency  of 
occurrence  has  dropped  considerably  in  the 
last  fifteen  years.  Mining  and  smelting — so 
active  in  Utah — are  the  most  dangerous  of  the 
lead  industries  from  the  standpoint  of  lead 
poisoning. 

Review  of  over  20,000  diagnoses  listed  in 
the  records  of  the  St.  Mark’s  and  Holy  Cross 
Hospitals  reveals  over  6,000  cases  of  lead 
poisoning  between  1872  and  1903.  It  was  the 
most  frequent  disease  recorded  by  the  hos- 
pitals. Such  deplorable  conditions  have  never 

*This  is  Chapter  II  from  Dr.  Richards’  book  published 
by  the  University  of  Utah  Press  in  1953,  under  the  title 
“Of  Medicine,  Hospitals,  and  Doctors.” 

1 Russell  L.  Cecil,  Textbook  of  Medicine,  5th  ed.,  1940. 


been  duplicated  in  the  United  States,  al- 
though Mexico  has  several  mining  areas  as 
dangerous  as  those  in  Utah. 

In  an  attempt  to  evaluate  the  importance 
of  local  lead  poisonings,  all  sources  of  possible 
information  were  investigated.  Unfortunate- 
ly, there  are  no  existing  records  of  early 
mines  and  smelters.  Some  significant  data 
were  obtained  from  mining  and  smelting  offi- 
cials and  camp  physicians  active  in  the  1890’s 
and  during  subsequent  years.  Since  such  in- 
formation was  not  definite  enough  for  reliable 
statistical  analysis,  the  author  has  had  to  fall 
back  on  the  hospital  records,  while  acknowl- 
edging that  they  do  not  tell  the  whole  story. 
This  seems  to  be  the  time  to  place  on  record 
Utah’s  unique  experience,  as  no  similar  report 
has  ever  been  published.  One  large  part  of 
the  sources  has  been  destroyed,  so  that  it  is 
impossible  to  make  another  compilation  more 
complete  than  the  one  that  follows. 

Lead  poisoning  is  entered  in  the  admis- 
sion books  of  the  Salt  Lake  hospitals  under 
several  headings:  Lead  poisoning,  lead  intoxi- 
cation, plumbism,  lead  colic,  lead  paralysis, 
lead  palsy,  lead  delirium,  and  lead  paralysis 
of  the  brain.  Because  of  the  frequency  with 
which  the  diagnosis  had  to  be  written,  the 
clerks  usually  wrote  “Lead”  or  “L.  P.”  While 
abbreviation  saved  time,  the  Holy  Cross 
clerks  went  still  further  and  omitted  to  enter 
any  diagnosis  opposite  the  names  of  384  pa- 
tients from  the  lead  mines  and  smelters. 
These  omissions  were  during  the  most  active 
years  of  lead  production,  1884-87. 

Before  lead  can  produce  poisoning,  it 
must  be  absorbed  into  the  circulation  where 
it  is  distributed  throughout  the  body.  It  can 
cause  temporary  or  permanent  symptoms  af- 
fecting all  the  systems  of  the  body — circula- 
tion, muscles,  nervous  system,  bones,  liver, 
kidneys,  and  digestive  organs.  There  are  three 
bodily  portals  of  entry  for  the  dusts  in  the 
mines,  and  dust  and  fumes  in  the  smelters. 
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Lead  can  be  absorbed  from  the  alimentary 
tract  after  the  ingestion  of  lead-impregnated 
food.  This  lead  is  the  least  dangerous  because 
after  absorption  most  of  it  is  removed  by  the 
liver  and  harmlessly  excreted. 

The  skin  is  the  second  most  dangerous 
portal  of  entry.  Lead  is  readily  absorbed  from 
the  body  surface.  In  the  days  when  lead 
poisoning  was  most  prevalent,  the  miners 
worked  twelve  hours  a day  underground.  No 
baths  were  sytematically  taken  for  cleanli- 
ness; there  was  no  forced  ventilation  to  re- 
move the  dust.  The  clothes  worn  by  the 
workers  became  impregnated  with  lead  ore 
dust  and  were  seldom  changed.  Under  those 
conditions  the  victim  was  exposed  to  lead 
absorption  twenty-four  hours  a day  and  fre- 
quently succumbed  to  poisoning.  The  smelter 
workers  were  not  only  exposed  to  dust,  but 
in  addition  were  placed  in  contact  with  lead 
fumes  that  were  equally  liable  to  absorption 
through  the  skin. 

The  lungs  are  the  most  dangerous  portal 
of  entry.  The  dust  and  fumes,  passing  imme- 
diately into  the  general  circulation,  are  dis- 
tributed to  all  the  organs  of  the  body  to  pro- 
duce damage  in  accordance  with  the  amount 
delivered. 

The  physiology  of  lead  poisoning  was  little 
understood  in  the  early  days  of  Utah  mining 
when  the  disease  was  most  prevalent.  It  was 
known  that  a man  who  had  absorbed  too 
much  lead  might  suffer  from  a variety  of 
symptoms  that  were  weakening,  disabling, 
distressing,  or  painful.  The  doctors  treating 
the  disease  had  no  microscopic  or  chemical 
tests  to  aid  in  diagnosis  or  to  determine  the 
degree  of  toxicity.  Diagnosis  and  treatment 
were  based  solely  on  symptoms. 

In  the  early  days  it  was  known  that  a lead 
victim  was  usually  pale.  The  reason  for  that 
clinical  sign  is  now  known.  The  blood  is 
definitely  affected  by  lead,  which  diminishes 
the  amount  of  iron  in  the  red  corpuscles  and 
produces  anemia.  Some  of  the  red  corpuscles 
undergo  a granular  degeneration  called  “stip- 
pling.” Microscopic  counting  of  the  stippled 
cells  gives  an  index  to  the  amount  of  lead  in 
the  system.  Damaged  blood  loses  a part  of 
its  oxygen-carrying  power  and  weakens  the 
individual  affected.  This  test  is  periodically 
applied  to  workmen  in  lead  fabricating 


plants;  when  significant  stippling  is  found, 
the  workmen  are  removed  from  a lead  en- 
vironment to  avoid  intoxication. 

The  nerves  that  control  the  muscles  are 
occasionally  affected  by  plumbism,  causing 
paralysis  of  selected  muscle  groups.  In  order 
of  occurrence  of  these  paralyses  come  the 
wrist,  “wrist  drop”;  next,  the  ankles,  “ankle 
drop”;  and  finally,  the  muscles  of  the  shoul- 
ders. Although  paralysis  may  be  permanent, 
as  a rule  recovery  comes  in  six  to  eight 
months.  In  the  old  days  a second  attack  of 
paralysis  was  usually  permanent;  under  mod- 
ern treatment,  however,  a man  may  have  two 
or  even  three  attacks  of  paralysis  and  still 
be  returned  to  normal. 

The  brain  may  be  affected,  resulting  in 
acute  delirium  and  occasionally  actual  in- 
sanity or  death. 

Abdominal  colic  is  the  most  frequent 
symptom  in  cases  of  acute  lead  intoxication. 
The  pain  may  be  severe,  lasts  several  days, 
and  is  accompanied  by  stoppage  of  the  bowels. 
A dark  “lead  line,”  showing  a bluish  discolor- 
ation at  the  junction  of  the  gums  and  teeth, 
is  an  important  sign,  most  frequently  ob- 
served among  workmen  with  pyorrhea.  This 
discoloration  may  appear  before  other  symp- 
toms are  manifest,  a warning  that  the  work- 
man should  be  removed  from  a lead  environ- 
ment. 

The  symptoms  of  the  “lead”  cases  treated 
in  the  Salt  Lake  hospitals  followed  closely 
the  pattern  laid  down  in  the  immediately 
preceding  paragraphs.  The  “lead  line”  was 
frequently  observed,  delirium  and  insanity 
rarely.  Muscular  paralysis  occasionally  oc- 
curred, mostly  among  smelter  workers.  For 
some  unexplained  reason,  it  was  hard  to 
keep  paralysis  victims  from  returning  to 
work  before  recovery.  In  an  attempt  to  over- 
come “wrist  drop”  attendants  rigged  up  most 
ingenious  home-made  apparatus  with  rubber 
elastic  bands  as  substitutes  for  the  paralyzed 
extensor  muscles  of  the  wrist.  These  amateur 
appliances  were  quite  effective. 

Lead  colic  was  the  symptom  that  brought 
most  of  the  lead  poisoning  cases  to  the  hos- 
pitals. Many  of  the  victims  were  in  great 
pain  and  had  a stoppage  of  the  bowels.  The 
treatment — morphine  for  the  pain,  cathartics 
for  the  bowels — was  aimed  at  overcoming 
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those  two  symptoms.  As  a rule  six  to  ten 
days  elapsed  before  the  patients  were  com- 
fortable. When  they  were  asymptomatic,  they 
were  usually  discharged  as  semi-invalids  with 
two  to  four  weeks  of  disability  before  return- 
ing to  normal  employment.  One  mine  super- 
intendent operating  in  the  1880’s  said  that 
many  miners  returned  to  work  before  full 
recovery;  recurrence  of  the  disease  was  fre- 
quent among  that  group. 

It  was  common  practice  to  supplement 
the  morphine  and  cathartic  medication  with 
large  doses  of  potassium  iodide  because  of  an 
unsupported  theory  that  lead  iodide  was 
readily  soluble  and  would  hasten  excretion 
of  the  lead.  Later,  common  salt  was  given 
on  the  supposition  that  lead  chloride  was 
more  soluble  than  the  iodide.  During  the 
early  1900’s  the  author’s  personal  observation 
of  treatment  of  many  cases  of  plumbism  from 
the  Park  City  mines  found  no  evidence  that 
the  medication  was  beneficial. 

The  effective  modern  rational  treatment 
of  lead  poisoning  is  based  on  calcium  chem- 
istry. Calcium  is  a substance  present  in  all 
the  tissues  of  the  body  and  very  abundantly 
in  the  bones.  It  is  the  lime  that  gives  strength 
to  bones.  Experimental  workers  demonstrated 
that  lead  and  calcium  have  an  affinity  for 
each  other,  a sort  of  Ruth  and  Naomi  com- 
pact— “Whither  thou  goest,  I will  go,  and 
where  thou  lodgest,  I will  lodge.”  Physiologi- 
cally, this  solved  a serious  problem.  Previous 
observation  had  revealed  that  when  excess 
calcium  is  taken  into  the  body,  it  is  quickly 
deposited  in  the  long  bones.  If  lead  is  also 
present,  it  is  picked  up  by  the  calcium  and 
both  substances  find  a resting  place  in  the 
bones,  where  the  lead  is  inert  as  far  as  pro- 
ducing symptoms  is  concerned.  To  make  this 
process  more  rapid,  lead  cases  are  fed  milk 
and  eggs  and  certain  vegetables,  all  contain- 
ing large  amounts  of  calcium,  and  a solution 
of  calcium  is  injected  into  the  blood.  Within 
twenty-four  hours  a patient  so  treated  is 
usually  free  from  symptoms.  Many  industrial 
physicians  treat  lead  poisoning  with  injec- 
tions of  sodium  thiosulphate  with  excellent 
results.  Although  several  other  drugs  are  in 
use,  they  are  inferior  to  those  mentioned. 

While  there  has  been  vast  improvement 
in  methods  of  diagnosing  and  treating  victims 
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of  lead  poisoning,  there  have  been  greater 
advances  in  prevention.  These  have  been 
brought  about  by  coordinated  work  among 
all  departments  of  the  fabricating  plants  and 
mines,  principally  the  laboratories,  plant  de- 
signers, safety  engineers  and  industrial  physi- 
cians. Detailed  discussion  of  all  the  safety 
measures  they  have  found  effective  is  im- 
possible here.  In  the  Utah  area,  generally 
speaking,  most  of  the  mines  and  smelters 
were  backward  about  utilizing  modern  safety 
measures,  but  still  did  a fairly  good  job. 
Leasers  had  the  highest  per  capita  incidence 
of  lead  poisoning  because  they  ignored  the 
safety  measures  introduced  by  the  operating 
companies. 

In  1941,  when  the  State  of  Utah  realized 
that  the  miners  and  smelter  workers  in  the 
State  were  not  being  fully  protected,  the 
legislature  passed  the  “Occupational  Disease 
Disability  Law.”  Since  the  passage  of  that 
law,  operating  companies  have  been  forced 
to  avoid  legal  responsibility  by  bringing  their 
prevention  programs  up  to  modern  standards. 
In  September,  1951,  a member  of  the  Indus- 
trial Commission  of  the  State  of  Utah  said: 
“Following  the  enactment  of  the  Occupa- 
tional Disease  Law,  there  was  a marked 
diminution  in  the  number  of  lead  poisonings 
and  now  the  Commission  rarely  has  any 
cases  coming  up  for  adjudication.”  The  hos- 
pital records  show  a like  diminution  since 
1941. 

An  effort  to  obtain  statistical  information 
of  Utah  experience  was  partially  successful. 
One  company  permitted  access  to  their  files 
from  1914  to  1951.  This  company  averaged 
126  lead  poisonings  a year  from  1917  through 
1930.  In  1930  their  plant  was  redesigned  for 
efficiency  and  safety.  From  1931  to  1950  the 
annual  incidence  was  less  than  three,  a splen- 
did demonstration  of  one  effective  method  of 
prevention. 

A safety  engineer  of  twenty-five  years’ 
experience,  including  supervision  of  one  lead 
smelter  and  several  mines  in  this  area,  pre- 
pared the  following  list  of  the  preventive 
measures  adopted  by  his  company.  He  stated 
that  several  other  corporations  in  Utah  had 
introduced  similar  programs. 

1910.  First  safety  measures.  Established  lunch 
rooms  and  advised  workmen  to  wash  their  hands 
before  eating.  This  was  not  compulsory. 


1912.  Abandoned  all  dry  grinding  of  complex 
ores. 

1915.  Change  rooms  and  bath  houses.  Not  com- 
pulsory until  1920.  After  that  date,  workmen  had 
to  bathe  after  each  shift  and  wear  clean  clothes 
on  resuming  work  the  next  day. 

1920.  Gave  respirators  or  “masks”  to  the  work- 
men, most  of  whom  refused  to  wear  the  uncom- 
fortable appliances,  thus  thwarting  their  effective- 
ness. 

1930.  Instructed  their  employees  exposed  to 
lead  to  “drink  lots  of  milk”;  administered  daily 
medication  of  calcium  gluconate  to  drive  the  lead 
into  the  bones. 

1935.  Introduced  periodic  stipple  cell  counts. 

1940.  Began  the  use  of  high  velocity  fans  and 
vacuum  suction  to  remove  dust  and  smelter  fumes. 

1941.  Made  periodic  chemical  examination  of 
urine  for  the  early  detection  of  excess  lead. 

The  engineer  who  furnished  the  above 
data  admitted  that  his  company  was  tardy  in 
adopting  other  safety  measures  until  com- 
pelled to  do  so  after  the  passage  of  the  Occu- 
pational Disease  Act  of  1941. 

In  the  absence  of  records  of  the  known 
diminution  in  the  number  of  lead  poisonings 
since  1915,  it  is  difficult  to  estimate  the  effect 
of  the  various  preventive  measures  intro- 
duced. It  is  known  that  they  were  markedly 
beneficial,  but  true  measures  of  their  efficacy 
are  a matter  of  guesswork. 

Up  to  this  point  we  have  attempted  only 
a brief  non-technical  discussion  of  the  gener- 
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HOLY  CROSS  HOSPITAL 


2.688  CASES  OF  LEAD  POISONING 


alities  of  lead  poisoning  to  enable  the  general 
reader  to  appreciate  the  significance  of  the 
great  outbreak  of  the  disease  in  Utah.  The 
information  about  to  be  tabulated  was  com- 
piled by  inspecting  every  diagnosis  entered 
in  the  admission  books  of  St.  Mark’s  and 
Holy  Cross  hospitals  from  1872  to  1903  inclu- 
sive. This  period  will  be  discussed  as  a sep- 
1 arate  entity,  to  be  followed  by  consideration 
; of  a second  period  covering  the  years  from 
1904  to  1950. 

I 

First  period,  1872-1903 

St.  Mark’s  Hospital  was  the  only  institu- 
i tion  in  Salt  Lake  City  with  any  records  of 
lead  poisoning  from  1872  to  1884.  Thirty-nine 
j hundred  twenty  patients  were  admitted,  2,030 
were  suffering  from  some  form  of  plumbism, 
an  average  of  170  cases  a year. 

Chart  I shows  the  total  lead  poisoning 
census  of  St.  Mark’s  from  the  beginning  to 
I the  end  of  the  hospital’s  continuous  records. 
I The  figures  thereon  will  be  used  in  a later 
: summary. 

j Chart  H deals  with  the  situation  at  the 
Holy  Cross  Hospital.  That  institution  admit- 
ted a few  cases  of  lead  poisoning  during  the 
latter  part  of  December,  1883,  when  the  new 
building  was  finished.  In  1884,  when  it  was 
in  full  operation,  several  of  the  mines  and 
smelters  routed  their  patients  to  the  Holy 
Cross  instead  of  to  St.  Mark’s. 

Chart  III,  a combination  of  I and  II,  gives 
a more  definite  idea  of  the  chronological 
occurrence  of  plumbism  than  do  the  records 


of  the  separate  hospitals.  The  most  striking 
feature  of  the  chart  is  the  peak  of  641  cases 
in  1884.  The  upcurve  started  in  1882,  with 
the  opening  of  the  Horn  Silver  Mine  near 
Frisco,  Utah,  aided  by  the  Old  Telegraph  and 
Lead  mines  of  Bingham,  Utah.  During  1884 
the  Horn  Silver  had  169  lead  poisonings  and 
the  Germania  Smelter,  which  processed  the 
Horn  Silver  ores,  153,  making  a grand  total 
from  those  two  sources  of  322.  If  this  figure 
were  deducted,  the  peak  on  the  chart  would 
disappear. 

CHART-III 

ST.  MARKS  a HOLY  CROSS  HOSPITALS 
6,394  LEAD  CASES 


for  April  1967 
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The  totals  on  the  charts  do  not  tell  the 
whole  story.  The  Holy  Cross  records  from 
the  beginning  of  the  hospital  in  1875  to 
December,  1883,  were  not  preserved.  When 
the  new  hospital  was  dedicated  in  December, 
1883,  the  Salt  Lake  Tribune  announced  that 
“3,500  cases  had  been  treated  in  the  old  hos- 
pital.” Its  principal  function  was  to  care  for 
the  mining  and  smelting  casualties.  During 
the  period,  1875  to  1883,  50  per  cent  of  the 
cases  entering  St.  Mark’s  were  leaded.  It  is 
reasonable  to  assume  that  a similar  propor- 
tion of  like  cases,  approximately  1,750  in 
number,  patronized  the  Holy  Cross. 

From  1884  to  1887,  384  male  patients  from 
the  lead  mines  were  treated  at  the  Holy 
Cross,  but  no  diagnoses  were  recorded.  All 
of  these  were  probably  “lead”  cases. 

Combining  the  three  figures  in  the  above 
paragraphs: 


Table  I 

Number  of  cases  on  Chart  III 6,384 

Probable  cases.  Holy  Cross,  1875-83 1,750 

Omitted  diagnoses,  Holy  Cross,  1884-87 384 


Total 8,518 


Further  analysis  is  necessary  to  round  out 
the  picture.  Dr.  William  Donaher,  who  prac- 
ticed in  Park  City  in  the  1890’s,  told  me  in 
1946:  “There  were  four  physicians  in  the 
camp.  About  all  we  had  to  do  was  to  treat 
lead  poisoning.  We  could  take  as  good  care 
of  them  as  they  could  in  Salt  Lake  and  never 
sent  any  patient  to  the  hospital  unless  he 
requested  it  or  the  attack  was  very  severe. 
Well  under  10  per  cent  were  treated  in  Park 
City.”  Dr.  F.  E.  Stroup  of  Bingham  who 
started  to  practice  there  in  the  1890’s  said 
that  “about  10  per  cent”  were  hospitalized. 
Dr.  Steele  Bailey  of  Eureka  thought  the 
number  not  over  five  per  cent.  These  three 
physicians  were  careful  observers  and  their 
opinions  reliable.  To  be  on  the  safe  side  we 
accept  10  per  cent  as  the  proportion  of  hos- 
pitalizations. On  that  basis  of  calculation, 
Utah  probably  had  over  85,000  cases  of  lead 
poisoning  before  1904. 

Second  period,  1904-1950 

No  effort  was  made  to  continue  the  study 
of  lead  cases  in  the  hospitals  after  1903,  since, 
beginning  with  1904,  eight  years  of  the  ad- 
mission books  of  St.  Mark’s  Hospital  were 


destroyed  by  fire.  The  estimate  appearing 
below  is  based  entirely  on  hearsay  and  on 
the  more  or  less  reliable  memories  of  five 
smelter  officials,  nine  mine  and  smelter  phy- 
sicians, and  ten  mine  operators  covering  the 
period  from  1900  to  1945. 


Table  H 

Smelter  No.  1 1,800  cases 

Smelter  No.  11  1,650  cases 

Smelter  No.  Ill  (complete  records) 755  cases 

Park  City  2,500  cases 

Bingham  3,500  cases 


10,205  cases 

Adding  that  number  to  the  estimate  of 
Period  No.  1 brings  the  total  to  95,000  cases 
of  lead  poisoning.  That  figure  is  not  final. 
The  Emma  mine,  most  active  in  1869-71,  must 
have  had  innumerable  unrecorded  cases  of 
lead  poisoning  as  the  miners  worked  through 
a single  tunnel  in  dry,  dusty,  dangerous  car- 
bonate ores  to  which  they  were  exposed 
twelve  hours  a day.  Four  mines  in  the  Tintic 
district  were  big  producers  in  1870-72,  but 
no  records  exist.  The  seven  Jesse  Knight 
mines  in  Tintic  district  produced  $10,000,000 
in  dividends.  These  properties  were  so  dan- 
gerous from  the  standpoint  of  lead  poisoning 
that  the  Superintendent,  E.  F.  Birch,  said  he 
never  allowed  a miner  to  work  in  ore  more 
than  a month  at  a time  because  if  he  stayed 
longer,  he  was  almost  certain  to  get  “leaded.” 
Mr.  Knight  maintained  a smelter  that  was 
active  for  several  years.  A Eureka  physician 
said  that  all  the  smelter  workmen  who  stayed 
on  the  job  for  a few  months  suffered  from 
plumbism.  Mr.  Knight  sent  his  cases,  when 
necessary,  to  a Provo  hospital — no  records. 
Much  further  evidence  of  unrecorded  lead 
poisonings  can  be  offered,  but  enough  is  here 
presented  to  justify  the  opinion  that  there 
probably  have  been  in  excess  of  100,000  cases 
of  lead  poisoning  in  Utah. 

The  sharp  decline  in  the  number  of  lead 
poisoning  cases  by  1904  is  graphically  de- 
picted on  Chart  III.  There  were  two  causes 
for  the  decline: 

1.  Change  in  the  character  of  the  ore 
mined.  This  gets  to  the  very  heart  of  the  prob- 
lem. There  were  many  mines  with  rich  silver 
ore  carrying  a high  percentage  of  lead.  From 
five  to  seven  hundred  feet  beneath  the  sur- 
face, the  ground  was  dry,  and  mining  and 
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mucking  created  a large  amount  of  dust.  The 
lead  in  the  dust  was  in  the  form  of  carbonates, 
the  most  soluble  common  form  of  lead  ore 
and,  therefore,  the  most  readily  absorbed.  As 
the  mines  went  deeper,  they  changed  from 
“dry”  to  “wet.”  The  wet  ores  were  mostly 
sulphides  and  could  be  worked  with  little 
dust,  which  was  more  insoluble  than  the 
carbonates,  less  readily  absorbed,  and,  there- 
fore, less  inclined  to  cause  plumbism. 

2.  The  price  of  silver.  During  the  first 
thirty  years  of  Utah  mining  gold,  copper,  and 
zinc  were  not  profitable.  Lead  was  so  cheap 
(averaging  from  three  to  four  cents  a pound) 
that  it  was  not  sought  after  primarily,  though 
as  a byproduct  of  silver  mining  it  had  con- 
siderable value,  especially  near  the  surface 
where  high  percentages  frequently  prevailed. 
The  high  price  of  silver  furnished  the  incen- 
tive for  the  opening  of  most  of  the  mines 
in  the  1870’s  and  early  eighties.  In  1873  an 
ounce  of  silver  sold  for  $1,298,  but  steadily 
declined  in  price  to  $1,064  in  1884.  In  1885, 
the  price  was  $1,053;  the  next  year  it  was 
$0.99,  but  steadily  declined  to  $0,511  in  1915, 
and  never  rose  above  one  dollar  until  1909. 
We  are  not,  however,  interested  in  these  later 
years,  but  only  in  the  period  from  1886  to 
the  end  of  the  graphic  curve  on  the  chart  in 
1903.  The  price  during  the  last  eighteen  years 
averaged  $0.73.  With  the  decline  in  price, 
many,  except  the  richest  mines,  closed  down. 
Diminished  numbers  of  lead  poisonings  fol- 

I lowed. 

j During  the  compilation  of  the  data  upon 
which  Chart  III  is  based,  every  case  of  the 
6,394  lead  poisonings  was  tabulated  accord- 
ing to  the  mine  or  smelter  where  it  originated. 
Two  hundred  and  four  mines  and  fourteen 
smelters  contributed  to  the  tragic  record. 
The  following  table  records  the  names  of  the 
principal  offenders: 


Table  III 

Cases  Totals 


Park  City 

Silver  King  218 

Daly  203 

Ontario  178 

Crescent  117 


716 

190 

182 

169 

91 

61 

58 

20 


771 

Tintic  District 

Bullion  Beck  161 

Eureka  Hill  141 


302 

Alta  District 

Flagstaff  63 

Prince  of  Wales 56 

Reed  & Benson  43 


162 

Ophir  District 

Hidden  Treasure  34 

Stockton 

Honorine  96 

Frisco 

Horn  Silver  852 

Fourteen  Smelters  1,374 


Total 4,307 


The  above  summary  leaves  186  mines  un- 
accounted for.  They  had  2,087  poisonings,  an 
average  of  eleven  each — none  of  them  over 
nineteen.  Small  producers  composed  this 
group,  and  most  of  them  operated  only  for 
a limited  period.  • 


Bingham  District 

Brooklyn  

Yosemite  

Old  Telegraph 
Spanish  Mine  . 

Lead  Mine  

Old  Jordan 

Mayflower  


for  April  196' 
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History  of  the  practice  of 
obstetrics  in  Utah* 


You  will  enjoy  this  fascinating  historic 
sketch  of  one  of  the  most  romantic 
periods  in  western  medicine. 

In  1950,  Doctor  Vernon  Ward  of  Ogden,  Utah, 
presented  to  this  society  a history  account 
of  the  practice  of  obstetrics  in  Utah.  Doctor 
Ward’s  discussion  was  concerned  with  meth- 
ods of  practice  involved  in  midwifery,  home 
delivery,  and  later  hospital  obstetrics.  There 
is  no  one  in  the  State  better  qualified  to  talk 
on  this  subject,  since  Doctor  Ward  has  per- 
sonally seen  all  three  types  of  practice,  and 
he  has  masterfully  discussed  them  in  his 
paper.  I would  recommend  it  to  any  of  you 
who  are  not  familiar  with  it. 

The  present  presentation  attempts  to  de- 
scribe the  practice  of  obstetrics  in  Utah  and 
its  practitioners,  from  the  Indian  midwife  to 
the  present-day  obstetrician.  I have  had  ac- 
cess to  the  Utah  Historical  Society  Library, 
the  Utah  Room  at  the  University  of  Utah,  and 
the  Latter-day  Saints  Hospital  Archives  in 
order  to  obtain  the  material  for  this  paper. 
I am  deeply  indebted  to  Doctor  Everett  L. 
Cooley  of  the  Historical  Society  for  the  kind 
of  help  he  has  given  me. 

The  practice  of  medicine  and  obstetrics  is 
so  closely  interwoven  with  the  early  history 
of  Utah  that  it  has  been  necessary  to  include 
some  history  of  the  Mormons  and  other  early 
settlers  of  Utah.  Before  Mexico  cast  off  Span- 
ish rule  and  became  politically  independent, 
Utah  was  part  of  the  Spanish  possession  in 
the  New  World.  Spaniards  were  the  first 
explorers  of  the  present  State  of  Utah.  The 
first  extensive  exploration  was  made  by 

•This  manuscript  is  a recapitulation  of  remarks  made  to 
the  Utah  Society  of  Obstetrics  and  Gynecology  in  the 
winter  of  1962.  Prepared  for  publication  by  Thomas  H. 
Kirschbaum,  Secretary  of  that  Society. 


Eugene  Wood,  MD,  Salt  Lake  City 


Escalante  and  Domingues,  Spanish  Padres, 
seeking  an  overland  route  to  the  Pacific  coast 
in  1776.  Crossing  southwestern  Colorado,  they 
entered  Utah  at  a point  where  the  Grand 
River  enters  the  state  and  continued  across 
the  Green  River.  Following  an  Indian  trail, 
they  crossed  the  Wasatch  Range  and  descend- 
ed Spanish  Fork  River  until  they  reached 
the  southern  shores  of  Utah  Lake.  Here  they 
camped  and  preached  to  the  Indians.  They 
heard  of  a lake  to  the  north  but  did  not  visit 
it.  They  directed  their  course  southwesterly, 
crossing  the  Sevier  Desert.  The  party  then 
became  disgruntled  and  returned  to  Santa  Fe, 
never  having  reached  California.  In  1830, 
three  separate  bands  of  trappers  covered  es- 
sentially the  same  course. 

Discovery  of  Great  Salt  Lake 

In  1811  and  1812,  northern  Utah  was  ex- 
plored by  Miller,  Hobach,  Robinson  and 
Rezuer.  They  detached  themselves  from  an 
overland  expedition  sent  by  John  Jacob  Astor 
to  trap  in  Eastern  Idaho.  Credit  is  usually 
given  Jim  Bridger  for  discovering  the  Great 
Salt  Lake.  He  came  to  Utah  with  a trapping 
expedition  sent  by  William  Ashley  of  St. 
Louis,  Missouri.  This  party  divided  into  de- 
tachments and  Bridger  accompanied  a group 
which  wintered  on  the  shores  of  the  Bear 
Lake.  Etienne  Provost  accompanied  a group 
which  is  said  to  have  camped  in  the  Great 
Salt  Lake  Valley.  Hence,  it  is  possible  that 
Provost  may  have  been  the  first  white  man 
in  the  valley.  In  1825,  Bridger,  when  seeking 
the  mouth  of  the  Bear  River,  found  a body  of 
salt  water  which  he  believed  to  be  an  arm  of 
the  Pacific  Ocean. 

It  is  difficult  to  determine  who  first  in- 
formed Brigham  Young  of  the  Great  Basin 
Territory,  or  how  accurately.  Whether  Young 
charted  his  course  by  means  of  supreme  faith 
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in  a divine  guiding  Providence  or  by  some 
more  material  means,  he  directed  his  route 
with  the  skill  of  a surveyor  or  civil  engineer. 
On  July  24,  1847,  with  a party  of  143  Mormon 
pilgrims,  he  entered  the  valley  of  the  Great 
Salt  Lake.  This  same  year,  on  May  7 the 
American  Medical  Association  was  organized 
in  Philadelphia.  Gold  was  discovered  at  Sut- 
ter’s Mill  near  Sacramento  in  California  in 
1848,  and  the  gold  rush  of  1849  brought  immi- 
grants and  gold  seekers  through  the  valley  in 
considerable  numbers. 

On  February  2,  1848,  the  war  with  Mexico 
ended,  resulting  in  the  Territory  of  Deseret 
becoming  a part  of  the  United  States.  Shortly 
thereafter,  a petition  for  statehood  was  sub- 
mitted to  The  Federal  Government  but  was 
refused.  Instead,  the  Territory  of  Utah  was 
formed  September  28, 1850,  and  since  Brigham 
Young  had  been  elected  Governor  by  its  habi- 
tants, he  was  appointed  Governor  of  the  Ter- 
ritory by  Millard  Fillmore,  then  president  of 
the  United  States.  Finally  on  January  4,  1896, 
Utah  became  the  45th  State  of  the  Union. 

Indian  medicine 

Indian  medicine,  of  course,  was  the  first 
type  of  medicine  practiced  in  Utah  and  fairly 
reliable  accounts  of  it  have  come  down 
through  history.  The  medicine  man  was  the 
only  doctor  available  to  the  Indian  and  was 
called  only  for  specific  types  of  illness.  Indian 
theory  taught  that  all  sickness  was  caused  by 
evil  spirits — little  devils  that  afflicted  and 
tormented  man.  The  job  of  the  Indian  practi- 
tioner then  was  to  drive  these  demons  away — 
to  eject  them  forcefully  if  necessary  from 
the  sick  or  so  to  harass  them  they  were  only 
too  glad  to  vacate.  Often  the  medicine  was  so 
repulsive  that  no  self-respecting  devil  would 
remain  in  its  presence.  The  Indian  doctor 
relied  upon  his  mystic  chant  to  drive  or  entice 
these  spirits  away.  The  chants  or  songs  were 
originally  given  him  by  spirits,  but  experi- 
ence and  experimentation  had  to  determine 
whether  said  spirit  was  a good  or  bad  fellow. 
A tree  must  be  judged  by  its  fruit,  and  in 
that  time,  before  more  temperate  white  man’s 
laws  interfered,  a doctor  found  to  be  dispens- 
ing bad  medicine  was  tortured  to  drive  out 
his  evil  enchantments,  or  even  put  to  death. 

Although  the  medicine  man  was  not  pres- 


ent at  the  confinement  of  an  Indian  mother, 
there  were  prescribed  rituals  which  the 
mother  and  father  had  to  conduct  before  the 
baby  was  born.  The  Paiute  God,  Shinob,  pro- 
nounced a decree  of  pain  and  sorrow  upon 
women,  but  he  also  promised  that  they  should 
be  preserved  in  child  bearing.  To  this  end  he 
gave  rules  to  the  Indians  which  were  to  be 
observed  by  both  parents  during  pregnancy 
and  in  the  period  of  purification  which  must 
follow.  The  mother  was  to  refrain  from  eating 
meats  and  fats,  particularly  during  her  last 
weeks  antepartum.  She  was  to  live  on  vege- 
tables, greens,  roots,  nuts,  and  bread  made 
from  any  of  the  seeds.  Her  foods  were  to  be 
solely  produced  by  and  out  of  the  earth;  she 
was  to  drink  only  cold  water. 

In  preparation  for  confinement,  a small 
closed  shelter  or  tent  was  set  up  at  a distance 
from  the  camp.  A hole  about  ten  inches  deep 
and  as  large  as  a bed  was  dug  in  the  center  of 
the  floor;  a pile  of  smooth  rocks  was  collected 
nearby.  When  labor  began,  a fire  was  built 
over  the  rocks  and  they  were  thoroughly 
heated  and  transferred  to  the  hole  inside  the 
tent.  Green  brush  and  boughs  were  laid  three 
to  four  inches  deep  over  the  hot  rocks  and 
the  woman’s  bed  was  placed  thereon.  Her 
drink  was  then  changed  to  hot  water,  of  which 
she  generously  partook.  The  application  of 
heat  in  this  manner,  both  inside  and  out,  was 
to  relax  the  muscles.  Up  to  this  point,  the 
husband  made  all  of  the  preparation,  he  then 
relinquished  responsibility  to  the  midwife. 
For  several  days  after  the  baby’s  birth,  the 
husband  was  to  remain  nearby,  but  outside 
the  tent.  He  was  to  put  a round  rock  under 
his  head  for  a pillow  so  that  if  he  dozed  off 
too  soundly,  his  head  would  roll  off  and  he 
would  awaken.  For  at  least  two  weeks  post- 
partum, both  mother  and  father  were  to  eat 
no  meat  or  fat.  They  were  to  live  on  plant 
foods,  and  for  a full  moon,  one  month,  to  drink 
only  warm  water.  At  the  end  of  this  time,  the 
purification  bath  was  given  to  both  and  nor- 
mal sexual  life  was  resumed. 

Mormon  opposition  to  doctors 

It  is  easy  to  understand  why  there  were 
no  qualified  doctors  in  the  territory  for  sev- 
eral years  after  the  arrival  of  the  pioneers 
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when  one  realizes  the  persecutions  and  pri- 
vations to  which  the  Mormons  were  sub- 
jected. Then,  too,  Mormon  belief  was  such 
that  the  leaders  were  opposed  to  the  people 
consulting  doctors  for  help  in  case  of  sickness. 
If  one  became  ill,  he  was  to  be  treated  by  the 
ministrations  of  the  brethren  of  the  priest- 
hood. There  are  records  of  speeches  by  Brig- 
ham Young  discouraging  the  brethren  from 
seeking  secular  help  when  they  were  sick.  As 
a result,  the  only  doctors  who  accompanied 
the  pioneers  from  Nauvoo,  Illinois,  to  Winter 
Quarters  on  the  Missouri  River  were  “Thomp- 
sonian Doctors.” 

These  practitioners  were  disciples  of 
Samuel  Thompson,  a self-taught  herbalist, 
born  in  1769.  His  concept  of  pathology  was 
that  heat  is  a manifestation  of  life  and  that 
cold  is  the  cause  of  all  disease.  “All  disorders 
arise  directly  from  obstructed  perspiration, 
which  is  always  caused  by  cold  or  want  of 
heat.”  In  essence,  the  Thompsonian  system 
for  treatment  was  as  follows:  1.  Cleanse  the 
body  with  emetics  and  enemas.  2.  Restore  lost 
heat  by  cayenne  pepper  internally,  hot  pads 
and  steam  externally.  3.  Carry  away  the  resi- 
due of  “canker”  by  doses  of  bayberry,  sumac 
and  red  raspberry.  Thompson  died  in  Boston 
in  1843  at  the  age  of  75  and  his  son  carried  on 
his  work.  Hundreds  of  botanical,  eclectic,  and 
physiomedical  sects  sprung  up  as  a result  of 
these  teachings.  Those  interested  could  re- 
ceive training  and  a diploma  for  $20.00  from 
a Thompsonian  School. 

Three  Thompsonian  physicians  who  en- 
tered the  Salt  Lake  Valley  with  the  first 
pioneers  were  Samuel  L.  Sprague,  and  Levi 
and  Willard  Richards.  Doctor  Sprague  was 
personal  physician  to  Brigham  Young  and  ac- 
companied him  on  all  of  his  trips.  Willard 
Richards  was  a cousin  of  Brigham  Young  and 
was  incarcerated  with  Joseph  and  Hyrum 
Smith  when  they  were  martyred  June  27, 
1844,  in  Carthage,  Illinois.  Willard  Richards 
was  a distinguished  leader  in  both  church  and 
civic  affairs  and  at  the  time  of  his  death 
March  11,  1854,  at  age  50,  was  one  of  the 
members  of  the  First  Presidency  of  the 
Latter-day  Saints  Church,  General  Church 
Historian,  President  of  the  Legislative  Coun- 
cil, Postmaster  of  Salt  Lake  City,  Recorder  of 


Marks  and  Brands,  Chairman  of  the  Board  of 
Education,  Chairman  of  the  Council  of  Health, 
and  Editor  of  the  Deseret  News.  He  published 
the  first  issue  of  that  paper  June  15,  1850,  in 
Salt  Lake  City. 

Difficulties  of  early  physicians 

To  further  illustrate  the  attitudes  of  the 
Mormon  Church  toward  trained  physicians, 
the  following  is  quoted  from  the  Deseret 
News  of  September  18,  1852,  as  written  by  its 
editor.  Doctor  Willard  Richards: 

Two  physicians  have  removed  to  one  of  our 
more  distant  settlements  and  have  gone  to  farming; 
three  more  have  taken  to  traveling  and  exploring 
the  country;  three  have  gone  to  California  to  dig 
for  gold  or  some  other  purpose;  and  one  has  gone  to 
distilling,  so  we  are  beginning  to  get  some  alcohol 
which  is  desirable  for  gentlemen’s  shoe-blacking, 
water  proofing,  chemical  analysis,  washing  the 
bodies  of  the  well  to  prevent  sickness,  and  the  sick 
that  they  may  be  made  well  when  such  there  be. 
Those  physicians  who  remained  have  very  little 
practice  and  will  soon  have  less  (we  hope). 

With  this  general  sentiment,  it  was  difficult 
for  a licensed  medical  doctor  to  earn  a living 
in  the  early  history  of  the  valley.  Another 
Thompsonian  physician  who  practiced  in 
Southern  Utah  was  Priddy  Meeks.  A complete 
journal  of  his  life  is  given  in  Volume  X of 
the  Utah  Historical  Quarterly.  The  following 
is  quoted  from  that  journal: 

In  Leeds,  Washington  County,  Utah,  I was  called 
to  see  a woman  in  childbed  that  could  not  be 
delivered  with  all  the  best  wisdom  and  talents  that 
were  to  be  had  among  the  women  of  that  county. 
Well,  she  was  in  a deplorable  condition.  She  had 
been  five  days  in  that  state  without  any  progress 
whatever,  all  hands  disheartened  and  the  case  given 
up.  There  she  lay  in  a cold,  lifeless  condition,  her 
strength  exhausted  and  her  pains  gone  and  little  if 
any  progress  made.  I commenced  a little  before 
sunset  and  by  eight  o’clock  in  the  morning  she  was 
comfortable  in  bed  with  a 12  pound  boy  by  her  side. 
But  it  was  dead  before  I commenced. 

Treatment:  I relaxed  her  system  to  the  flexibil- 
ity of  a wet  cloth  with  lobelia,  which  can  be  done  if 
persevered  in  sufficiently,  without  any  danger 
whatever.  It  is  perfectly  harmless.  At  the  same  time 
give  freely  of  cayenne  pepper  with  the  lobelia  in 
warm  teas  of  some  kind,  and  this  medicine  will 
diffuse  itself  through  the  whole  system  from  the 
top  of  the  head  to  the  end  of  the  toes,  removing 
obstructions  wherever  found  and  restoring  a 
healthy  action  whenever  needed,  increasing  vitality 
and  the  power  of  life-giving  strength  and  energy 
to  the  internal  forces;  and  in  that  condition  you 
cannot  prevent  her  delivery  according  to  the  Law 
of  Nature  which  is  the  Law  of  God,  and  by  letting 
her  alone  in  this  condition  the  pains  will  return 
just  as  natural  as  the  water  will  follow  the  ditch. 
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He  follows  with  a detailed  description  of  two 
other  deliveries  in  which  he  participated,  all 
resulted  in  perinatal  death.  By  Doctor  Meeks’ 
account,  lobelia  is  the  most  powerful  diffusive 
stimulant  known  to  medicine: 

After  taking  a dose,  it  instantly  permeates  the 
whole  system,  removing  obstructions  whenever 
found,  and  restoring  a healthy  action  whenever 
needed;  it  is  one  of  the  most  powerful  relaxants 
known  in  the  science  of  medicine,  and  yet  perfectly 
harmless  in  all  of  its  operations  upon  the  human 
system;  a surer,  quicker  and  more  powerful  anti- 
poison is  not  known  and  probably  never  will  be. 
The  same  dose  that  would  deliver  a dead  fetus 
speedily,  will  prevent  an  abortion  if  the  child  were 
alive.  You  need  not  inquire  of  the  patient  where 
or  what  the  nature  of  the  complaint.  Give  the 
lobelia  and  it  will  find  the  disease  and  assist  nature 
to  overcome  it.  It  will  not  act  upon  a dying  person. 

I have  gone  into  detail  to  demonstrate  the 
medical  prowess  of  early  practice  of  medicine 
in  this  area.  Fortunately,  most  of  the  pioneer 
women  were  delivered  by  skilled  and  un- 
skilled midwives.  Practically  all  of  the  babies 
that  were  born  during  the  time  the  people 
moved  from  Nauvoo,  Illinois,  to  Winter  Quar- 
ters and  from  Winter  Quarters  to  Salt  Lake 
City  were  delivered  by  midwives  without  any 
formal  training.  One  of  them  was  Mrs.  Patty 
Sessions.  Reading  from  her  diary  of  the  hard- 
ships that  she  encountered  in  delivery  while 
crossing  the  central  plains  induces  real  humil- 
ity, especially  in  comparison  with  the  many 
conveniences  available  today  to  assist  the  ob- 
stetrician. Mrs.  Sessions  was  born  in  1795  and 
at  the  age  of  17  married.  Shortly  thereafter 
she  commenced  the  practice  of  midwifery. 
Twenty-two  years  later  she  joined  the  Mor- 
mon Church  and  made  the  exodus  from  Nau- 
voo and  then  the  trek  across  the  plains  with 
one  of  the  early  wagon  trains.  She  drove  a 
four-ox  team  part  of  the  way  and  walked  the 
rest,  delivering  all  of  the  babies  born  on  the 
trip.  Arriving  in  Salt  Lake  Valley  September 
24,  1847,  she  delivered  the  first  male  child 
born  in  the  valley  two  days  later.  From  Sep- 
tember 26,  1847,  to  December  14,  1847,  she 
delivered  fourteen  babies  and  by  August  of 
1848  had  delivered  248  babies  in  the  valley. 
On  Setember  16,  1848  she  delivered  a woman 
of  twins,  both  “growing  together.”  On  Janu- 
ary 11,  1849  she  wrote: 

I was  called  to  Willard  Snow’s.  Susan  was  sick. 
I staid  all  day  and  all  night.  She  was  a cripple  and 
was  disformed  so  that  her  child  could  not  be  born 
without  instruments.  The  doctor  came  Friday 


morning  and  delivered  her  with  instruments.  The 
child  was  alive  but  the  mother  died  in  a few 
minutes — the  only  case  of  the  kind  I ever  wit- 
nessed. Although  I have  practiced  midwifery  for 
37  years  and  put  thousands  to  bed,  I never  saw  a 
woman  die  in  that  situation  before. 

There  are  only  two  other  complicated  cases 
recorded  in  her  diary.  One  of  these  involved 
a transverse  lie  with  a prolapsed  arm  result- 
ing in  a rupture  of  the  uterus  and  death  of 
both  mother  and  child.  The  second  was  an 
instance  of  impacted  fetal  shoulders  in  which 
she  failed  to  deliver  the  baby  and  both  died. 
She  delivered  a total  of  3,977  babies  and  died 
December  14,  1893,  at  the  age  of  99. 

Another  famous  Utah  midwife  was  Aunt 
Jody  Wood.  She  was  doctor  to  Bluff,  Utah, 
for  25  years.  She  often  gave  her  services  free, 
sometimes  accepting  fruit,  honey,  meat,  cloth 
or  anything  usable  as  payment.  Her  regular 
charge  was  $2.50  for  copfinement,  which  in- 
cluded care  for  both  mother  and  baby.  She 
did  the  washing  and  cooking  for  ten  days  and 
served  longer  when  necessary. 

Zina  Young,  wife  of  Brigham  Young,  was 
a well-trained  midwife.  She  brought  almost 
all  of  his  children  into  the  world  as  she  did 
hundreds  of  other  babies.  Other  midwives 
were  Margery  Lisk  Spence,  Janet  Downie 
Hardie,  Almena  Randall  Farr  and  Eliza  Wes- 
ley. All  of  these  women  received  special 
training  in  obstetrics.  The  natural  aversion  of 
the  average  young  woman  to  assistance  in 
childbirth  by  a male  physician  was  wide- 
spread and  deep-seated  among  the  early  Mor- 
mons. Though  it  was  only  the  manifestation 
of  sincere  modesty,  it  was  shared  most  ear- 
nestly by  the  average  pioneer  husband.  Thus, 
it  is  easy  to  understand  why  the  system  of 
midwifery  prevailed  almost  exclusively  in 
Utah  obstetrics  for  a great  many  years. 

Mr.  Frank  E.  Lees  of  the  Utah  State  Board 
of  Registration  gave  me  an  estimate  of  the 
number  of  midwives  who  had  practiced  in 
Utah.  Midwives  were  formerly  referred  to 
as  obstetricians  by  the  Board  of  Registration. 
The  first,  Mrs.  Grace,  registered  on  February 
11,  1893.  From  1893  to  1906  there  were  467 
registered  midwives.  From  1906  to  July,  1927, 
there  were  180  registered,  and  from  1927  to 
1932  there  were  207.  The  last  year  in  which 
midwives  were  required  to  register  was  1932; 
however,  there  are  now  six  registered  prac- 
ticing midwives  in  Utah. 
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Women  doctors  encouraged  to  practice 

In  the  great  colonization  of  Utah,  out  of 
the  urgency  for  proper  care  during  childbirth, 
a large  group  of  women  doctors  emerged.  It 
was  not  until  25  years  after  the  entrance  of 
the  Mormons  into  the  valleys  that  Brigham 
Young  asked  the  first  of  them,  Romania 
Bunnell  Pratt,  to  attend  Women’s  Medical 
College  in  Philadelphia.  Brigham  Young  gave 
many  sermons  in  the  tabernacle  and  a good 
many  of  them  were  later  designed  to  entice 
women  into  the  practice  of  medicine  so  that 
childbirth  could  be  made  easier  and  safer.  As 
a result,  the  number  of  female  doctors  in  Utah 
increased  until  there  was  a large  per  cent  of 
them  in  relation  to  the  population  elsewhere. 
The  first  woman  physician  in  Utah  was  Ellen 
B.  Ferguson.  She  announced  herself  as  a “spe- 
cialist in  diseases  of  women.”  However,  Doc- 
tor Romania  Bunnell  Pratt  was  considered 
the  first  native  Utahan  to  study  medicine. 
She  arrived  in  Utah  June  15,  1855,  in  an  inde- 
pendent company  of  fifty  wagons,  married 
Parley  P.  Pratt  on  February  23,  1859,  and 
bore  him  several  children.  After  listening  to 
one  of  Brigham  Young’s  sermons  she  decided 
to  study  medicine.  She  was  graduated  from 
the  Women’s  Medical  College  in  Philadelphia 
and  commenced  the  practice  in  1877.  The  same 
year  she  accepted  a position  as  resident 
physician  of  the  Deseret  Hospital.  She  was 
one  of  the  original  members  of  the  Board  of 
Directors  and  gained  a prominent  reputation 
in  obstetrics  both  as  teacher  and  practitioner. 

Martha  Hughes  Paul  was  born  in  1857  and 
was  graduated  from  the  University  of  Michi- 
gan Medical  School  in  1880.  She  became  the 
second  resident  physician  of  the  Deseret  Hos- 
pital and  while  there  met  and  married  Angus 
Munn  Cannon,  President  of  the  Salt  Lake 
Stake.  This  marriage  became  quite  complex 
when  she  defeated  her  husband  in  an  election 
for  State  Senator  and  became  the  first  woman 
in  the  United  States  to  be  elected  State 
Senator. 

Utah’s  “grand  ole  Lady,”  Ellis  R.  Shipp, 
was  born  at  a logging  camp  in  Davis  County 
Iowa  in  January  1847.  In  1852  her  grandfather, 
then  captain  of  a Mormon  company,  brought 
her  to  Salt  Lake  City.  After  being  graduated 
from  Women’s  Medical  College  in  Philadel- 


phia at  age  31,  she  commenced  practice  in 
Salt  Lake  City.  According  to  the  Utah  His- 
torical Quarterly  and  the  History  of  Medicine 
in  Utah  by  Blanche  Rose,  “Ellis  R.  Shipp  will 
ever  be  remembered  for  the  courses  in  nurs- 
ing and  obstetrics  which  she  organized  and 
conducted  for  so  many  years.  Hundreds  of 
women  went  out  from  her  classes  to  take  to 
all  corners  of  Utah  and  some  adjoining  states, 
instructions  in  the  basic  principles  of  obstet- 
rics and  home  nursing.  Only  a brave  mathe- 
matician would  attempt  to  compute  the 
number  of  infant  lives  which  were  saved,  and 
the  mothers  who  were  kept  from  the  infec- 
tions at  that  time  so  commonly  associated 
with  childbirth.”  Doctor  Shipp  died  in  1939 
at  age  92. 

These  four  women  were  by  modern  stand- 
ards actually  the  first  obstetricians  to  practice 
in  Utah.  They  had  a general  practice,  but  their 
specialty  was  obstetrics.  They  served  the  state 
well,  in  that  they  not  only  delivered  babies, 
but  they  set  up  classes  to  teach  basic  funda- 
mentals. 

Early  male  physicians 

At  this  time  mention  should  be  made  of 
the  early  male  physicians  in  Utah,  though 
they  actually  had  little  to  do  with  the  practice 
of  obstetrics.  John  Milton  Bernhisel  joined 
the  Latter-day  Saints  Church  in  1842  and 
when  the  Territory  of  Utah  was  created. 
Doctor  Bernhisel  was  elected  August  4,  1851, 
as  its  first  delegate  to  the  Federal  Congress. 
He  was  re-elected  in  1853,  1855,  and  1857.  He 
not  only  proved  a skillful  doctor,  but  was 
regarded  an  authority  on  economics  and  poli- 
tics. 

William  France  was  a graduate  of  the 
University  of  Glasgow  and  became  an  early 
Mormon  convert.  He  practiced  in  Utah  until 
his  death  in  1860. 

Washington  F.  Anderson  was  a famous 
early  physician  who  was  non-Mormon,  but 
was  nevertheless  welcomed  to  Utah  by  Brig- 
ham Young.  He  obtained  his  medical  educa- 
tion in  the  University  of  Virginia  in  1841  and 
at  the  University  of  Maryland  from  1842  to 
1844.  During  1842  and  1843  he  was  resident 
at  the  Baltimore  Alms  House  Hospital.  In  the 
early  1870’s  he  was  elected  president  of  the 
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first  Medical  Society  of  Utah.  He  did  much  to 
improve  the  quality  of  the  practice  of  general 
medicine  in  Utah  before  his  death  on  April 
21,  1903. 

Seymour  Bickwell  Young,  a nephew  of 
Brigham  Young,  was  also  a famous  early 
physician  who  did  much  to  improve  the  prac- 
tice of  medicine  in  the  state.  He  may  be 
considered  the  first  male  native  son  to  go 
into  the  field  of  medicine.  In  1855,  he  went  on 
a mission  to  England,  pushing  a hand  cart 
from  Utah  to  the  Missouri  River.  He  later  was 
graduated  from  the  University  of  Deseret  and 
received  his  medical  degree  from  the  College 
of  Physicians  and  Surgeons  of  New  York  City 
in  1872.  He  died  in  1924  at  the  age  of  87. 

First  hospital  opened 

The  first  hospital  in  Utah  known  to  have 
treated  bed  patients  was  opened  in  1852  by 
Doctor  Ezra  Williams.  He  assumed  the  title  of 
doctor  because  his  father  was  a Thompsonian 
licensee.  This  hospital  remained  open  until 
1853.  The  Transcontinental  Railroad,  com- 
pleted in  1869,  bringing  Utah’s  geographic 
isolation  to  an  end,  changed  the  whole  eco- 
nomic picture  of  the  territory  by  making  it 
possible  for  mines  to  operate  at  a profit.  This 
increased  economic  activity  and  the  influx  of 
miners  made  it  necessary  to  build  hospitals. 
St.  Mark’s  Hospital,  the  first  reputable  hos- 
pital in  Utah,  was  dedicated  on  April  30,  1872, 
and  was  located  on  the  corner  of  4th  South 
and  5th  East,  Salt  Lake  City.  In  1876  it  moved 
one  block  north  and  had  a capacity  of  twelve 
beds.  In  1893,  it  moved  to  its  present  location 
and  had  a capacity  of  thirty  beds.  In  1896,  the 
south  wing  complete,  increased  the  beds  to 
125.  The  admission  books  for  the  hospital  from 
July  1872  until  the  end  of  1903  show  16,839 
cases  admitted.  The  most  frequent  admitting 
diagnosis  was  lead  poisoning.  There  were 
very  few  women  delivered  in  the  hospital  and 
only  a few  gynecologic  operations  were  per- 
formed. Doctor  Wayne  Babcock,  former  Pro- 
fessor of  Surgery  at  Temple  University,  Phila- 
delphia, interned  at  St.  Mark’s  Hospital  in 
1893  and  1894  and  confirms  the  above  state- 
ment in  a letter  written  to  Doctor  Ralph 
Richards  in  1944.  He  stated,  “Deliveries  were 
rare.  I recall  one  nephrectomy,  one  trephine 
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for  a penknife  blade  driven  through  the  skull, 
partial  removal  of  adherent  ovarian  cyst  with 
drainage,  and  perhaps  a few  operations  on 
the  uterine  appendages.  I recall  no  appendec- 
tomy or  operation  upon  the  gallbladder  and 
no  open  reduction  of  a fracture.” 

The  Holy  Cross  Hospital  came  into  being 
in  1875  at  the  request  of  Reverend  Lawrence 
Scanlan,  who  later  became  the  first  Bishop 
of  Salt  Lake.  It  was  located  on  5th  East  be- 
tween South  Temple  and  1st  South  Streets 
and  then  had  a capacity  of  twelve  beds.  The 
present  location  was  purchased  in  1881.  The 
earliest  gynecologist  for  which  there  is  record 
was  Doctor  H.  N.  Niles.  He  was  admitted  to 
the  Holy  Cross  Hospital  Staff  in  1896  and 
from  1901  to  1905  he  performed  391  gyneco- 
logic operations.  Doctor  Ralph  Richards,  in 
his  book  “Of  Medicine,  Hospitals  and  Doc- 
tors,” states: 

All  of  Doctor  Niles’  operative  manipulations 
were  exceedingly  gentle  and  exact.  In  the  presence 
of  abdominal  adhesions  he  was  at  his  best,  and  few 
surgeons  surpassed  him  in  the  dissection  of  the 
female  pelvis.  Indeed,  he  so  impressed  me  that 
even  to  this  day  in  operating  in  the  presence  of 
adherent  pelvic  organs,  I apply  his  methods.  Many 
patients  in  my  hands  have  been  the  beneficiaries 
of  his  teaching. 

All  of  you  who  knew  and  worked  with 
Doctor  Richards  know  that  it  was  difficult  for 
him  to  compliment  another  surgeon  and 
therefore,  his  statement  makes  one  sure  that 
Doctor  Niles  was  highly  skilled  in  gynecologic 
surgery.  He  died  of  a stroke  in  1909  at  the 
age  of  54. 

The  first  hospital  in  Ogden,  Utah,  was 
established  by  the  city  about  1875  in  rooms 
in  a hotel  building  at  25th  Street  and  Grant 
Avenue.  Doctor  H.  J.  Power,  city  physician, 
was  in  charge.  It  later  closed  in  1882.  About 
1883,  the  Union  Pacific  Railroad  purchased  a 
building  to  function  as  a hospital  on  the  south 
side  of  28th  Street,  just  west  of  Adams  Street. 
It  was  supervised  by  Doctor  George  W. 
Perkins.  About  1891,  the  Ogden  Medical  and 
Surgical  Hospital  was  opened  but  it  closed  six 
years  later.  In  1897,  Doctors  Coultus,  Conroy, 
Osgood,  Dickson,  Pugmire,  E.  I.  Rich,  Ezra 
C.  Rich,  Gordon,  De  Witt,  Joyce  and  Hyde, 
leased  this  hospital  from  the  city. 

In  the  early  days  of  the  area,  the  medical 
needs  of  the  members  of  the  Latter-day  Saints 
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faith  were  met  by  the  Deseret  Hospital  in 
Salt  Lake  City.  This  hospital,  sponsored  by 
the  Latter-day  Saints  Women’s  Relief  Society, 
opened  July  17,  1882,  was  located  on  5th  East 
between  South  Temple  and  1st  South  Streets, 
and  was  primarily  used  as  a maternity  hos- 
pital. A school  for  the  purpose  of  educating 
midwives  and  training  nurses  was  established 
there.  In  1884  the  hospital  moved  to  occupy 
quarters  vacated  by  the  University  of  Deseret, 
and  increased  its  capacity  from  twelve  to 
fifty  beds.  The  cost  for  hospitalization  at  the 
Deseret  Hospital  was  $6.00  per  week.  Appar- 
ently because  few  women  wanted  to  be  de- 
livered in  a hospital,  it  closed  its  doors  in  1890. 

In  1895,  Doctor  W.  H.  Groves,  a dentist  in 
Salt  Lake  City,  was  persuaded  by  Doctor 
Joseph  Richards,  .father  of  Ralph  T.  Richards, 
to  endow  a hospital.  Doctor  Groves  died  in 
April,  1895,  of  a coronary  and  left  $85,000.00 
to  a hospital  to  be  named  “The  Doctor  W.  H. 
Groves  Latter-day  Saints  Hospital.”  The  hos- 
pital was  dedicated  January  3,  1905,  with 
Doctor  Joseph  Richards  its  first  medical  di- 
rector. 

The  Salt  Lake  General  Hospital  was 
founded  in  1910  and  was  first  known  as  the 
County  Infirmary  Hospital.  It  was  opened  to 
patients  on  May  12,  1912,  under  the  direction 
of  James  Sabine,  Jr.,  Doctor  A.  N.  Hansen 
being  the  first  County  Physician.  The  Thomas 
D.  Dee  Memorial  Hospital  was  opened  in 
Ogden  in  1910.  The  original  plant  was  built 
at  a cost  of  $110,000.00  donated  by  the  Dee 
family,  but  within  three  years  a $30,000.00 
deficit  accrued  so  its  financial  support  was 
assumed  by  the  Latter-day  Saints  Church, 
which  has  continued  to  operate  it. 

State  medical  school  established 

One  of  the  most  significant  factors  which 
effected  the  practice  of  medicine  in  Utah  was 
the  establishment  in  1905  of  a State  Medical 
School.  The  first  course  of  medicine  provided 
the  first  two  years  of  a four-year  course.  At 
that  time,  pre-medical  education  was  not  re- 
quired, but  a four-year  combined  course  of 
arts  and  medicine  was  given.  Students  were 
admitted  directly  to  medical  school  from  high 
school.  In  1909  the  requirements  were  raised 
to  include  two  years  of  college  work  and  in 


1924  they  were  again  increased  to  three  years 
of  college  work.  In  1943  it  became  a four-year 
medical  school.  Doctor  A.  Louis  Dippel  was 
its  first  Professor  of  Obstetrics  and  Gynecol- 
ogy. In  1944  he  was  replaced  by  Doctor 
Charles  E.  McLennan.  The  latter  moved  to 
Stanford  University  in  1947  and  the  pro- 
fessorship was  assumed  by  Doctor  Emil  G. 
Holmstrom,  who  had  a great  deal  to  do  with 
the  founding  of  this  society  in  1948.  Doctor 
Holmstrom  was  replaced  by  the  present  Pro- 
fessor of  Obstetrics  and  Gynecology,  Doctor 
Irwin  H.  Kaiser,  in  1959. 

Many  of  the  men  we  know  now  as 
surgeons  and  internists  delivered  babies  as 
general  practitioners  in  their  early  years  of 
practice.  Hospitals  were  erected  in  the  late 
eighteen  hundreds  and  early  nineteen  hun- 
dreds, but  most  women  preferred  confinement 
at  home.  In  1908,  in  the  Latter-day  Saints  Hos- 
pital there  were  only  36  babies  delivered. 
This  was  only  3%  of  the  1,136  patients  admit- 
ted that  year.  They  remained  in  the  hospital 
from  eleven  to  forty-nine  days,  so  apparently 
only  the  complicated  cases  were  admitted  to 
the  hospital.  By  1922  there  were  366  babies 
delivered  in  the  same  hospital.  This  was  8.7% 
of  the  4,195  admissions  and  the  patients  stayed 
for  an  average  of  ten  to  nineteen  days.  Doctors 
John  Sharp,  L.  A.  Stevenson,  T.  F.  H.  Morton, 
Openshaw,  Woolsey,  Grosbeck,  and  Hunter 
were  the  men  who  delivered  most  of  the 
babies  that  year.  In  1937  there  were  1,583 
deliveries  accounting  for  19%  of  the  8,000 
patients  admitted.  In  1947  there  were  4,600 
deliveries  or  28%  of  the  14,190  patients  ad- 
mitted. In  1957  there  were  6,197  births  or 
31.8%  of  the  19,000  patients  admitted.  In  1960 
in  the  State  of  Utah,  there  were  26,644  births; 
of  this  number  only  340  were  delivered  in  the 
home  and  198  delivered  by  someone  other 
than  a physician.  It  was  not  until  the  nineteen 
thirties  that  people  became  convinced  that 
hospital  deliver  was  safer  than  home  delivery. 

Obstetric  specialists 

Obstetrics  as  practiced  by  the  obstetrical 
specialist  is  a recent  phenomenon  in  Utah. 
The  earliest  obstetrical  specialist  who  con- 
fined his  work  solely  to  obstetrics  and  gyne- 
cology was  one  of  the  original  founders  of  the 
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Intermountain  Clinic  in  1919,  Doctor  William 
Hunter,  prominent  in  the  archives  of  the 
Latter-day  Saints  Hospital.  He  later  moved 
to  Los  Angeles.  The  Salt  Lake  Clinic  was 
founded  in  1915,  but  did  not  have  an  obste- 
trician originally  associated  with  them.  Most 
of  the  original  founders  delivered  babies  until 
William  Nebeker  took  over  as  first  Clinic 
obstetrician.  He  later  left  the  clinic  and  Doc- 
tor Mervyn  S.  Sanders  assumed  his  post. 

The  American  Board  of  Obstetrics  and 
Gynecology  was  founded  in  1930  and  the  first 
examination  was  given  in  1931.  The  following 
is  an  excerpt  from  a letter  received  from 
Robert  L.  Faulkner,  Executive  Secretary  and 
Treasurer  o,f  the  American  Board: 

In  reply  to  your  inquiry  of  April  27th,  I believe 
the  first  examination  given  by  this  Board  was  in 
1931,  although  up  until  1941,  those  doctors  who 
had  limited  their  practice  to  obstetrics  and/ or 
gynecology  for  a period  of  ten  years  or  more,  with 
adequate  special  training,  were  required  to  take 
the  oral,  clinical  and  laboratory  examination; 
whereas  the  younger  practitioners  with  five  or 
more  years  in  the  specialty,  had  to  take  both  the 
written  and  oral  examinations.  After  the  year  1941, 
all  applicants  were  obliged  to  take  both  the  written 
and  oral  examinations. 

Our  records  indicate  that  Doctor  Vernon 
L.  Ward  of  Ogden,  Utah,  was  the  first  doctor 
certified  in  that  state.  There  are  now  a total 
of  33  Board  certified  men  in  the  State  of  Utah. 
William  Nebeker,  Ray  T.  Woolsey,  and  J. 
Russell  Wheritt  later  passed  the  examination 
to  join  Doctor  Ward  as  the  early  certified 
specialists  in  this  state.  According  to  the  1961 
Rocky  Mountain  Medical  Directory  there  are 
60  physicians  in  the  State  of  Utah  confining 
their  work  to  obstetrics  and  gynecology. 

Maternal  and  perinatal  statistics 

The  following  figures  are  useful  in  demon- 
strating the  decline  in  Utah  maternal  and 
perinatal  mortality  rates  which  parallels  this 
story.  In  the  State  of  Utah  in  1927  the  popu- 
lation was  499,905;  there  were  12,871  live 
births  and  97  maternal  deaths;  699  infant 
deaths  and  304  stillbirths.  In  1960,  our  popula- 
tion was  895,000;  there  were  26,644  live  births 


and  5 maternal  deaths;  516  infant  deaths  and 
276  stillbirths.  This  is  a decrease  in  maternal 
deaths  from  7.5%  in  1927  to  0.2%  in  1960,  and 
a drop  in  infant  deaths  in  1927  from  54.3  to 
19.4  per  thousand  live  births  in  1960.  On  Oc- 
tober 15,  1962,  there  was  an  article  on  the 
front  page  of  the  American  Medical  Associa- 
tion News  stating  that  Utah  had  the  lowest 
fetal  death  rate  of  any  state  in  the  Union: 

The  U.  S.  infant  death  rate  has  decreased  by 
nearly  75  per  cent  since  World  War  I to  a record 
low  in  1961,  according  to  the  Health  Information 
Foundation.  A report  on  the  “diminishing  hazards 
of  infancy”  from  1915  to  the  present  said  that 
currently  about  one  in  40  American  babies  dies 
before  the  first  birthday,  wherein  in  1915  the  rate 
was  one  in  10. 

The  1961  mortality — 25.3  deaths  for  1,000  live 
births — was  slightly  lower  than  the  1960  rate  of 
25.7  and  continued  the  general  downward  trend 
attributable  to  significant  advances  against  infec- 
tive and  parasitic  diseases  and  respiratory  and 
digestive  disorder,  the  Foundation  said. 

At  present,  lowest  infant  death  rates  are  oc- 
curring in  the  West  North  Central  and  New  Eng- 
land states.  The  highest  in  the  South  Atlantic  and 
East  South  Central  states.  Utah,  the  state  with  the 
best  record,  had  only  20  deaths  per  1,000  live  births 
in  1961,  the  lowest  ever  recorded  for  any  state. 

“ Tf  the  level  of  survival  attained  in  Utah 
had  been  achieved  throughout  the  country 
last  year,’  Foundation  Director  George  Bug- 
bee  observed,  ‘some  27,000  more  infants  would 
have  lived.’  ” 

We  should  all  be  very  proud  of  this  record 
and  strive  to  do  everything  in  our  power  to 
make  the  rate  even  lower  than  it  is  now.  The 
modern  hospitals,  blood  banks,  antibiotics  and 
modern  transportation  make  the  practice  of 
obstetrics  today  much  more  desirable  than  i 
was  at  the  turn  of  the  century.  We  have  many 
advantages  as  modern  day  obstetricians  and 
we  should  be  grateful  and  humble  in  the 
heritage  we  have  received  from  our  sturdy 
forebearers.  I have  spent  a good  deal  of  time 
browsing  through  the  various  archives  of  the 
State  in  an  attempt  to  give  you  a fairly  accu- 
rate account  of  the  obstetrics  as  practiced  in 
the  past,  and  it  is  my  hope  that  you  appreci- 
ated and  enjoyed  this  material  as  much  as  I.  * 
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Solid  malignant  teratoma  of  the  ovary 

in  a 79-year-old  woman 


John  H.  Clifford,  MD,  and  Henry  W.  Toll,  Jr.,  MD,  Denver* 


It  is  the  purpose  of  this  article  to 
report  and  document  the  occurrence 
of  this  tumor  in  a woman  approaching 
the  end  of  her  eighth  decade. 


Malignant  teratomas  of  the  ovary  are  rarely- 
found  neoplasms,  usually  occurring  in  the 
second  decade^  and  constituting  0.015  per  cent 
of  the  ovarian  neoplasms.^  The  oldest  patient 
in  -whom  this  tumor  has  been  reported  was 
68  years,^  however,  this  report  was  not  well 
documented  by  photographs. 

Case  Report 

E.  P.  D.,  a 79-year-old  -white  female,  lost  18 
pounds  in  six  months  and  began  to  have  inter- 
mittent abdominal  pain,  nausea,  and  vomiting 
about  two  months  prior  to  seeing  her  physician. 
Pelvic  examination  revealed  a 6 cm.  left  pelvic 
mass.  An  exploratory  laparotomy  was  performed 
and  a bilateral  salpingo-oophorectomy  and  a bi- 
opsy of  the  anterior  abdominal  wall  were  done. 

The  right  ovarian  tissue  was  yellowish-gray, 
fragmented,  the  largest  individual  fragment  mea- 
suring 8 cm.  in  greatest  dimension.  The  left  ovary 
was  2.7  cm.  in  diameter.  Histologically  there  was 
total  replacement  of  the  right  ovary,  partial  re- 
placement of  the  left  ovary  and  metastases  to  the 
anterior  abdominal  wall  by  a malignant  neoplasm 
composed  of  bizarre  anaplastic  glands  (Fig.  1). 
Psammoma  bodies  were  present.  In  other  areas, 
solid  sheets  of  tumor  cells  suggesting  rudimentary 
embryonal  structures  were  seen  (Fig.  2). 

Two  weeks  following  surgery  she  was  referred 
to  Presbyterian  Hospital,  Denver,  for  radiation 
therapy.  She  received  tumor  dosage  of  3,000  R 


♦From  the  Department  of  Pathology,  Presbyterian  Medi- 
cal Center,  Denver.  The  microscopic  slides  of  the  surgical 
specimen  were  graciously  loaned  to  us  by  Physicians 
Laboratory,  Omaha,  Nebraska. 


Fig  1.  Right  ovary  (surgical  specimen).  Bizarre, 
anaplastic  glands  and  psammoma  bodies.  (Hemat- 
oxylin and  eosin,  x 80). 


external  radiation  to  the  abdomen  over  a period 
of  three  months.  She  expired  about  three  and 
one-half  months  following  surgery. 

Autopsy  disclosed  bilateral  bronchopneumonia 
and  tumor  metastases  to  the  liver,  abdominal  wall 
and  the  intestines.  Histologic  examination  of  the 
tumor  metastases  disclosed  the  same  pattern  noted 
in  the  surgical  specimen  and  in  addition  cartilage 
(Fig.  3)  and  squamous  epithelium  forming  keratin 
(Fig.  4).  Malignant  connective  tissue  stroma,  re- 
sembling smooth  muscle,  was  present  in  some 
areas.  No  neural  tissue  was  identified. 
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Fig.  2.  Right  ovary  (surgical  specimen) . Solid  sheet 
of  tumor  suggesting  a rudimentary  embryonal 
structure.  (Hematoxylin  and  eosin,  x 80). 


Fig.  4.  Metastasis  (autopsy  specimen) . Formation 
of  keratin  by  squamous  epithelium.  (Hematoxylin 
and  eosin,  x 240). 


Discussion 

The  occurrence  of  a malignant  teratoma 
in  an  individual  of  this  advanced  age  (79 
years)  has  not  hitherto  been  reported.  The 
patient  underwent  the  usual  treatment,  sur- 
gery and  radiation,  and  experienced  the  usual 
short-term  survival,^  living  only  three  and 
one-half  months  following  surgery.  Malignant 
cells  representing  ectoderm,  endoderm,  and 
mesoderm  were  present.  • 
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Fig.  3.  Metastasis  (autopsy  specimen).  Formation 
of  cartilage.  (Hematoxylin  and  eosin,  x 240). 
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Organic  brain  syndrome* 

Early  detection  in  the  child 


Jean  L.  McMahon,  MD,  Denver* 


As  MEDICINE  ADVANCES  with  use  of  antibiotics, 
exchange  transfusions,  improved  premature 
care,  and  new  obstetrical  technics,  the  child- 
hood mortality  rate  is  reduced  but  in  many 
instances  the  morbidity  is  increased  by  addi- 
tion of  mentally  and  physically  handicapped 
children.  Among  this  group  is  a substantial 
number  of  minimally  damaged  children — 
children  who  do  not  show  gross  abnormalities 
or  prominent  deviations  from  normal  growth 
patterns,  but  who  will  have  learning  or  be- 
havior problems  as  they  approach  school  age. 
These  are  children  who,  with  early  detection 
and  some  specific  help  in  the  preschool  years, 
can  compensate  well,  and  at  a later  date  can 
fit  into  a regular  school  program.  It  is  of 
utmost  importance  to  recognize  these  chil- 
dren before  they  have  floundered  in  school 
for  several  years  and  have  developed  the 
associated  emotional  overlay  or  have  been 
classified  as  retarded. 

The  problem  is  one  of  central  neurological 
dysfunction  affecting  the  concept  of  language 
or  symbols  in  either  or  both  visual  and  audi- 
tory areas.  Etiology  is  varied — genetic,  an- 

*Dr. McMahon  is  Director  of  Developmental  and  Evalu- 
ation Clinic,  Children’s  Hospital,  Denver. 


oxic,  traumatic.  This  is  a broad  field,  and 
one  that  concerns  professional  people  of  many 
disciplines.  I shall  discuss  the  problem  only 
as  it  relates  to  early  detection  by  the  pedia- 
trician or  family  physician,  in  order  that  he 
may  better  select  the  child  who  needs  further 
testing. 

Clues  to  this  syndrome  are  subtle.  There 
must  be  a number  of  them,  they  must  be  used 
in  relation  to  other  factors,  and  they  have 
to  be  collected  over  a period  of  one  or  two 
years.  This  is  not  an  abnormality  that  is 
easily  picked  up  in  a busy  office  with  appoint- 
ments every  fifteen  minutes  and  most  of  the 
children  presenting  because  of  acute  illness. 
Nor  is  it  seen  by  the  doctor  who  feels  that 
all  mothers  are  over-anxious  and  that  these 
are  variations  that  children  outgrow.  With 
awareness  of  the  problem,  interest,  encour- 
agement of  parents  to  bring  their  children 
in  for  routine  checks,  and  a minimal  addition 
of  time,  this  condition  can  be  suspected  early 
and  the  child  referred  for  definitive  testing 
before  three  or  four  years  of  age — thus  af- 
fording a leeway  of  two  or  three  years  for 
therapy,  if  indicated. 

In  case  histories  taken  on  some  2,000  chil- 
dren seen  in  the  speech  and  audiology  depart- 
ments, and  1,300  seen  in  the  Developmental 
and  Evaluation  Clinic,  there  are  many  state- 
ments that  keep  recurring  in  regard  to  this 
particular  group  of  children. 

1.  The  presenting  complaint  is  usually  re- 
ferable to  the  language  area.  It  ranges 
anywhere  from  no  speech  to  difficulty 
in  learning  to  read  and  write. 

2.  The  child  is  described  as  being  hyper- 
active, having  a short  attention  span, 
and  being  more  difficult  to  manage  than 
the  other  children. 

3.  There  is  occasionally  some  question  as 
to  how  well  the  child  hears. 

4.  It  is  frequently  stated  that  the  child 
is  awkward  or  clumsy.  His  physical  de- 
velopment has  been  normal  or  only  two 
to  three  months  behind  the  average. 

5.  Their  first  year  of  life  seems  to  have 
been  characterized  by  one  of  two  ex- 
tremes. The  child  was  so  good  that  they 
didn’t  know  they  had  a baby  in  the 
house;  he  slept  most  of  the  time,  never 
bothered  by  noises,  and  didn’t  vocalize 
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much.  At  the  other  end  of  the  spectrum 
he  is  described  as  having  had  “colic”, 
fussed  day  and  night,  had  innumerable 
changes  of  formula,  took  forever  to 
feed,  choked  easily,  and  was  slow  in 
adapting  to  solid  foods. 

On  physical  examination  there  is  nothing 
outstanding.  The  child  may  be  awkward  as 
he  runs,  and  his  fine  motor  activity  is  not 
too  well  controlled.  There  may  be  mixed 
dominance  or  a delay  in  establishing  handed- 
ness. Occasionally  there  may  be  some  mild 
paresis  of  the  face  or  of  an  extremity.  The 
electroencephalogram  is  more  often  than  not 
read  as  showing  an  abnormal  pattern  or  as 
being  poorly  organized.  The  ratio  of  boys  to 
girls  is  approximately  five  to  one. 

There  are  a variety  of  developmental  or 
communication  charts  that  can  be  used  by  a 
physician  in  his  office.  Most  of  them  require 
little  equipment  or  time  yet  provide  a sys- 
tematic followup  of  development  of  an  in- 
fant’s growth  in  hearing,  speech  and  language 
as  compared  to  his  overall  physical  develop- 
ment. 

If  there  is  any  doubt  about  the  normal 
development  of  reception  and  expression  of 
language,  the  child  should  be  followed  closely 
by  his  physician.  Some  children  are  “slow 
starters.”  Communication  patterns,  however, 
should  begin  to  “jell”  between  the  one  and 
two  year  level  or  problems  may  be  evidenced 
later  in  the  language  symbolic  areas  of  read- 
ing, writing  and  spelling.  The  two  year  level 
is  an  important  one.  If  there  is  an  obvious 
lack  of  communication  at  this  time,  the  physi- 
cian should  question  whether  or  not  there  is 


a possibility  of  a slowly  acquired  hearing 
loss,  infantile  aphasia,  a central  nervous  sys- 
tem disorder,  mild  mental  retardation  or  an 
emotional  factor.  The  more  obvious  difficul- 
ties involving  deafness,  cleft  palate,  cerebral 
palsy.  Mongolism  or  mental  deficiency  would 
have  been  diagnosed  before  this.  The  physi- 
cian should  discuss  the  matter  with  the  par- 
ents, not  for  the  purpose  of  alarming  them, 
but  to  give  them  suggestions  as  to  how  to 
stimulate  an  interest  in  speech  in  the  child. 
If  at  three  years  there  is  still  a definite  lag 
in  communication,  the  child  should  be  re- 
ferred to  a speech  clinic  for  full  testing  by 
the  audiologist,  the  speech  pathologist,  and 
the  psychologist. 

There  are  technics  that  help  these  children 
develop  language  concepts  and  compensate 
for  their  deficits  before  they  have  to  learn 
to  read,  write,  and  spell.  The  Children’s  Hos- 
pital has  had  a special  program  for  the  past 
seven  years  for  children  with  language  dis- 
orders. Four-hundred  and  fifty  children  have 
participated  in  this  program,  all  of  whom  are 
followed  for  at  least  five  years  after  their 
dismissal  from  it.  The  results  have  been  most 
gratifying. 

Summary 

By  adding  knowledge  of  normal  communi- 
cation patterns  to  knowledge  of  normal 
growth  and  development,  the  physician  can 
save  many  children  from  unfortunate  school 
experiences,  and  can  reduce  the  number  of 
frustrated  parents  who  have  been  blamed 
through  the  years  for  poor  behavior  and  sub- 
standard school  achievement  of  their  chil- 
dren. • 
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Shadow  or  substance 

Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 


Apothegm 

“To  their  second  and  sober  thoughts  . . 

— Matthew  Henry 

Clinical  data 

A 61-year-old  woman  was  admitted  for  vomit- 
ing and  intense  cramping  pain  of  24  hours  duration. 
One  week  earlier  she  had  been  discharged  from 
the  hospital  with  a diagnosis  of  penetrating  ulcer 
of  the  stomach  (Fig.  1,  arrow),  for  which  treatment 

I . ' 


» ■ ■ 


Fig.  1.  Upper  gastrointestinal  examination  shows 
lesion  of  posterior  wall  of  stomach. 

had  been  started.  She  had  been  having  abdominal 
pain  for  about  seven  months,  the  pain  lasting  for 
about  one  hour  and  then  relenting,  and  sometimes 
accompanied  by  nausea  and  vomiting.  These  epi- 
sodes occurred  two  to  three  times  a week.  Past 
history  revealed  a hysterectomy,  appendectomy 
and  recent  cystitis. 


Moderate  abdominal  distention,  moderate  ane- 
mia and  mild  electrolyte  imbalance  were  present. 
There  was  no  free  acid  in  the  stomach,  but  consid- 
erable secretions  were  found  after  a test  meal. 
Radiologic  study 

Another  gastrointestinal  examination  failed  to 
show  a gastric  abnormality.  Instead,  an  ulcerative 
lesion  of  the  jejunum  was  demonstrated  (Fig.  2, 
arrow),  with  partial  obstruction  present. 


Fig.  2.  Ulcerating  lesion  of  jejunum  demonstrated 
by  upper  gastrointestinal  examination. 


Clinical  course 

An  infiltrating  carcinoma  of  the  jejunum  was 
resected  which  extended  into  the  mesocolon;  there 
were  metastases  to  mesenteric  lymph  glands.  The 
patient’s  postoperative  condition  was  uneventful. 
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Epicrisis 

This  case  has  some  of  the  features  of  the 
Dudley-Klingenstein  syndrome.  Occasionally,  pa- 
tients with  a neoplasm  of  the  jejunum  have  symp- 
toms resembling  ulcer  disease,  but  usual  treatment 
fails  to  relieve  symptoms.  There  is  persistent 
melena  without  hematemesis.  It  is  important  to 
rule  out  jejunal  disease  in  such  clinical  situations 
by  repeated  roentgenologic  studies. 

A radiologic  note  is  in  order.  The  barium  pro- 
jection in  Fig.  1 looks  like  a real  ulcer,  but  was 
questioned,  since  it  could  not  be  shown  a week 
later,  at  which  time  the  patient’s  condition  had 


grown  worse.  Several  speculative  answers  are  pos- 
sible. Perhaps  the  most  attractive  is  to  consider  the 
possibility  of  contracting  circular  muscle  in  this 
portion  of  the  stomach  (junction  of  fundus  and 
body)  producing  a shadow  that  looks  like  an  ulcer, 
disturbing  the  clinician’s  diagnosis  and  destroying 
the  radiologist’s  equanimity. 

Note:  I am  indebted  to  Drs.  Richard  B.  Streeper  and 
Edward  O.  Goodrich  for  permission  to  present  this  material. 

REFERENCE 

1 Durham,  R.  H.:  Encyclopedia  of  Medical  Syndromes. 
Hoeber,  Inc.,  New  York,  N.  Y.,  1960,  pp.  158-159. 


NOTICE 

An  invitation  has  been  issued  to  physicians  who  specialize  in  physical  medicine  and 
rehabilitation  (PM&R)  to  spend  one  or  two  years  as  research  associates  in  a Veterans 
Administration  hospital  of  their  choice.  This  learn-by-doing  research  training  is  available 
at  four  major  PM&R  research  laboratories  or  at  any  of  VA’s  165  hospitals  with  a teach- 
ing-research PM&R  program. 

The  VA  will  pay  a research  associate  participating  in  this  program  $12,873  annually 
while  he  is  engaged  in  independent  research  as  a member  of  a team  of  staff  physicians 
and  professors  from  the  nation’s  finest  schools  of  medicine. 

Trainees  in  this  program  will  devote  three-quarters  of  their  time  to  research  and  train- 
ing in  their  field,  and  the  rest  to  teaching  and  clinical  medicine.  They  may  accept  faculty 
appointments  under  the  same  conditions  as  other  full-time  members  of  the  hospital  staff. 

Interested  physicians  should  contact  the  Chief,  Research  in  Physical  Medicine  and 
Education,  Department  of  Medicine  and  Surgery,  Veterans  Administration,  Central  Of- 
fice, Washington,  D.  C.  20420. 
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AS  YOU  LIKE  IT. 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  MD,  Las  Cruces,  New  Mexico 


1.  “It  is  a sad  but  relevant  commentary  on  human 
affairs  that  there  have  been  three  outstanding 
intellectual  achievements  in  science  in  this  century. 
They  are  the  understanding  of  nuclear  processes 
within  the  atom,  the  elucidation  of  how  the  nerve 
cells  in  the  brain  function  to  transmit  information, 
and  the  breaking  of  the  nucleic  acid  code  in  molec- 
ular biology. 

“From  the  first  two  we  have  developed  the 
hydrogen  bomb  and  the  nerve  gases.  One  could 
enumerate  many  minor  beneficial  effects,  but  from 
the  human  angle  they  are  trivial  compared  with 
the  threat  of  death  and  destruction  that  the  two 
weapons  hold  over  our  heads.  Viruses  are  geneti- 
cally controlled  and  are  the  only  organisms  that 
in  the  foreseeable  future  are  likely  to  be  subject 
to  manipulation  by  chemical  means.”  Sir  Macfar- 
lane  Burnet:  MEDICAL  WORLD  NEWS.  December 
2:58,  1966. 

2.  “(This)  age  when  available  hours  of  leisure 
have  become  inversely  proportional  to  the  level 
of  education.”  Pertinax:  BRITISH  MEDICAL 
JOURNAL.  February  29:553,  1964. 

3.  “Pain  radiating  to  the  arms  or  jaw,  although 
commonly  believed  to  indicate  cardiac  pain,  was 
found  not  infrequently  in  oesophagitis.  Precipita- 
tion by  exercise  (particularly  when  this  entailed 
straining  or  bending)  or  by  emotion  was  encoun- 
tered in  abcut  a quarter  of  the  patients  with 
undoubted  oesophageal  pain.  In  our  patients, 
oesophageal  pain  was  brought  on  by  food  much 
more  commonly  than  was  cardiac  pain,  and  this 
together  with  its  burning  character,  relation  to 
posture,  and  relief  by  antacid  was  the  most  valu- 
able pointer  towards  its  diagnosis.  The  most  diag- 
nostically useful  associated  features  were  dyspnea 
with  cardiac  pain  and  acid  reflux  into  the  mouth 
in  oesophageal  pain.”  John  R.  Bennett,  M.D., 
Michael  Atkinson,  M.  D.:  The  Differentiation  Be- 
tween Oesophageal  and  Cardiac  Pain,  THE  LAN- 
CET. November  1966,  Vol.  11,  1126. 


4.  “Russell  Howard  used  to  say  to  his  classes  at 
the  London  Hospital  that  patients  seemed  to  have 
no  backs — only  fronts.  They  were  examined  lying 
on  their  backs  and  were  prodded  carefully  to 
elicit  tenderness,  but  seldom  underwent  the  same 
procedure  lying  on  their  bellies.  Examination  of 
the  neck,  shoulders,  or  back  muscles  was  omitted 
or  perfunctory.”  Annotations,  THE  LANCET,  No- 
vember, 1966,  Vol.  II,  p.  1120. 

5.  “Before  ordering  an  angiogram,  remember  its 
limitations:  it  may  fail  to  show  an  occluded  vessel 
known  to  be  present;  may  show  a complete  occlu- 
sion that  later  is  found  to  be  incomplete;  or  may 
show  a partial  occlusion  that  is  not  an  occlusion 
at  all.  Despite  these  limitations,  angiography  re- 
mains the  best  aid  for  diagnosing  an  occlusion  of 
a cerebral  vessel  and  for  locating  it  in  the  neck  or 
cranium.  Also,  it’s  the  most  accurate  examination 
for  subdural  hematoma.”  Alpers,  B.  J.,  M.D.:  CON- 
SULTANT, Published  by  Smith,  Kline  & French. 
November-December,  1966,  p.  38. 

6.  “For  diagnosing  most  cases  of  myopathy,  periph- 
eral neuritis,  or  anterior  horn  disease,  an  electro- 
myogram (EMG)  is  not  necessary;  these  diseases 
are  apparent  from  their  clinical  symptoms.  In  fact, 
the  findings  from  an  EMG  may  even  be  misleading, 
for  they  could  be  completely  inconsistent  with  the 
clinical  ones.”  Ibid:  p.  39. 

7.  “Professional  bodies  are  forced  to  behave  and 
bargain  like  trade  unions,  mass  society  having 
degraded  the  profession  to  its  own  level.  At  the 
same  time  society  tries  to  get  the  best  of  both 
worlds  by  appealing  to  the  professional  conscience 
and  bleating  about  the  profession’s  ‘duty  to  so- 
ciety.’ But  Angus  Maude  claims  that  a doctor 
has  no  responsibility  to  society  at  all,  his  responsi- 
bility being  directly  to  his  patients  as  people  and 
to  his  profession  for  its  honor. 

“By  squeezing  the  professional  man’s  profit, 
society  may  end  by  taking  from  him  the  kind  of 
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countenance  that  matters  most — his  self-respect.” 
Lister,  J.,  M.D.,  “By  The  London  Post;  Medicine — 
Profession  or  Trade?”  The  New  England  Journal 
of  Medicine,  November  24:1189,  1966. 

8.  “Once  when  he  was  asked  what  difference  he 
noted  between  life  in  Europe  and  life  in  the  United 
States,  he  (Dr.  Franz  G.  Alexander)  said  that  in 
Europe  his  professional  life  had  been  an  appendage 
of  his  personal  life  but  in  America  the  opposite  was 
true.”  Alexander,  F.  G.,  M.D.  (Obituary),  The 
Lancet,  March  28:729,  1964. 

9.  “First,  as  to  conferences  and  congresses.  These 
are  almost  wholly  a waste  of  time  and  money;  in 
Europe  many  of  them  are  mounted  merely  to  lure 
foreign  visitors  and  their  currency.  The  proceed- 
ings have  reduced  themselves  to  absurdity.  Some- 
one gets  up  for  five  minutes,  gabbles  his  message 
(which  in  any  case  is  already  in  print),  and  pro- 
jects the  slides,  without  which  no  “communication” 
can  be  held  to  be  respectable.  Often  his  audience 
is  limited  to  others  waiting  impatiently  for  their 
five  minutes  at  the  rostrum.”  “The  Wandervogel 
Syndrome,”  The  Lancet,  11:1411,  1966. 

10.  “It  needs  to  be  said  that  the  preoccupation  with 
what  is  called  ‘the  wonderful  progress  in  medicine’ 
ought  not  to  take  precedence  over  the  practice  of 
what  is  known  and  well  established.  For  most 


illnesses,  the  standard  requirements  remain  stand- 
ard— early  diagnosis,  correct  treatment,  good  nurs- 
ing, and  sympathetic  handling  of  the  patient  and 
family.  These  requirements  don’t  call  for  frequent 
trips  to  New  York,  London,  Detroit,  or  Rome. 
True,  early  diagnosis  and  correct  treatment  may 
reach  different  levels  of  achievement  in  these 
places;  far  too  often,  however,  the  Wandervogel 
comes  away  impressed  with  some  new,  gleaming, 
expensive  piece  of  equipment  and  moans  about  the 
parsimony  of  the  financial  controllers  in  his  own 
institution  who  are  depriving  him  of  the  new  toy. 
Come  hell  or  high  water,  he  wants  his  hyperbaric 
chamber  and  his  computer.”  Ibid.,  1412. 

11.  “In  the  seventh  decade  the  incidence  of  cancer 
of  the  prostate  presumably  asymptomatic  since  it 
is  discovered  only  by  histologic  examination  at 
autopsy,  is  approximately  19  per  cent.  The  mor- 
tality from  cancer  of  the  prostate  in  this  age 
group  is  about  0.055  per  cent:  in  other  words,  99.7 
per  cent  of  men  who  have  cancer  of  the  prostate 
die  from  other  causes  without  manifestations  of 
the  disease  or  treatment  for  it.  How  long  these 
asymptomatic  cancers  have  been  present  is  obvi- 
ously unknown.”  Correspondence  (The  Editor), 
The  New  England  Journal  of  Medicine,  276:121, 
1967. 


NOTICE 

An  inquiry  has  been  received  from  Dr.  J.  J.  Groen,  head  of  Internal  Medicine  Depart- 
ment of  the  Hadassah-Hebrew  University  Hospital  in  Jerusalem,  Israel,  for  a biochemist 
who  would  be  interested  in  working  with  him  in  doing  research  in  connection  with 
Gaucher’s  Disease  for  one  year.  Funds  are  available. 

If  interested,  contact  Dr.  Groen  directly,  or  call  Louis  E.  Gelt,  244-7476  in  Denver. 
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■bing  information  available  from  your  pharmacist  or  Syntax  representative. 
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LABORATORIES  I NO., PALO  ALTO,  CALIF. 


ADDITIONAL  EXTENDED  CARE  FACILITIES  IN  COLORADO 

(See  original  listing  in  February  issue) 


No.  Beds 

Nome  of  Facility  Certified 

Four  Seosons  Nursing  Home 50 

920  So.  Chelton  Road 
Colorado  Springs 

Mamie  Doud  Eisenhower 

Osteopathic  Hospital  15 

33  Barnes  Street 
Colorado  Springs 

Davis  Nursing  Home 120 

1 440  Vine  Street 
Denver 

Denver  Nursing  Home 76 

1401  Josepnme 
Denver 


No.  Beds 

Nome  of  Facility  Certified 

Presbyterian  Medical  Center 24 

180i  E.  19th  Avenue 
Denver 

Loke  Manor  Nursing  Home 65 

1 655  Eaton  Street 
Edgewater 

Fairacres  Manor,  Inc 100 

1700  18th  Avenue 
Greeley 

Charm  Acres  Nursing  Residence 86 

1650  Allison  Street 
Lakewood 


No.  Beds 

Name  of  Facility  Certified 

Sacred  Heart  Hospital 20 

1001  South  Main  Street 
Lamar 

Foothills  Nursing  Home 24 

1 440  Coffman  Sfreet 
Longmont 

Eden  Valley  Sanatorium  and 

Rehabilitation  Center  40 

Estes  Park  Route 
Loveland 


COLORADO  CERTIFIED  HOME  HEALTH  AGENCIES 


Name  and  Address 


Services 


Name  and  Address 


Services 


Boulder  County  VNA,  Inc. 

3450  Broadway 
Boulder,  Colorado  80302 


Physical  Therapy 

Las  Animos-Huerfano  County  Nursing 

Occupational  Therapy 

Home  Health  Aide 

Service 

Nursing 

Nursing 

723  Arizona  Street 

Trinidad,  Colorado  81082 

The  Visiting  Nurse  Association 
of  Denver  Area,  Inc. 

659  Cherokee  Street 
Denver,  Colorado  80204 


Physical  Therapy 
Speech  Therapy 
Occupational  Therapy 
Medical  Social  Worker 
Home  Health  Aide 
Nursing 


San  Juan  Basin  Health  Department  Medical  Social  Service 
1 905  East  3rd  Avenue  Nursing 

Durango,  Colorado  81301 


Northwest  Colorado  VNA 

P.  O.  Box  417 

Steamboat  Springs,  Colorado 


Physical  Therapy 
Nursing 


Weld  County  Health  Department 
16th  Street  at  17th  Avenue 
Greeley,  Colorado  80631 


Physical  Therapy 
Speech  Therapy 
Occupational  Therapy 
Mental  Health 
Nursing 


Nursing  Division,  Pueblo  City-County  Physical  Therapy 

Health  Department  Nursing 

1 5 1 Central  Main 
Pueblo,  Colorado  81003 


Northeast  VNA,  Northeast  District 
Health  Department 

700  Columbine 
Sterling,  Colorado  80751 


Physical  Therapy 
Speech  Therapy 
Nursing 


Nursing  Services  Division 
Tri-County  District  Health  Department 

1451  Kenton  Street 
Aurora,  Colorado  80010 


Medical  Social  Worker 
Home  Health  Aide 
Nursing 


Dominican  Sisters  of  the  Sick  Poor 
2501  Gaylord  Street 
Denver,  Colorado  80205 


Physical  Therapy 
Speech  Therapy 
Occupational  Therapy 
Medical  Social  Services 
Home  Health  Aide 
Nursing 


Fremont  County  Nursing  Service 
Courthouse,  P.  O.  Box  349 
Canon  City,  Colorado  81212 


Speech  Therapy 
Nursing 


Eagle  County  Nursing  Service 

Eagle,  Colorado 


Home  Health  Aide 
Nursing 


Jefferson  County  VNA 

Jefferson  County  Heolth  Department 

260  South  Kipling 
Lakewood,  Colorado  80226 


Physical  Therapy 
Speech  Therapy 
Nursing 


Bent  County  Nursing  Service 
205  2nd  Street,  P.  O.  Box  7 
Las  Animas,  Colorado  81054 


Occupational  Therapy 
Nursing 


El  Paso  VNA,  c/o  El  Poso  City-County 
Health  Department 

501  North  Foote  Avenue 
Colorado  Springs,  Colorado 


Physical  Therapy 
Speech  Therapy 
Occupational  Therapy 
Nursing 


Occupational  Therapy 
Nursing 

P.  O.  Box  9 
Lamar,  Colorado 


Prowers  County  Public  Health 
Nursing  Service 
Prowers  County  Courthouse 
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Abstract  of  Minutes, 

House  of  Delegates  of 

The  New  Mexico  Medical  Society 

Ninth  Interim  Meeting 
November  11-12, 1966 
Alamogordo,  New  Mexico 

The  House  of  Delegates  held  two  sessions  at 
its  Ninth  Interim  Meeting  in  Alamogordo,  New 
Mexico,  November  11-12,  1966.  The  Speaker,  Hugh 
B.  Woodward,  and  Vice  Speaker,  Ronald  Dorn, 
alternated  in  presiding  before  the  House.  At  the 
first  meeting  all  reports  published  in  the  Handbook 
and  all  supplemental  reports  and  resolutions  which 
had  been  mimeographed  after  publication  of  the 
Handbook,  as  well  as  verbal  and  typed  resolutions 
introduced  on  the  floor  of  the  House,  were  referred 
to  appropriate  reference  committees. 

FIRST  SESSION 


C.  Miscellaneous  Business 
John  F.  Griffin,  Chairman 
Walter  J.  Hopkins 
Jasper  C.  Hallford 
M.  Paul  Mains 
William  J.  Langlois 

The  Speaker  introduced  Harold  J.  Fenner, 
Chairman,  Accident  Prevention  Committee.  Dr. 
Fenner  stated  that  the  AMA  Committee  on  Medical 
Aspects  of  Automotive  Safety  was  meeting  at  this 
time  in  the  motel  and  gave  a brief  summary  of 
the  functions  of  the  AMA  Committee  before  intro- 
ducing the  Chairman  of  the  AMA  Committee,  A.  J. 
Mirkin. 

Dr.  Mirkin  expressed  the  good  wishes  of  the 
AMA  for  a successful  meeting  of  our  House.  He 
indicated  that  before  he  became  a member  of  this 
committee  he  thought  the  AMA  was  a “Great 
White  Father”  somewhere  that  you  could  not  get 
close  to.  He  urged  the  members  who  are  interested 
in  automobile  safety  to  make  recommendations 
and  suggestions  to  the  AMA  Department  of  En- 
vironmental Health,  or  specifically  to  this  com- 
mittee. 

All  supplemental  reports  and  resolutions  dis- 
tributed at  the  table  before  the  House  were  re- 
ferred to  reference  committees  by  Speaker  Wood- 
ward. 


Friday,  November  11,  1966 

The  House  was  called  to  order  at  2:00  p.m. 
C.  Pardue  Bunch  pronounced  the  invocation. 
Fifty-four  delegates  answered  the  roll  call,  in- 
cluding certified  substitute  alternates. 

Tom  L.  Carr,  M.D.,  President,  spoke  to  the 
House  outlining  some  of  the  issues  presented  to 
the  House  in  the  form  of  committee  reports.  He 
urged  all  delegates  to  participate  in  the  discussions 
before  the  various  reference  committees.  He  men- 
tioned the  “inevitable  change”  in  the  practice  of 
medicine  in  New  Mexico  and  urged  the  physicians 
to  attempt  to  anticipate  and  guide  the  health  of 
New  Mexico. 

The  Speaker  introduced  Mr.  Dallas  Whaley, 
Field  Representative,  American  Medical  Associa- 
tion, and  Mr.  Dave  Morrison,  Representative, 
AMPAC. 

Speaker  Woodward  appointed  the  following  to 
membership  on  reference  committees: 

A.  Administrative  Matters 
Robert  E.  Cutler,  Chairman 
Morton  W.  Dann 

Vaun  T.  Floyd 
Richard  A.  Gooding 
Melvin  A.  Lester 

B.  Legislation  and  Public  Affairs 
Emmet  J.  Thorpe,  Chairman 
J.  Hunt  Burress 

Rex  G.  Quigley 
Fred  Harvey 
Robert  S.  Stone 


(Condensed  and  abstracted  from  the  stenographic 
minutes  kept  by  Mrs.  Edwina  Miner.  Reports  referred  to 
but  not  reproduced  herein  were  distributed  to  all  members 
of  the  House  in  mimeographed  form.  Copies  of  all  reports 
are  on  file  in  the  Executive  Office  of  the  Society  and  in 
the  office  of  the  Secretary  of  each  component  society, 
available  for  study  by  any  member  and,  together  with  this 
abstract,  present  in  full  all  proposals  as  well  as  actions 
taken  upon  them.) 


SECOND  SESSION 
Saturday,  November  12,  1966 

The  House  was  called  to  order  at  2:30  p.m., 
with  fifty-five  delegates  answering  roll  call,  in- 
cluding accredited  substitute  alternates. 

Speaker  Woodward  appointed  the  following 
tellers  for  the  elections:  William  J.  Hossley,  James 
R.  Gay,  L.  N.  McCullough,  J.  C.  Dotson  and  Vaun 
T.  Floyd. 

Vice  Speaker  Dorn  recognized  Robert  E.  Cutler, 
Chairman,  Reference  Committee  on  Administrative 
Matters,  for  the  purpose  of  rendering  his  report. 

Report  of  Reference  Committee  on 
Administrative  Matters 

The  following  published  reports  considered  by 
the  Reference  Committee  were  for  information 
only,  included  no  recommendations,  and  required 
no  policy  action,  and  were  therefore  ordered  filed. 

Delegate  to  the  American  Medical  Association 

Woman’s  Auxiliary  to  the  New  Mexico  Medical  Society 

Interim  Council  Report  with  the  exception  of  Item  1 

Mental  Health  and  Alcoholism — following  certain  corrections 

Nominating  Committee  after  deleting  two  names 

Rocky  Mountain  Medical  Journal 

Advisory  Committee  to  Selective  Service 

Grievance  Committee 

General  Convention  Committee 

The  Supplemental  Report  of  the  Council,  with 
the  exception  of  Item  3,  was  approved  and  in- 
cluded: 

a)  That  the  President  use  his  discretion  with  regard  to 
sending  a committee  chairman  to  an  AMA  meeting  at 
State  Society  expense. 

b)  That  the  Chairman  of  the  Maternal  and  Perinatal  Mor- 
tality Committee  be  allocated  $250.00  for  travel  expenses 
for  the  remainder  of  the  year  to  visit  various  hospitals 
in  the  state  and  medical  societies. 

c)  The  Secretary-Treasurer  was  authorized  to  prepare  a 
summary  report  regarding  New  Mexico  Physicians’ 
Service  and  actions  of  the  Council  for  the  Delegates. 
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d)  Applications  for  Emeritus  Membership  status  for 
Catharine  Johnson  and  Wallace  C.  Beil  were  favorably 
received  for  transmission  to  the  House. 

e)  Dues  for  John  Murphy  were  excused  for  the  year  1966. 

f)  Recommended  the  name  of  James  W.  Veenstra,  Estancia, 
for  Membership-at-Large  to  the  House. 

g)  That  the  State  Society  request  the  AM  A to  perform  a 
Community  Medical  Survey  for  Bernalillo  County  and 
that  the  State  Society  share  in  the  expenses  up  to 
$250.00. 

h)  That  the  President  appoint  an  Ad  Hoc  Committee  with 
state-wide  representation  to  study  combining  the  Public 
Relations  job  of  the  State  Society  with  the  job  of  the 
executive  secretary  of  the  Bernalillo  County  Medical 
Association  following  the  Community  Medical  Survey. 

i)  Approved  a resolution  regarding  physician  membership 
on  hospital  boards  for  submission  to  the  House. 

j)  Approved  a resolution  regarding  utilization  review 
committees  for  government  hospitals  for  the  delegates’ 
consideration. 

Speaker  Woodward  recognized  Emmet  J. 
Thorpe,  Chairman,  Reference  Committee  on  Legis- 
lation and  Public  Affairs,  for  the  purpose  of  pre- 
senting his  report. 

Reference  Committee  on  Legislation 
and  Public  Affairs 

The  following  published  reports  considered  by 
the  Reference  Committee  were  for  information 
only,  included  no  recommendations  and  required 
no  policy  action;  therefore,  were  filed: 

Council  Supplemental  Report,  Item  3 

Advisory  Committee  to  the  Department  of  Public  Welfare 
Legislative  and  Public  Policy  Committee  Report  and 
Appendix  A,  Medical  Examiners  Bill 
Appendix  B,  Relating  to  Optometry 
Appendix  C,  LSD — Nevada  Law 
Appendix  D,  Protection  of  Children 
New  Mexico  Physicians*  Service 

New  Mexico  Physicians*  Service  Report  on  Blue  Shield 

Public  Relations  Committee 

Public  Health  Committee 

Utilization  Committees 

Adjudication  Committee 

Ad  Hoc  Committee  for  Basic  Science  Study 
Fee  Committee 

The  New  Mexico  Physicians’  Service  Board 
was  advised  by  the  House  to  retain  the  requirement 
of  50  per  cent  attendance  of  members  as  a quorum. 

The  following  two  resolutions  were  introduced 
into  the  House  by  the  Advisory  Committee  to  the 
New  Mexico  Department  of  Public  Welfare  and 
both  were  unanimously  approved: 

Usual  and  Customary  Fees 

“BE  IT  RESOLVED,  that  the  New  Mexico  Medical  Society 
strongly  recommends  to  the  Department  of  Public  Welfare  that 
usual  and  customary  fees  be  implemented  in  Title  XIX  for  the 
State  of  New  Mexico  in  order  that  all  patients  under  public 
assistance  programs  may  have  access  to  and  receive  the  same 
high  quality  care,  and 

“BE  IT  FURTHER  RESOLVED,  that  the  members  of  the 
New  Mexico  Medical  Society  will  continue  to  bill  all  agencies 
for  whom  they  perform  medical  services  their  usual  and 
customary  fees.” 

Funds  tor  Title  XIX 

“BE  IT  RESOLVED,  that  the  New  Mexico  Medical  Society 
recommend  to  the  Department  of  Public  Welfare  and  the 
Legislative  Finance  Committee  that  funds  be  allocated  to 
implement  Part  B,  Title  XIX  for  Welfare  recipients  over  65.” 

The  following  requests  from  the  Legislative  and 
Public  Policy  Committee  were  approved: 

1)  Introduce  and  support  a Medical  Examiners  Bill  in  the 
coming  Legislature. 

2)  Introduce  and  support  a bill  granting  immunity  from 
liability  to  a physician  for  drawing  a blood  sample 
when  so  ordered  by  a policeman. 


3)  Oppose  any  legislation  granting  authority  to  optometrists 
to  diagnose  or  treat  eye  diseases  or  injuries. 

4)  To  accept  clerical  assistance  from  NEMPAC  during  the 
Legislature. 

5)  To  introduce  and  support  a bill  similar  to  the  Nevada 
law  dealing  with  dangerous  drugs. 

6)  Support  the  present  voluntary  PKU  Law. 

7)  To  employ  Bill  Federici,  Esq.  for  legal  assistance  during 
the  coming  session  of  the  Legislature  at  a fee  of 
$2,500.00. 

8)  To  Introduce  an  amendment  to  the  Child  Abuse  Law. 

9)  To  establish  an  executive  committee  consisting  of  the 
Chairman  of  the  Legislative  Committee,  President  and 
President-Elect  of  the  New  Mexico  Medical  Society,  to 
act  in  cases  of  emergency  during  the  next  session  of 
the  Legislature. 

A resolution  sponsored  by  the  Otero  County 
Medical  Society  relating  to  the  principle  of  indi- 
vidual responsibility  was  approved  by  the  House. 

The  Reference  Committee  reviewed  the  report 
of  the  Ad  Hoc  Committee  to  Study  New  Mexico 
Abortion  Laws  and  recommended  that  certain 
specifics  in  the  report  be  studied  further  by  the 
Legislative  and  Public  Policy  Committee;  and 
further,  that  the  Legislative  Committee  seek  revi- 
sion of  the  New  Mexico  abortion  laws  following 
the  general  principles  of  the  Ad  Hoc  Committee’s 
recommendations. 

The  Ad  Hoc  Committee  for  Basic  Science  Study 
submitted  a resolution  to  the  House  which  was 
amended  in  several  instances.  The  resolution  which 
was  finally  passed  is  as  follows: 

“WHEREAS,  the  Basic  Science  Law  was  originally  proposed 
to  keep  out  practitioners  who  are  not  competent  in  the  Basic 
Sciences,  and 

“WHEREAS,  this  has  not  proven  to  be  the  desired  result, 
and 

“WHEREAS,  many  physicians  have  by-passed  the  State 
of  New  Mexico  because  of  the  Basic  Science  Law  resulting 
in  the  physician  population  of  65  per  100,000  as  against  a 
recommended  133  per  100,000;  therefore, 

“BE  IT  RESOLVED,  that  legislation  be  enacted  to  eliminate 
the  requirement  that  M.D.’s  have  a Basic  Science  Certificate; 
and 

“BE  IT  FURTHER  RESOLVED,  that  licensed  practitioners 
of  the  respective  ‘arts’  be  represented  on  the  Basic  Science 
Board  in  proportion  to  their  registration  in  the  state;  and 

"BE  IT  FURTHER  RESOLVED,  that  the  Legislative  Com- 
mittee seek  an  amendment  to  the  Basic  Science  Law  to 
require  the  Basic  Science  Board  to  make  available  the  total 
numbers  who  passed  or  failed  in  each  of  the  healing  arts.” 

Bernalillo  County  Medical  Association  had  in- 
troduced a resolution  concerning  the  control  of 
those  who  could  perform  hypnosis.  The  resolution 
was  referred  to  the  Legislative  Committee  for 
study  and  report  to  the  Council. 

The  delegates  approved  a resolution  from  Ber- 
nalillo County  regarding  the  control  of  air  pollu- 
tion and  urged  the  support  of  legislation  that 
would  develop  a state-wide  air  pollution  control 
under  the  administration  of  the  State  Health 
Department. 

The  House  adopted  the  following  principles 
as  being  in  the  best  interest  of  patients  receiving 
drugs  under  Welfare  and  other  state  government 
programs: 

“PHYSICIAN’S  DISCRETION.  The  physician’s  discretion 
to  prescribe  medication  for  patients  under  Welfare  and  other 
government  programs  should  be  the  same  as  for  his  other 
patients.  There  should  be  no  interference  with  the  physician’s 
professional  prerogative  to  prescribe  precise  drug  products  or 
brands  deemed  to  be  in  the  patient’s  best  interests. 
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“SO-CALLED  ‘GENERIC  EQUIVALENTS’.  Drug  products 
bearing  the  same  generic  name  are  not  necessarily  equivalent 
in  quality,  potency,  purity  or  therapeutic  activity.  Proposals 
that  call  for  compulsory  generic  prescribing  or  require  the 
dispensing  of  so-called  ‘generic  equivalent’  drugs  may  jeopar- 
dize the  health  of  patients. 

“FORMULARIES.  Formularies,  when  utilized,  should  reflect 
the  intent  to  provide  the  specific  drug  products  or  brands 
which  physicians  have  prescribed  or  ordered.  They  should 
contain  a convenient  procedure  for  furnishing,  as  needed, 
agents  not  included  in  the  formulary. 

“PROMPT  AVAILABILITY  OF  MEDICATION.  Customary 
drug  distribution  channels  for  supplying  medication  best 
assure  the  availability  of  the  medication  when  and  where 
needed  for  patients  receiving  assistance  under  Welfare  and 
other  state  government  programs  and  for  other  patients  alike.” 

A resolution  introduced  by  Chaves  County  con- 
cerning certification  and  recertification  under  P.L. 
89-97,  requesting  that  a similar  resolution  be  intro- 
duced into  the  1966  AMA  Las  Vegas  meeting  was 
approved. 

Reference  Committee  on  Miscellaneous  Business 

The  following  published  reports  considered  by 
the  Reference  Committee  were  for  information 
only  and  included  no  recommendations  or  policy 
action  therefore,  were  filed: 

Accident  Prevention  Committee 

Constitution  and  Bylaws  Committee 

Insurance  Committee 

Liaison  Committee  to  Allied  Professions  and  Voluntary 
Health  Agencies,  Items  I through  V 

Medical-Legal  Committee 

Rocky  Mountain  Medical  Conference  Continuing  Committee 

Committee  on  Mecficare  for  O.D.M.C. 

Committee  on  Medicine  and  Religion 

A proposal  from  the  Constitution  and  Bylaws 
Committee  to  amend  Chapter  VII,  Section  2C, 
regarding  the  composition  of  the  New  Mexico 
Physician  Service  Board  was  referred  back  to 
the  committee  due  to  more  recent  developments 
by  the  Board. 

The  Reference  Committee  reviewed  the  most 
informative  Report  of  the  Liaison  Committee  to 
Allied  Professions  and  Voluntary  Health  Agencies 
concerning  the  lack  of  rehabilitation  services  in 
New  Mexico  and  the  committee’s  suggestions.  The 
Reference  Committee  recommended  that  the  Liai- 
son Committee’s  recommendations  be  adopted  and 
that  the  Liaison  Committee  implement  these  rec- 
ommendations rather  than  appoint  a new  com- 
mittee. The  Reference  Committee  report  and  rec- 
ommendations were  approved. 

The  Maternal  and  Perinatal  Mortality  Com- 
mittee requested  an  allocation  of  funds  for  mem- 
bers of  the  committee  to  visit  various  county 
societies  and  hospitals  with  the  hope  of  receiving 
better  cooperation  and  establishing  committees  in 
hospitals  to  review  deaths.  The  House  voted  that 
the  committee  should  be  provided  a maximum  of 
$250.00  for  the  remainder  of  this  year  and  that 
these  funds  shall  be  used  for  travel  expense  only. 

The  House  voted  that  the  Medicare  Committee 
for  O.D.M.C.  be  dissolved  and  that  the  functions 
of  this  committee  be  divided  in  the  following 
manner: 

A.  The  negotiation  of  fee  contracts  shall  be  carried  out 
by  the  New  Mexico  Medical  Society  Fee  Committee. 

B.  The  adjudication  of  claims  shall  be  carried  out  by  the 
Adjudication  Committee. 

The  Council’s  resolution  pertaining  to  physician 


membership  on  hospital  boards  of  trustees  was 
favorably  received  by  the  House. 

The  Chairman  of  the  Reference  Committee 
indicated  that  the  committee’s  work  was  made 
considerably  more  difficult  than  it  might  otherwise 
have  been  by  the  failure  of  appearance  of  many 
committee  chairmen  and  committee  members  with 
pertinent  information  on  the  subjects  to  be  dis- 
cussed. The  Reference  Committee  strongly  recom- 
mends that  the  President,  in  considering  appoint- 
ments to  such  committees,  shall  ask  potential 
chairman  not  only  if  they  are  willing  to  assume 
the  duties  pursuant  to  their  activities,  but  also  if 
they  are  willing  to  attend  the  meetings  of  the 
New  Mexico  Medical  Society. 


Election  Results 

The  Speaker  announced  that  the  following  slate 
had  been  elected  to  forward  to  the  Blue  Shield 
Board  for  their  consideration  in  filling  vacancies 
occurring  on  that  Board: 

Robert  P.  Beaudette,  Raton 
John  F.  Boyd,  Albuquerque 
David  G.  Clark,  Albuquerque 
J.  C.  Dotson,  Los  Alamos 
James  R.  Gay,  Albuquerque 
James  A.  Koch,  Albuquerque 
M.  J.  Rowdabaugh,  Albuquerque 
Theodore  Sadock,  Albuquerque 
T.  L.  Stangebye,  Roswell 
Oscar  Syme,  Albuquerque 

R.  C.  Beaudette,  Immediate  Past-President,  re- 
ported that  during  the  last  state  general  election, 
NEMPAC  supported  9 Democrats  and  6 won;  and 
it  supported  18  Republicans,  with  17  winning.  Dr. 
Beaudette  indicated  that  these  results  reflect  the 
good  support  and  work  of  the  NEMPAC  organiza- 
tion and  congratulated  the  members  for  their  in- 
terest. 

The  Speaker  recognized  Irving  Klein,  member. 
Public  Relations  Committee,  who  announced  that 
the  Guy  Rader  Award  has  been  given  to  Mrs. 
Margie  Taylor  with  the  Albuquerque  Tribune  for 
her  series  of  articles  on  the  New  Mexico  State 
Hospital  in  Las  Vegas,  Albuquerque  hospitals, 
careers  for  nursing  and  venereal  disease  control. 

Speaker  Woodward  recognized  William  Hossley, 
of  Doming.  Dr.  Hossley  moved  that  the  House 
express  its  appreciation  to  R.  C.  Derbyshire,  M.D., 
Santa  Fe,  for  his  many  years  of  service  and  for 


SELF-EMPLOYED 
RETIREMENT 
TAX  ADVANTAGE 
Cotl 

Lou  Lagrave 

Serving  Medical  Profession 
Over  Twenty  Years 

Hilton  Hotel  Bldg. 
Albuquerque,  N.  M.  247-4045 

Rauscher  Pierce  Securities  Corp. 

Member  New  York  Stock  Exchange  and  other  leading 
Exchonges 


for  April  1967 


87 


his  unusual  support  to  medicine  in  New  Mexico; 
and  that  the  House  express  its  regrets  in  regard 
to  his  recent  illness  and  wish  him  a speedy  re- 
covery. The  motion  received  unanimous  and  hearty 
approval. 

John  F.  Griffin,  Chairman,  Reference  Com- 
mittee on  Miscellaneous  Business,  was  recognized 
by  the  Speaker.  Dr.  Griffin  stated,  “In  view  of 
the  unexcelled  hospitality  of  the  Otero  County 
Medical  Society  and  their  wives  extended  to  us 
during  this  meeting,  I move  that  the  Secretary 
be  instructed  to  convey  to  them  our  sincere  thanks 
and  appreciation  for  their  fine  efforts. 

“I  further  move  that  he  express  to  the  Holiday 
Inn  our  thanks  for  the  cooperation  and  service 
tendered  during  our  stay.”  The  motions  were 
unanimously  approved. 

There  being  no  further  business  to  come  before 
the  House,  the  Speaker  declared  the  Ninth  Interim 
House  of  Delegates  Meeting  adjourned  without  day. 


Appointment  to  AMA  Council 
On  Rural  Health 

Monroe  R.  Tyler,  M.D.,  Denver,  has  been  re- 
appointed a member  of  the  Council  on  Rural 
Health  of  the  American  Medical  Association. 

The  Council  works  toward  the  betterment  of 
the  health  of  the  rural-urban  population  through 
guidance  and  assistance  in  development  of  na- 
tional programs  such  as  community  planning  for 
health  facilities  and  health  manpower,  planning  for 
emergency  medical  care  and  first  aid  training,  for 
education  for  personal  and  community  health  re- 
sponsibility, and  efficient  utilization  of  rural 
health  care  services.  The  Council  sponsors  national 
conferences,  health  education  seminars,  assistance 
in  research  for  rural  health  improvement,  and 
promotion  of  health  careers  information  programs 
for  rural  youth. 


Colorado  Physician  Volunteers  to  Treat 
Civilians  in  South  Viet  Nam 

Ernest  G.  Ceriani,  M.D.,  Kremmling  Clinic, 
Kremmling,  Colo.,  was  one  of  fifteen  physicians  to 
volunteer  their  services  in  South  Viet  Nam  to 
treat  civilians  under  the  AMA  Volunteer  Physi- 
cians for  Viet  Nam  program. 

Volunteer  physicians  serve  a 60-day  tour  of 
duty  at  one  of  18  provincial  civilian  hospitals  in 
South  Viet  Nam.  Their  services  are  entirely  un- 
paid except  for  transportation  costs  and  an  expense 
allowance  of  $10  a day.  Dr.  Ceriani  will  serve  in 
Phan  Rang. 


New  Surgical  Organization 

Alexander  C.  Johnson,  M.D.,  Great  Falls,  an- 
nounces the  organization  of  the  Society  of  Montana 
Surgeons.  This  society  is  concerned  solely  with 
economic  and  related  matters  pertinent  to  the 
limiited  practice  of  surgery  and  of  its  various 
specialties,  including  anesthesiology.  It  is  not  in- 
tended to  compete  with  the  scientific  societies,  such 
as  the  American  College  of  Surgeons.  Membership 
is  limited  to  diplomates  of  the  various  American 
boards  of  all  surgical  specialties,  including  the 
American  Board  of  Anesthesiology.  Officers  elected 
at  the  first  meeting  in  Butte  on  February  4 include 
Alexander  C.  Johnson,  M.D.,  president;  William 
J.  Hoopes,  M.D.,  Helena,  vice  president;  and  H.  J. 
Sannan,  M.D.,  Butte,  secretary-treasurer.  Inquiries 
and  requests  for  membership  applications  may  be 
directed  to  Dr.  Sannan.  It  is  hoped  that  all  eligible 
men  will  lend  their  support  to  this  organization. 


USMA  Briefs 

Roger  Woods  Davis  of  the  University  of  Utah 
has  been  awarded  a Foreign  Fellowship  which 
will  enable  him  to  obtain  supervised  medical  ex- 
perience in  relatively  underdeveloped  areas  of 
the  world,  the  Association  of  American  Medical 
Colleges  announced.  He  was  one  of  31  students  to 
receive  the  award.  The  Fellowships  are  made 
possible  by  a grant  from  Smith  Kline  & French 
Laboratories. 

The  primary  objective  of  the  Fellowships  is  to 
provide  students  with  an  opportunity  to  benefit 
from  unusual  clinical  experiences  and  familiarize 
themselves  with  medical,  cultural,  and  social  prob- 
lems different  from  their  own.  Doctor  Davis  will 
work  in  Nigeria. 

* ♦ * * 

Dr.  L.  D.  Nelson  of  Ogden  was  appointed 
recently  to  a one-year  term  on  the  public  relations 
committee  of  the  American  Academy  of  General 
Practice.  The  five-man  committee  maintains  close 
contact  with  the  Academy’s  public  relations  pro- 
gram and  makes  suggestions  and  recommendations 
to  the  board  of  directors  concerning  the  program. 
This  is  the  second  largest  medical  organization 

in  the  country  with  30,000  members. 

* * * * 

Dr.  U.  R.  Bryner,  Salt  Lake  City  physician,  has 
been  named  to  a one-year  term  on  the  Committee 
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on  International  Affairs  of  the  American  Academy 
of  General  Practice.  Dr.  Bryner  was  president  of 
the  AAGP  in  1954. 


Physicians  Honored 

Russell  M.  Nelson,  M.D.,  prominent  Salt  Lake 
City  physician,  was  one  of  six  distinguished  alumni 
to  receive  awards  at  the  annual  University  of  Utah 
Founders  Day  Banquet  held  at  the  Union  Building. 

Dr.  Nelson  is  nationally  known  for  his  work 
in  heart  surgery  and  burns.  He  earned  his  B.A. 
degree  from  the  University  of  Utah  in  1945,  and 
his  M.D.  in  1947.  He  was  a post-doctorate  research 
fellow  at  the  National  Heart  Institute,  and  a 
cancer  trainee  at  the  National  Heart  Institute.  He 
was  the  Markle  Scholar  in  the  Medical  Sciences, 
1957-1959,  and  won  a distinguished  service  award 
from  the  State  of  Utah  in  1956.  The  University  of 
Utah  College  of  Medicine  last  year  named  him  to 
a fellowship  in  the  Medici  Pubiici  organization  of 
prominent  graduates. 

* * * * 

L.  E.  Viko,  M.D.,  was  named  “Physician  of  the 
Year”  at  the  Latter-day  Saints  Hospital  for  “qual- 
ity health  care  and  outstanding  service.” 

A professor’s  chair  at  the  University  of  Utah 
College  of  Medicine  is  named  for  Dr.  Viko.  He 
served  as  vice  president  of  the  American  Heart 
Association,  and  as  chairman  of  the  Utah  State 
Board  of  Health.  He  was  also  one  of  six  presented 
with  awards  of  merit  given  by  the  American  Heart 
Association  in  1959. 


Report  on  HOPE 

W.  H.  LeCheminant,  M.D.,  told  of  his  experi- 
ences on  the  mercy  ship  HOPE  at  a recent  meeting 
of  the  Dekatos  Club  at  the  Riverside  Club  in  Provo. 

Dr.  LeCheminant  spent  two  months  with  the 
ship  on  the  People-to-People  project  in  Ecuador. 
The  ship  HOPE  is  a 100-bed  modern  American 
hospital  operated  by  doctors  who  donate  their  serv- 
ices. Everything  on  the  ship  has  been  donated  by 
American  people  or  companies. 

Its  first  voyage  was  to  Vietnam  in  1961  for  an 
18  month  stay.  Since  then  it  has  been  assigned 
to  many  other  countries.  The  trip  to  Ecuador  was 
the  third  long  voyage.  Clinics  were  set  up  close 
to  the  ship  for  persons  having  no  other  access 
to  medical  care.  Tuberculosis  and  hepatitis  were 
very  prevalent,  he  reported. 

Each  country  where  the  boat  stops  has  to 
fulfill  three  requirements;  it  must  be  a seacoast 
town;  residents  must  invite  the  ship;  they  must 
provide  transportation  for  patients  and  for  inland 
travel  of  ship  personnel.  They  also  have  to  supply 
part  of  the  needed  food. 

“The  ship  has  enough  invitations  to  keep  it 
busy  for  20  years,”  stated  Dr.  LeCheminant. 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSir  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitro^, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste— A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179.1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TH- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  • St.  Louis,  Missouri  63102 
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SECOND  SPRING  TRAUMA  SEMINAR 
April  23-26,  1967 

Caesars  Palace,  Las  Vegas,  Nevada 

The  theme  of  this  seminar,  which  is  sponsored 
by  the  Las  Vegas  Committee  on  Trauma  of  the 
American  College  of  Surgeons,  is  Trauma  Care 
From  the  Accident  Back  to  the  Job.  The  Spring 
Trauma  Seminar  is  held  biennially  alternating  with 
a Spring  Cancer  Seminar.  A program  of  wide 
interest  to  all  who  care  for  trauma  victims  has 
been  planned. 

The  faculty  represents  outstanding  individuals 
in  various  fields — activities  with  research  and 
clinical  experience  in  care  of  the  injured:  Clifford 
Benson,  M.D.,  Surgeon  in  Chief,  Children’s  Hos- 
pital of  Michigan,  Associate  Professor  of  Surgery, 
Wayne  University — John  Boswick,  M.D.,  Chief  of 
Koch  Burn  Unit,  Section  Head  of  Hand  Surgery, 
Cook  County  Hospital,  Chicago,  111.;  Instructor  of 
Surgery,  Northwestern  University  — George  J. 
Curry,  M.D.,  Founder  and  former  Chief  of  Section 
of  Trauma,  Hurley  Hospital,  Flint,  Michigan — 
Benjamin  Drompp,  M.D.,  Professor  and  Head  of 
Division  of  Surgery,  University  of  Arkansas  Medi- 
cal Center;  Chief  of  Orthopedics,  Little  Rock  V.A. 
Hospital — Colonel  George  Omer,  Chief,  Section  of 
Hand  Surgery,  Brooks  Army  Hospital,  Ft.  Sam 
Houston,  Texas — John  Pruvis,  M.D.,  Assistant  Pro- 
fessor, Division  of  Neurosurgery,  University  of 
Alabama  Medical  Center — Raymond  C.  Reed,  M.D., 
Professor  of  Surgery,  Little  Rock  University  Hos- 
pital; Chief  of  Surgery,  Little  Rock  V.A.  Hospital — 
G.  Tom  Shires,  M.D.,  Chairman,  Department  Sur- 
gery, Southwestern  Medical  School  of  University 
of  Texas. 

For  further  information  concerning  this  meet- 
ing, contact  John  W.  Batdorf,  M.D.,  3196  Maryland 
Parkway,  Las  Vegas,  Nevada  89109. 

* * * * 

FIFTIETH  ANNIVERSARY 
GREAT  FALLS  CLINIC 

The  Great  Falls  Clinic  will  sponsor  a symposium 
on  April  22  to  commemorate  its  founding.  This 
symposium  will  be  held  in  the  Deaconess  Hospital 
in  Great  Falls  between  the  hours  of  9:00  a.m.  and 
5:00  p.m.  Among  the  guest  speakers  will  be: 
Richard  E.  Symmonds,  M.D.,  Department  of  Sur- 
gery, Mayo  Clinic;  Robert  J.  Bolt,  M.D.,  University 
of  California  School  of  Medicine,  Davis,  California; 
John  A.  Curtis,  M.D.,  Great  Falls  Clinic;  John  H. 
Lawrence,  M.D.,  Donner  Laboratory,  Berkeley, 
California;  Paul  W.  Gikas,  M.D.,  Department  of 
Pathology,  University  of  Michigan,  Ann  Arbor, 
Michigan;  and  Philip  R.  Lee,  M.D.,  Assistant  Secre- 
tary for  Health  and  Scientific  Affairs,  U.  S.  Depart- 
ment of  Health,  Education  and  Welfare,  Washing- 
ton, D.  C. 


INDUSTRIAL  HEALTH  CONFERENCE 

The  11th  Annual  Western  Industrial  Health 
Conference  will  be  at  the  San  Francisco  Hilton 
Hotel,  September  29  and  30,  1967.  This  will  be  an 
intradisciplinary  meeting,  to  which  are  invited 
professional  personnel  from  fields  related  to  in- 
dustrial health. 

For  complete  information  regarding  participa- 
tion, registration  and  exhibitions,  write:  Secretary, 
Western  Industrial  Health  Conference,  E.  F. 
Marriner,  M.D.,  Autonetics  Division,  North  Ameri- 
can Aviation,  Inc.,  3370  Miraloma  Avenue,  Ana- 
heim, California  92803. 

* * * * 

MEDICAL  AUDIOLOGY 

The  department  of  Speech  Pathology  and  Audi- 
ology, University  of  Montana,  announced  a Sem- 
inar in  Medical  Audiology,  June  19-22  at  its 
Missoula  campus.  A special  two- day  Workshop  in 
Medical  Audiology  will  be  held  June  23-24  at 
Flathead  Lake. 

Lectures  and  case  demonstrations  will  be  pre- 
sented by  Dr.  Francis  I.  Catlin,  Associate  Pro- 
fessor of  Otolaryngology  at  Johns  Hopkins  Uni- 
versity School  of  Medicine. 

Recreational  and  housing  facilities  for  families 
are  available.  A limited  number  of  reservations 
are  available,  so  application  should  be  received 
before  May  1,  1967.  Traineeships  are  offered  by 
the  U.  S.  Office  of  Education  (PL-85-926)  to  quali- 
fied applicants.  For  further  information,  write: 
Dr.  Charles  Parker,  Department  of  Speech  Pathol- 
ogy and  Audiology,  University  of  Montana,  Mis- 
soula, Montana  59801. 

* * * * 

THORACIC  ASSOCIATION  TO  MEET 

The  Montana  Thoracic  Association  will  hold 
its  annual  meeting  in  Lewistown,  April  20-22.  The 
guest  clinicians  will  include  Donald  Germann, 
M.D.,  Professor  of  Radiology,  University  of  Kansas 
Medical  School,  who  will  discuss  “X-ray  Diag- 
nosis of  Childhood  Tuberculosis,”  “Isotope  Studies 
of  the  Lung,”  and  “Complications  of  Pneumonia- 
Empyema”;  James  P.  Lilleihei,  M.D.,  Associate 
Professor,  Department  of  Medicine,  University 
of  Minnesota,  “Gravity  and  Pulmonary  Tubercu- 
losis,” “What  Does  Lung  Cancer  Look  Like?”  and 
“Treatment  of  Chronic  Bronchitis — Emphysema”; 
and  Suzanne  B.  Knoebel,  M.D.,  Associate  Professor 
of  Medicine,  Department  of  Medicine,  Indiana  Uni- 
versity, “Pathophysiology  of  Pulmonary  Hyperten- 
sion and  Cor-Pulmonale,”  “The  ECG  in  Cor-Pul- 
monale,”  and  “Management  of  Heart  Failure  Asso- 
ciated with  Emphysema.” 

* * Hi  * 

CHILDREN’S  MEMORIAL  HOSPITAL  SEMINAR 

Omaha,  Nebraska  May  12-13,  1967 
Disorders  of  Growing  Bone 
Victor  McKusick,  M.D. 

Professor  of  Medicine 

Johns  Hopkins  School  of  Medicine 
David  Smith,  M.D. 

Associate  Professor  of  Pediatrics 

University  of  Washington  School  of  Medicine 
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INTERNATIONAL  COLLEGE  OF  SURGEONS 


i 

1 

I 


The  North  American,  Central  American  and 
Caribbean  Federation  of  the  International  College 
of  Surgeons  will  hold  its  32nd  Annual  Congress 
at  the  Americana  Hotel  in  Bal  Harbour,  Florida, 
April  30  through  May  4.  The  International  College 
of  Surgeons  was  founded  in  1935  by  the  late  Chi- 
cago surgeon.  Dr.  Max  Thorek. 

Latest  advances  in  the  field  of  cancer,  open 
heart  surgery,  peptic  ulcer,  gallbladder,  industrial 
and  automobile  injuries,  fractures,  skin  grafting 
of  the  hands,  face  and  body,  and  shock  will  be 
discussed  in  formal  lectures  and  in  informal  lunch- 
eon round  table  meetings,  beginning  Monday  morn- 
ing, May  1.  Dr.  Edward  R.  Annis,  Miami  surgeon 
and  past  president  of  the  American  Medical  Asso- 
ciation, who  is  considered  by  many  as  medicine’s 
most  outstanding  verbal  warrior,  will  deliver  the 
Arnold  Jackson  memorial  luncheon  address. 

A special  feature  at  the  Miami  session  will  be 
a Spanish  program  arranged  expressly  for  all 
Spanish-speaking  physicians  in  the  Miami  area. 
Chairman  of  this  program,  beginning  at  9:00  a.m. 
Tuesday,  is  Dr.  Joseph  M.  de  los  Reyes  of  Los 
Angeles.  Spanish-speaking  physicians  will  deliver 
lectures  dealing  with  emergency  operations  on 
the  newborn,  surgery  of  congenital  glaucoma  and 
surgical  treatment  for  neuralgia,  as  well  as  many 
other  subjects. 

Many  distinguished  surgeons,  both  from  the 
United  States  and  abroad,  will  give  lectures  and 
participate  in  panel  discussions. 


CARDIOVASCULAR  DISEASE  CONFERENCE 

The  Montana  Heart  Association  will  sponsor 
its  10th  Annual  Postgraduate  Conference  on  Car- 
diovascular Disease  at  Jorgenson’s  Holiday  Inn, 
Helena,  May  5-6.  The  speakers  at  this  conference 
will  include  William  Dock,  M.D.,  New  York,  New 
York;  C.  Hilmon  Castle,  M.D.j  Salt  Lake  City, 
Utah;  Robert  King,  M.D.,  Seattle,  Washington; 
and  Yen  Wang,  M.D.,  Minneapolis,  Minnesota. 

American  College  of  Physicians 
Postgraduate  Courses,  1967 

CLINICAL  APPLICATIONS  OF  RECENT 
ADVANCES  IN  ELECTROPHYSIOLOGY 
OF  THE  HEART 

May  22-26 

New  York  University  School  of  Medicine  and 
Medical  Center 
New  York,  New  York 

INTERNAL  MEDICINE:  CURRENT 
PHYSIOLOGICAL  CONCEPTS  IN 
DIAGNOSIS  AND  TREATMENT 

June  12-16 

University  of  Cincinnati  College  of  Medicine 
Cincinnati,  Ohio 

CLINICAL  APPLICATIONS— RECENT 
ADVANCES  IN  PHARMACOLOGY 
June  19-21 
University  of  Iowa 
Iowa  City,  Iowa 


Rocky  Mountain  Cancer  Conference 


Denver  • July  14-15,  1967 


Denver,  Colorado,  the  Mile  High  City,  is  once  again  the  site  of  the  Rocky  Mountain  Cancer  Conference, 
July  14-15,  at  the  Brown  Palace-West  Hotel.  The  21st  Annual  Rocky  Mountain  Cancer  Conference  will  feature 
some  of  the  nation’s  most  distinguished  speakers  on  the  subject  of  cancer  during  the  two  days  it  will  be  in  session. 

Morning  symposia  will  deal  with  “What’s  New  in  Cancer’’  and  “Cancer  of  the  Biliar\'  System  and  Its  Related 
Structures’’.  The  afternoon  session  of  the  first  day  will  be  devoted  to  scientific  papers  by  guest  speakers  with  the 
second  afternoon  devoted  to  an  “Information  Please”  session. 


Dr,  Milford  O.  Rouse,  now  president-elect  of  the  American  Medical  Association,  and  Dr.  Ashbel  C.  Williams, 
president  of  the  American  Cancer  Society,  will  participate  in  the  Conference  which  is  held  annually  in  Denver, 
Colorado,  and  co-sponsored  by  the  Colorado  Division  of  the  American  Cancer  Society  and  the  Colorado  Medical 
Society. 

Speakers  on  the  two-day  scientific  program  include:  Arthur  J.  Hunnicutt,  M.D.,  a Surgeon  from  Oakland,  Cali- 
fornia; William  T.  Moss,  M.D.,  Director,  Therapeutic  Therapy,  Chicago  Wesley  Memorial  Hospital;  William  O. 
Russell,  M.D.,  Chief  of  Pathology,  M.  D.  Anderson  Hospital,  Houston;  Wendell  M.  Stanley,  Ph.D.,  Nobel  Prize 
winning  Virologist,  University  of  California,  Berkeley;  and  Richard  J.  Reitemeier,  M.D.,  Chairman  of  the  Section 
on  Internal  Medicine,  Mayo  Clinic,  Rochester. 

Further  information  ma\'  be  obtained  by  writing  ROCKY  MOUNTAIN  CANCER  CONFERENCE,  1809 
East  18th  Avenue,  Denver,  Colorado  80218. 
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M ■ « lablets/syrup  - ® ■ ■■ 

Anliwrt  ® stops  vertigo 

(meclizine  HCI,  niacin) 


Tablets:  (meclizine  HCI  12.5  mg.  and  niacin 
50  mg.)  Syrup:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  niacin  25 
mg.) 

Most  widely  prescribed  anti-vertigo  agent' 
Complete  to  moderate  relief  of  symptoms 
in  9 out  of  10  patients^ 

Antivert,  the  leading  anti-vertigo  product,' 
combines  meclizine  HCI,  an  outstanding 
drug  for  treatment  of  vestibular  dysfunc- 
tion, with  niacin,  a drug  of  choice  for 
prompt  vasodilation.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere's  syn- 
drome and  allied  disorders. 

Precautions  and  contraindications;  Frequent, 
short-lived  reactions  include:  cutaneous 
flushing,  sensations  of  warmth,  tingling  and 
itching,  burning  of  skin,  increased  gastro- 
intestinal motility,  and  sebaceous  gland  ac- 
tivity. In  explaining  these,  reactions  to  the 
patient,  it  is  suggested  that  they  be  re- 
garded as  a desirable  physiological  sign  that 
the  niacin  is  carrying  out  its  intended  func- 
tion of  vasodilation.  Because  of  this  vaso- 
dilation, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy.  Although  the  incidence  of  drowsi- 
ness and  other  atropine-like  side  effects 
such  as  dry  mouth  and  blurring  of  vision  is 
low,  the  physician  should  alert  the  patient 
to  the  need  for  due  precautions  when  en- 


gaging in  activities  where  alertness  is  man- 
datory. Use  in  women  of  childbearing  age: 
A review  of  available  animal  data  reveals 
that  meclizine  exerts  a teratogenic  response 
in  the  rat.  In  one  study  a dose  of  50 
mg./kg./day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate 
in  2 of  87  fetuses  when  administered  to  the 
rat  at  critical  times  during  the  first  15  days 
of  gestation.  At  doses  of  125  mg./kg./day, 
meclizine  will  produce  100%  incidence  of 
cleft  palate  in  the  rat.  At  doses  of  25  mg./ 
kg./ day,  decreased  calcification  of  the  ver- 
tebrae and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts 
disagree  as  to  whether  this  is  a teratogenic 
response.  While  available  clinical  data  are 
inconclusive,  scientific  experts  are  of  the 
opinion  that  this  drug  may  possess  a poten- 
tial for  adverse  effects  on  the  human  fetus. 
Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a terato- 
genic potential.  In  any  case,  the  dosage  and 
duration  of  treatment  should  be  kept  to  a 
minimum.  Dosage:  One  tablet  or  one  to  two 
teaspoonfuls  (5-10  cc.)  t.i.d,  just  before 
meals.  Specific  requirements  for  individual 
patients  should  be  determined  by  the  physi- 
cian. Supplied;  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles,  RX  only. 
References:  1.  Based  on  1966  data  from  in- 
dependent physicians’  market  survey  organi- 
zation. 2.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


Neobdh^ 

geriatric  ^^supplement 

helps  keep  them 
‘on  the  go’ 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  2000  U.S.P.  units 

Vitamin  D (ergocalciferol,  U.S.P.)  200  U.S.P.  units 

Vitamin  Bi  (thiamine  mononitrate,  U.S.P.)  . . .0.5  mg. 

Vitamin  Bs  (riboflavin,  U.S.P.)  0.5  mg. 

Vitamin  Bb  (pyridoxine  HCI,  U.S.P.)  0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate,  U.S.P 5 mg. 

Vitamin  E (di-alpha  tocopheryl  acetate) 5 I.U. 

Rutin  5 mg. 

Cobalt  (from  cobalt  sulfate)  0.033  mg. 

Molybdenum  (from  sodium  molybdate)  . , . 0.066  mg. 

Copper  (from  copper  sulfate) 0.33  mg. 

Manganese  (from  manganese  sulfate) 0.33  mg. 

Magnesium  (from  magnesium  sulfate) 2 mg. 

Iodine  (from  potassium  iodide)  0.05  mg. 

Potassium  (from  potassium  sulfate) 1.66  mg. 

Zinc  (from  zinc  sulfate)  0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous  sulfate) 3.40  mg. 

Vitamin  B12  (cobalamin  concentrate,  N.F.,  as 

Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.) 50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance*  50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone,  N.F 1.0  mg. 

Ethinyl  Estradiol,  U.S.P 0,006  mg. 

(5)  Amino  Acids 

L-lysine  (monohydrochloride) 50  mg. 

L-(jlutamic  acid  30  mg. 


‘Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

For  older  adults  who  require  it,  daily  supplementa- 
tion with  Neobon  can  help  overcome  decreases  in 
endogenous  gonadal  hormone  production,  as  well  as 
deficiencies  of  iron,  vitamins  and  other  nutritional 
factors.  In  a single  convenient  capsule,  Neobon 
provides  vitamins,  minerals,  gonadal  hormones, 
hematopoietic  factors,  digestive  enzymes,  and 
amino  acids  — all  selected  for  adjunctive  therapeu- 
tic value  in  the  geriatric  syndrome.  For  example, 
one  of  the  gonadal  hormones  in  Neobon  is  ethinyl 
estradiol.  It  is  more  slowly  metabolized  in  the  body 
than  natural  estrogens  or  their  esters. 

Precautions:  Contraindicated  in  patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as 
in  carcinoma  of  the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d,  with  meals,  or  as  directed 
by  physician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 


J.B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO.,  INC. 
NEW  YORK.  N.Y.  10017 


92 


Rocky  Mountain  Medical  Journal 


“Wine  is  constant  proof 

that  God  loves  us  and 
loves  to  see  us  happy” 


-BENJAMIN  FRANKLIN 


DEAR  DOCTOR: 

Ben  was  right,  Doctor,  as  usual.  The  warm  California  sunshine 
that  blesses  our  vineyards  becomes,  for  you,  a glass  of  happi- 
ness and  good  fellowship.  Try  a bit  of  wine  with  your  dinner 
tonight. 

Especially  if  you  go  home  tired  and  tense.  Because  as  a physi- 
cian you  know.  Doctor,  how  wine  can  help  relieve  tension;  is 
euphoric  for  the  elderly  patient  and  serves  as  a source  of 
energy:  goes  well  with  many  prescribed  diets  in  diabetes  and 
cardiovascular  disease. 

Speaking  of  patients,  we’d  like  to  send  you,  free,  the  64-page 
booklet,  “USES  OF  WINE  IN  MEDICAL  PRACTICE,”  newly 
revised.  It  summarizes  the  findings  of  a quarter  century  of 
scientific  research  on  this  subject  in  America  and  Europe.  We 
believe  you  will  find  it  useful  in  your  practice. 

We’d  also  like  to  send  you  (to  make  your  wife’s  menu  plan- 
ning easier,  and  your  meals  more  delicious],  our  free  24-page 
booklet,  “WINE  COOKERY-THE  EASY  WAY.” 

Just  drop  us  a note  for  these  two  free  booklets.  And  here’s 
a California  toast  to  your  own  health.  Doctor,  with  wine . . . 
“iSalud!” 


WINE  ADVISORY  BOARD,  717  MARKET  ST.,  DEPT.  3,  SAN  FRANCISCO,  CALIF.  94103 
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Tandearir  helps  osteoarthritic 
oxyphenbutazone  joifits  movB  again 


3 out  of  4 osteoarthritics  com- 

pletely  or  markedly  improved 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary. 

Sperling,  I.L.:  3 Years'  Experience 
with  Oxyphenbutazone  in  the 

T reatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6:117,  1964, 

76.9%  of  407  patients 

TA-4919  PC 

Walts,  T,W,,  Jr,:  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone, Clin,  Med,  73:65, 196$, 

84.6%  of  39  patients 

Tandearir 

oxyphenbutazone 


Therapeutic  Effects:  TandearU  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  ail  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal,  hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously. watch  for  excessive  increase  in  prothrombin 
time.  Pyrazoie  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  ceil  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  v>fith  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 

0 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


You 

Can 

Order 


of  any  feature  article  or  adver- 
tisement appearing  in  The  Rocky 
Mountain  Medical  Journal. 

Orders  must  be  placed  with- 
in 15  days  after  date  of  pub- 
lication. Minimum  charge 
applies  for  100  copies  or 
less. 

The  cost  is  very  reasonable.  For  fur- 
ther information  write  to— 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 
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UTAH 

Max  W.  Stewart,  M.D.,  Payson  physician  and 
surgeon,  died  Monday,  February  20,  1967,  at  the 
age  of  59. 

Dr.  Stewart  was  born  in  Benjamin,  Utah,  on 
June  16,  1907,  the  son  of  Dr.  L.  D.  and  Nellie 
Buckley  Stewart.  He  graduated  from  the  Brigham 
Young  University  and  subsequently  attended  the 
University  of  Utah  Pre-Medical  School,  and  grad- 
uated from  the  Marquette  Medical  School  in  1934. 
He  then  returned  to  Utah  to  practice  medicine. 
He  served  as  the  mine  doctor  for  Tintic  Standard 
Mines  at  Eureka  for  eight  years,  and  then  moved 
back  to  Payson  in  1944  where  he  practiced  with 
his  father  until  the  time  of  his  father’s  death. 
He  was  a member  of  the  Utah  State  Medical  Asso- 
ciation, Utah  County  Medical  Society,  and  the 
American  Medical  Association. 

Dr.  Stewart  is  survived  by  two  sons  and  one 
daughter:  Max  Lynn  Stewart,  Salt  Lake  City; 
Thomas  Stewart  of  Payson;  and  Mrs.  John  (Sara) 
Anderson,  Springville;  three  grandchildren,  and 
one  sister,  Mrs.  Brent  (Lynell)  Lyman,  Provo. 

♦ * * ♦ 

Dr.  Claude  Lester  Shields,  past  president  of 
the  Utah  State  Medical  Association,  died  February 
5,  1967,  in  a Salt  Lake  City  hospital  after  a long 
illness.  He  was  80  years  of  age. 

Dr.  Shields  graduated  from  the  University  of 
Utah  in  1910,  and  from  the  Rush  Medical  School, 
University  of  Chicago,  in  1912.  He  interned  at  the 
Salt  Lake  County  General  Hospital  and  was  As- 
sistant County  Physician,  1914-1915.  He  served  on 
the  staff  of  Holy  Cross  Hospital  beginning  in  1914, 
and  was  chief  of  staff  in  1942. 

He  served  as  president  of  the  Salt  Lake  County 
Medical  Society  in  1935,  and  the  Utah  State  Medi- 
cal Association  in  1938. 

Dr.  Shields  had  a long  record  of  civic  achieve- 
ments and  service.  During  his  career  he  served 
as  director  of  the  Family  Service  Society,  the 
Children’s  Service  Society,  the  Utah  Tuberculosis 
Society,  and  was  a fellow  in  the  American  College 
of  Surgeons. 

Dr.  Shields  was  a member  of  the  American 
Medical  Association,  International  College  of  Sur- 
geons, and  the  Salt  Lake  Surgical  Society.  He 
participated  in  may  community  organizations  in- 
cluding the  Salt  Lake  Kiwanis  Club,  Bonneville 
Knife  and  Fork  Club,  the  Woodmen  of  the  World, 
Odd  Fellows  Utah  Lodge  No.  1,  Masonic  Lodge, 
Mt.  Moriah  No.  2,  the  El  Kalah  Shrine,  and  the 
First  Congregational  Church. 

After  suffering  a stroke  in  1948,  Dr.  Shields 
continued  his  practice  on  a part-time  basis.  In 
1962  he  was  honored  at  the  annual  Awards  Ban- 


quet of  the  Utah  State  Medical  Association  for  his 
long  service  on  the  Board  of  Trustees  of  Blue 
Cross  from  1949  to  1962.  He  was  a member  of  the 
Board  of  Directors  of  Blue  Shield  from  1935  to 
1937,  and  again  from  1945  to  1951. 

Dr.  Shields  is  survived  by  his  widow  in  Salt 
Lake  City;  a son,  Lester  D.  Shields;  two  daughters, 
Mrs.  E.  R.  (Carol)  Rowland  of  Salt  Lake  City 
and  Mrs.  Richard  (Kathleen)  Koeb  of  Phoenix, 
Arizona. 

MONTANA 

Charles  R.  Thornton,  M.D.,  one  of  the  founders 
of  the  Thornton  Hospital  in  Missoula,  died  at 
his  home  in  Loma  Linda,  California,  early  in  Febru- 
ary. Dr.  Thornton  was  born  in  Jeffersonville,  Ohio, 
in  1879.  He  received  his  M.D.  degree  from  the 
American  Medical  Missionary  College  in  Battle 
Creek,  Michigan,  in  1905  and  was  licensed  to  prac- 
tice medicine  in  Montana  in  1906.  Before  establish- 
ing his  practice  in  Missoula,  he  practiced  in  Cor- 
vallis and  in  Hamilton.  He  retired  from  the  active 
practice  of  medicine  in  1947. 

* * * * 

Robert  Crittenden  Davis,  M.D,,  formerly  of 
Great  Falls,  died  in  a Long  Beach,  California,  hos- 
pital on  February  13,  1967.  Dr.  Davis  was  born  in 
Smythe  County,  Virginia,  July  13,  1892.  He  re- 
ceived his  M.D.  degree  from  the  University  of 
Tennessee  in  1916.  Following  two  years  of  active 
duty  with  the  Medical  Corps  of  the  U.  S.  Army, 
Dr.  Davis  was  engaged  in  the  general  practice 
of  medicine  in  Glendive.  One  year  later,  he  became 
a member  of  the  medical  staff  of  the  Anaconda 
Company  and  of  the  Great  Northern  Coal  Mines. 
In  1925  he  opened  his  office  for  the  general  practice 
of  medicine  in  Great  Falls  and  was  later  associated 
with  C.  E.  Magner,  M.D.,  and  L.  L.  Maillet,  M.D. 
Dr.  Davis  continued  the  active  practice  of  medicine 
in  Great  Falls  until  his  retirement  in  1956. 

COLORADO 

Dr.  Elmer  Lee  Timmons  died  February  23,  1967, 
at  the  Glockner-Penrose  Hospital  in  Colorado 
Springs.  He  was  89  years  of  age  at  the  time  of 
his  death. 

He  was  born  October  31,  1877,  at  Graham,  Texas, 
the  third  in  a series  of  six  siblings,  all  boys.  Both 
of  his  parents  were  of  Scotch-Irish  extraction  and 
had  moved  from  Georgia  to  west  Texas  at  the 
end  of  the  Civil  War,  after  their  home  had  been 
burned  out  by  Sherman’s  Army  on  its  march 
through  Georgia  to  the  sea.  His  father  bought  land 
in  Texas  and  for  a time  was  a school  teacher,  a 
merchant,  and  served  as  a county  judge. 

When  he  was  16  years  of  age,  Dr.  Timmons 
decided  to  see  the  world,  and  for  three  years  he 
worked  as  a railroad  construction  worker,  a cow- 
boy, a hotel  waiter,  and  a railroad  detective. 
Having  satisfied  his  yearning  for  travel  and  ad- 
venture, he  decided  to  be  a doctor,  and  returned 
to  Texas  to  finish  his  high  school  training.  He 
studied  medicine  at  the  University  of  Louisville, 
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where  he  received  his  M.D.  degree  in  1905.  Shortly 
thereafter  he  began  the  practice  of  medicine  in 
Colorado  Springs,  eventually  limiting  his  practice 
to  obstetrics  and  pediatrics. 

He  was  a member  of  the  El  Paso  County  Medi- 
cal Society,  the  Colorado  Medical  Society,  the 
American  College  of  Surgeons,  and  the  American 
Academy  of  Pediatrics.  He  was  also  a 32nd  Degree 
Mason,  a member  of  the  El  Paso  Club,  Winter  Night 
Club,  Torch  Club,  the  Rotary  Club,  and  the  Pres- 
byterian Church. 

During  his  long  years  of  medical  practice  in 
Colorado  Springs,  Dr.  Timmons  served  for  a time 
on  the  City  Council  and  was  an  active  participant 
in  other  social  and  civic  affairs  of  his  community. 
He  established  the  Colorado  Springs  Well  Baby 
Clinic  and  operated  this  clinic  almost  single- 
handedly  for  over  20  years.  In  addition  to  this 
he  was  active  in  the  affairs  of  the  Colorado  Springs 
Nutrition  Camp  and  the  Child  Welfare  Bureau  of 
Colorado  Springs  and  El  Paso  County.  He  was  a 
delegate  to  President  Hoover’s  White  House  Con- 
ference on  Child  Health  and  Protection  in  1931. 

In  1918  Dr.  Timmons  joined  the  Army  Medical 
Corps  and  was  appointed  to  the  staff  of  Fitzsimons 
Army  Hospital  in  Denver.  Following  his  discharge 
from  the  Army  with  the  rank  of  Captain  in  1919, 
he  resumed  his  practice  in  Colorado  Springs. 

Dr.  Timmons  was  a gifted  conversationalist  and 
his  dry  wit  and  sharp  sense  of  humor  made  him 
a famous  raconteur  and  story  teller,  greatly  loved 
by  his  patients,  his  colleagues  in  the  practice  of 
medicine,  and  by  the  people  of  his  community. 

He  is  survived  by  his  widow,  Margaret 
Timmons,  a daughter,  Mrs.  Thayer  Tutt,  a grand- 
daughter, Mrs.  Jack  McColl,  and  two  great  grand- 
children. 


COURSE  IN  MEDICAL  AND  SCIENCE  WRITING 

Seminars  on  the  writing  of  medical  and  other 
scientific  manuscripts  will  be  held  May  12-14  at 
Big  Sur,  California,  under  the  joint  sponsorship 
of  the  Esalen  Institute  and  the  Northern  California 
Chapter  of  the  American  Medical  Writers’  Asso- 
ciation. 

The  program  will  alternate  between  lectures 
and  workshops.  W.  D.  Snively,  Jr.,  M.D.,  a former 
president  of  AMWA,  will  teach  a course  in  Sen- 
tence and  Paragraph  Structure.  In  one  of  the 
workshop  sessions,  which  will  be  under  the  direc- 
tion of  Paula  Harris,  president  of  the  Northern 
California  AMWA,  and  Harley  Messinger,  M.D., 
a past  president,  participants  will  be  required  to 
write  an  abstract  of  an  assigned  article,  and  the 
abstracts  will  then  be  criticized. 

Another  workshop  will  deal  with  Intensive 
Editorial  Review  of  a Manuscript,  and  a third 
will  take  up  Approaches  to  the  Subject. 

Membership  in  the  sponsoring  organizations 
is  not  necessary  for  enrollment. 

For  registration  or  further  information,  contact: 
Harley  Messinger,  M.D.,  Ph.D.,  3029  Benvenue 
Avenue,  Berkeley,  California  94705. 


THE 

WASHINGTON 

SCENE 

■ ■ ■ V 


A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  AM  A 

The  Department  of  Health,  Education  and 
Welfare  stated  in  a special  report  that  both  hos- 
pital charges  and  physicians’  fees  increased 
sharply  last  year. 

A continued  increase  in  health  care  costs  was 
predicted  in  the  report  ordered  last  August  by 
President  Johnson. 

Drugs  were  not  a significant  factor  in  the  recent 
accelerated  increase  in  health  care  prices,  the 
report  said.  But  it  added  that  “drug  prices  are 
higher  than  they  would  be  if  there  were  more 
vigorous  competition  at  either  the  manufacturing 
or  drugstore  level.” 

As  for  the  two  major  components  in  the  Medical 
Care  Index,  the  report  said: 

— Physicians’  fees,  which  had  been  rising  about 
3 per  cent  a year  in  1960-65,  went  up  7.8  per  cent 
in  1966 — the  biggest  annual  increase  since  1927. 

— Hospital  daily  charges,  rising  about  6 per  cent 
a year  between  1960  and  1965,  went  up  16.5  per 
cent  in  1966 — the  largest  annual  increase  in  18 
years. 

The  increase  in  doctor  fees  was  attributed  to 
a combination  of  basic  factors:  more  people  are 
seeking  doctors’  services  more  often  and  the 
number  of  active  physicians  is  increasing  rela- 
tively slow.  The  study  found  no  evidence  that 
Medicare,  which  went  into  effect  last  July  1,  was 
a major  factor  in  the  rise  in  doctors’  fees. 

The  increase  in  hospital  charges  was  attributed 
largely  to  rising  wages,  which  account  for  two- 
thirds  of  hospital  costs,  and  increases  in  the  price 
of  things  hospitals  buy.  The  wage  rise  has  not 
been  offset  by  increased  productivity,  the  report 
said,  and  rising  standards  of  care  in  hospitals  have 
required  more  expensive  equipment  and  facilities. 

Meantime,  Robert  J.  Myers,  the  Social  Security 
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Administration’s  chief  actuary,  told  the  House 
Ways  and  Means  Committee  that  hospital  costs 
had  risen  much  faster  than  the  Administration 
anticipated  since  the  Medicare  plan  went  into 
effect.  If  they  continue  their  upward  spiral,  the 
costs  will  eat  away  the  safety  margin  included 
under  the  Medicare  financing  plan,  Myers  said. 

The  HEW  report  held  out  little  hope  for  an 
early  end  to  medical  price  increases.  However,  it 
recommended  a series  of  actions  “to  slow  down 
these  increases  and  to  promote  the  efficent  use 
of  medical  care  resources.” 

Recommendations  in  the  report  included: 

— Comprehensive  community  health  care  sys- 
tems should  be  developed,  demonstrated,  and  eval- 
uated. 

— Group  practice,  especially  prepaid  group 
practice,  should  be  encouraged. 

— Private  and  public  health  insurance  plans 
should  be  broadened  to  include  more  alternative 
types  of  medical  care. 

— States  should  move  quickly  to  establish  and 
support  strong  health  planning  agencies  at  the 
state  and  local  levels. 

— Cost-reducing  methods  of  reorganizing  the 
delivery  of  services  in  hospitals  and  other  pro- 
viders of  health  services  should  be  developed,  dem- 
onstrated, and  implemented. 


— Federally  supported  health  care  programs 
should  be  used  to  train  physician  assistants,  evalu- 
ate their  performance,  and  disseminate  the  results. 

— Federal  funds  available  under  the  Health 
Professions  Educational  Assistance  Amendments  of 
1965  should  be  used  to  support  and  encourage  inno- 
vations in  health  professions’  education  and  train- 
ing which  promote  the  efficient  practice  of  medi- 
cine. 

— HEW  should  undertake  an  intensive  examina- 
tion of  frequently  prescribed  drugs  to  assess  the 
therapeutic  effectiveness  of  brand  name  products 
and  their  supposed  generic  equivalents. 

— The  Food  and  Drug  Administration  should 
provide  doctors  with  authoritative  information  of 
the  efficacy  and  side  effects  of  all  drugs. 

— The  HEW  should  call  a national  conference 
of  leaders  of  the  medical  community  and  public 
representatives  to  discuss  ways  to  improve  the 
quality  and  efficiency  of  the  medical  care  delivery. 

To  carry  out  the  recommendations  in  the  report 
and  allied  directives  from  Johnson,  HEW  Secretary 
John  W.  Gardner  said  he  would  take  a number  of 
actions,  including  establishment  of  a National 
Center  for  Health  Services  Research  and  Develop- 
ment and  calling  of  a national  conference  on 
medical  care  costs. 
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section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 

Auscultation  of  the  Heart;  By  Abe  Ravin.  2d  ed.  Chicago, 
1967,  Year  Book.  242  p.  Price:  $8.00. 

The  Chemistry  and  Therapy  of  Industrial  Pulmonary  Diseases: 
By  Richard  C.  Browne.  Springfield,  111.,  1966,  Thomas.  121  p. 
Price:  $6.50. 

The  Chromosome  Disorders:  By  Gordon  H.  Valentine.  London, 
1966,  Heinemann  Medical.  129  p.  Price:  $7.00. 

The  Circulatory  Response  to  Muscular  Exercise  in  Man;  By 
Arne  Carlsten.  Springfield,  111.,  1966,  Thomas.  129  p.  Price: 
$6.50. 

Clinical  Tuberculosis;  Edited  by  Karl  H.  Pfuetze.  Springfield, 
111.,  1966,  Thomas.  436  p.  Price:  $14.75. 

Complications  in  Surgery  and  Their  Management:  Edited  by 
Curtis  P.  Artz.  2d  ed.  Phila.,  1967,  Saunders.  888  p.  Price: 
$24.00. 

The  Development  of  the  Infant  and  Young  Child:  Normal  and 
Abnormal;  By  Ronald  S.  Illingworth.  3d  ed.  Balt.,  1966, 
Williams  & Wilkins.  378  p.  Price:  $10.00. 

The  Diagnosis  of  Stupor  and  Coma:  By  Fred  Plum.  Phila., 
1966,  Davis.  197  p.  Price:  $7.50. 

Diagnostic  Ultrasound:  Edited  by  Charles  C.  Grossman.  N.  Y., 
1966,  Plenum  Press.  519  p.  Price:  $11.50. 

Dilemmas  in  Drug  Therapy:  By  Harry  Beckman.  Phila.,  1967, 
Saunders.  404  p.  Price:  $11.50. 


Disturbances  in  Heme  Synthesis:  By  Ludwig  Heilmeyer. 
Springfield,  111.,  1966,  Thomas.  236  p.  Price:  $10.50. 

Essentials  of  Urography:  By  Anthony  F.  Lalli.  Springfield, 
111.,  1967,  Thomas.  150  p.  Price:  $12.75. 

The  Experience  of  Psychotherapy:  By  William  H.  Fitts. 
Princeton,  N.  J.,  1965,  Van  Nostrand.  188  p.  Price:  $1.95. 
Explorations  in  Human  Potentialities:  Edited  by  Herbert  A. 
Otto.  Springfield,  111.,  1966,  Thomas.  558  p.  Price:  $17.00. 
Health  Is  a Community  Affair:  Report  by  National  Commission 
on  Community  Services.  Bethesda,  Md.,  1966.  309  p.  Price: 
$2.25. 

Hemorrhagic  Diseases  and  Thrombosis:  By  Armand  J.  Quick. 
2d  ed.  Phila.,  1966,  Lea  & Febiger.  460  p.  Price:  $12.00. 

The  Kidney:  Edited  by  F.  K.  Mostofi.  Balt.,  1966,  Williams  & 
Wilkins.  592  p.  Price;  $19.75. 

Kidney  and  Electrolytes:  By  Norman  Deane.  Englewood  Cliffs, 
N.  J.,  1966,  Prentice-Hall.  198  p.  Price:  $9.00. 

Medical  Care  of  the  Adolescent:  By  J.  Roswell  Gallagher.  2d 
ed.  N.  Y.,  1966,  Appleton.  489  p.  Price:  $12.00. 

The  Ocular  Fundus  in  Neurologic  Disease:  By  William  F. 
Hoyt.  St.  Louis,  1966,  Mosby.  128  p.  Price:  $35.00. 

Pathology  of  the  Fetus  and  Infant:  By  Edith  L.  Potter,  2d  ed. 
Chicago,  1961,  Year  Book.  670  p.  Price;  $22.00. 

Physiology  of  the  Digestive  Tract:  By  Horace  W.  Davenport. 
2d  ed.  Chicago,  1966,  Year  Book.  230  p.  Price:  $8.50. 
Pneumoencephalography  and  Cerebral  Angiography:  By  Ber- 
nard S.  Epstein.  Chicago,  1966.  Year  Book.  349  p.  Price:  $20.00. 
The  Psychology  of  Clothes:  By  J.  C.  Flugel.  N.  Y.,  1966(7), 
International  Univ.  Pr.  257  p.  Price:  $5.50. 

Recent  Results  in  Cancer  Research:  Berlin,  N.  Y.,  1965-1967, 
Springer- Verlag.  8 vols. 

Surgery  of  the  Stomach  and  Duodenum:  By  Claude  E.  Welch. 
4th  rev.  ed.  Chicago,  1966,  Year  Book.  408  p.  Price:  $10.50. 
Surgical  Bleeding:  Edited  by  Alexander  W.  Ulin.  N.  Y.,  1966, 
Blakiston.  532  p.  Price:  $23.50. 

The  Thymus;  By  Ciba  Foundation.  Boston,  1966,  Little,  Brown. 
538  p.  Price:  $15.00. 

Touch,  Heat  and  Pain;  Ciba  Foundation.  Boston,  1966,  Little 
Brown.  389  p.  Price:  $14.00. 

Urinary  Diversion;  By  Theunis  Coetzee.  London,  1966,  Living- 
stone. 36  p.  Price:  $3.75. 
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Book  Reviews 

Primer  on  Prematurity  and  High-Risk  Pregnancy:  By  S. 
Gorham  Babson  and  Ralph  C.  Benson.  St.  Louis,  1966,  Mosby. 
194  p.  Price:  $10.50. 

The  authors  have  considered  the  many  facets 
of  pregnancy  complications  concerned  in  prema- 
ture delivery,  the  current  methods  of  diagnosis 
and  treatment,  and  the  care  of  the  newborn  after 
birth. 

This  book  is  an  excellent  summary  of  the  vast 
scientific  data  accumulating  on  this  subject.  It 
begins  with  prematurity  and  low  birth  weight  and 
relates  this  to  the  high-risk  pregnancy.  The  ma- 
ternal, paternal  and  fetal  conditions  associated 
are  brought  in.  There  is  an  excellent  list  of  the 
specific  diseases  and  drug  hazards  that  effect  the 
fetus.  They  consider,  also,  the  reduction  of  the 
perinatal  casualty  by  extension  of  gestation  and 
also  are  concerned  with  pregnancy  complications 
requiring  early  delivery. 

On  the  pediatric  side,  they  begin  with  the  care 
of  the  high-risk  infant  at  birth  and  follow  this 
with  an  excellent  summary  of  nursery  care.  The 
physiologic  handicaps  and  disorders  effecting  the 
premature  infant,  including  infections,  are  nicely 
discussed. 

I am  recommending  this  book  highly  as  a quick 
review  and  time  saver  for  the  busy  practitioner. 

G.  T.  Foust,  Jr.,  M.D. 

Bone  Tumors:  General  Aspects  and  Data  on  3,987  Cases:  By 
David  C.  Dahlin.  2d  ed.  Springfield,  111.,  1967,  Thomas.  285  p. 
Price:  $16.00. 

This  book  combines  abundant  information  in 
very  easily  assimilated  form  with  small  size  and 
weight.  The  pages  measure  8V4  x 11  inches;  the 
book  is  only  three-fourths  of  an  inch  thick.  Yet 
the  concise  word  descriptions  are  double-spaced 
as  are  the  references  at  the  end  of  the  chapters. 
Dr.  Dahlin  has  used  high  quality  photographs  of 
roentgenograms,  gross  specimens  and  well-select- 
ed light  microscopic  fields,  as  well  as  well-made 
diagrams  to  amplify  and  complement  his  verbal 
information.  This  second  edition  adds  the  material 
gained  from  examining  1700  additional  tumors  to 
that  available  on  2000  reported  in  the  first  edition 
of  the  book.  All  cases  are  from  the  Mayo  Clinic. 
There  is  a good  chapter  on  odontogenic  tumors 
new  in  this  edition  which  pathologists,  particularly, 
should  appreciate. 

S.  M.  Prather  Ashe,  M.D. 

The  Practice  of  Cystoscopy:  By  David  Rosenbloom.  Springfield, 
111.,  1966,  Thomas.  210  p.  Price:  $9.75. 

This  exposition  fulfills  a need  in  the  field  of 
urology  which,  heretofore,  has  been  frequently 
neglected.  A manual  on  the  technic  of  the  most 
common  instrumentation  in  the  practice  of  urology 
should  be  invaluable  to  the  beginning  endoscopist. 

The  use  of  the  book  will  be  limited  but  should 
be  extremely  helpful  to  the  intern  or  resident 
early  in  his  training. 

The  organization  of  this  book  is  excellent  and 
there  are  several  very  strong  features.  Perhaps 
the  best  of  these  is  the  description  of  the  handling 


of  the  instruments  in  the  insertion  of  the  cysto- 
scope,  the  performance  of  the  bladder  survey,  and 
the  passage  of  ureteral  catheters.  The  photographs 
and  illustrations  are  lucid  and  very  complimentary 
to  the  text.  Another  very  strong  feature  is  the 
description  of  the  preparation  of  the  patient  and 
the  psychological  implications  of  instrumentation 
of  this  important  area  of  the  body.  The  examples 
of  consent  forms  and  a description  of  a sample 
operative  note  are  worthwhile. 

There  are  several  notable  weaknesses  in  this 
book.  The  material  is  not  presented  succinctly  and 
emphasis  is  achieved  by  redundancy  and  repetition 
of  statements.  There  are  numerous  examples  of 
this.  Many  statements  are  made  which  are  the 
personal  opinion  of  the  author  and  perhaps  do 
not  reflect  the  majority  opinion  of  urologists.  The 
interpretation  of  studies  and  the  treatment  of 
pathologic  conditions  in  urology  is  often  not  clear 
cut;  yet  the  author  is  very  dogmatic  in  some  of 
these  areas.  Another  weakness  is  the  lack  of 
emphasis  in  urethroscopy  as  part  of  the  complete 
cystoscopic  examination,  both  in  females  and 
males. 

Careful  instruction  in  the  indications  for  any 
surgical  procedure  is  important  for  a beginner. 
More  emphasis  could  be  made  in  this  area.  Another 
point  which  could  be  expanded  concerns  the  bac- 
terioiogic  aspects  of  manipulating  urologic  patients 
who  are  frequently  infected  at  time  of  contem- 
plated instrumentation. 

The  author  has  compiled  a manual  for  the  use 
of  beginning  cystoscopists.  I would  strongly  recom- 
mend this  book  to  all  interns  and  residents  who 
are  going  to  be  instructed  in  the  art  of  cystoscopy. 

Noel  E.  Sankey,  M.D. 

Obstetrics  and  Gynecology:  By  J.  R.  Wilson,  C.  T.  Beecham 
and  E.  R.  Carrington.  3d  ed.  St.  Louis,  1966,  Mosby.  776  p. 
Price:  $15.50. 

This  text  provides  an  overall  view  of  obstetrics 
and  gynecology  without  becoming  too  deeply  in- 
volved in  the  mechanics.  The  author’s  intent  to 
supply  “a  broad  base  of  information  concerning  all 
the  emotional  and  physiologic  phases  of  repro- 
duction” is  adequately  met. 

Under  “Diagnostic  Methods,”  immunologic  tests 
for  pregnancy  and  ultrasound  are  added  in  this 
third  edition.  There  are  many  good  thoughts  under 
the  heading,  “Psychology  and  Life  Periods  of 
Women.”  More  thought  should  be  given  this  area 
by  those  of  us  who  practice  medicine.  There  is  a 
very  complete  outline  for  amenorrhea,  including 
a schematic  diagram  of  diagnostic  procedures  for 
the  study  of  same.  Sexual  responses  of  women, 
dysmenorrhea,  and  premenstrual  tension  have  been 
included  in  one  chapter,  which  also  includes  the 
table  of  anatomic  sexual  responses  of  the  female 
after  Masters. 

Under  the  section  “Fertilization;  Development, 
Physiology  and  Disorders  of  the  Placenta,”  some 
of  the  basic  information  on  genetics  and  chromo- 
somal abnormalities  have  been  included. 

A new  chapter  has  been  added,  “Control  of 
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Conception,”  which  mentions  the  available  meth- 
ods; however,  the  discussion  of  hormonal  contra- 
ception does  not  specifically  mention  sequential 
drug  contraception.  I also  believe  more  mention 
should  have  been  made  of  the  problems  associated 
with  the  different  types  of  lUCD’s.  The  chapter 
on  trophoblastic  diseases  has  been  rewritten. 

In  the  chapter,  “The  Diagnosis  and  Duration 
of  Pregnancy  and  Prenatal  Care,”  the  authors 
state  “Good  pregnancy  care  can  and  should  be 
provided  by  family  physicians  who  are  willing  to 
devote  time  to  evaluation  of  prenatal  patients  and 
to  the  careful  consideration  of  their  problems  and 
their  pregnancies.”  I wonder  if  in  actuality  the 
busy  family  physician  has  the  time  to  do  this. 

The  chapter  on  “Toxemias  of  Pregnancy”  is 
rather  limited  for  such  an  important  subject.  The 
chapter  on  “Analgesia  and  Anesthesia”  includes  a 
good  discussion  of  paracervical  block  with  a 
diagram  and  many  good  thoughts  on  analgesia 
and  anesthesia  in  general.  The  chapter,  “Care  of 
the  Infant  During  Labor  and  After  Delivery,” 
covers  care  of  the  infant  during  pregnancy,  drugs 
used  on  the  pregnant  patient,  and  a discussion 
of  erythroblastosis  resulting  from  both  Rh  and 
ABO  incompatibility. 

The  discussion  of  forceps  delivery  is  very  limit- 
ed and  specific  names  of  forceps  are  not  mentioned. 
The  chapter  on  malignant  cervical  lesions  is  clear 
cut,  concise  and  presents  good  basic  information. 
This  edition  includes  staging  of  carcinoma  of  the 
cervix  from  H.  L.  Kottmeiere,  Int.  Federat.  Gyn. 
& Ob.  1963. 

The  authors  in  discussing  diseases  of  the  vulva 
employ  the  newer  terminology  of  primary  vulvar 
atrophy  and  lichen  sclerosus  et  atrophicus  replac- 
ing kraurosis  and  leukoplakia,  respectively. 

The  third  edition  compared  wtih  the  second 
brings  newer  concepts,  diagnostic  measures  and 
therapeutic  regimes  to  those  who  read  it.  Many 
good  references  are  available  throughout  the  book. 
I believe  this  edition  is  a more  valuable  general 
medical  text  than  its  predecessor;  the  authors  have 
provided  good  basic  information  on  obstetrics  and 
gynecology  and  are  congratulated  for  work  well 
done. 

Donald  A.  Bennallack,  M.D. 

Resuscitation  of  the  Newborn  Infant:  Edited  by  Harold 
Abramson.  2d  ed.  St.  Louis,  1966,  Mosby.  411  p.  Price:  $16.50. 

It  is  a pleasure  to  review  this  second  edition  of 
“Resuscitation  of  the  Newborn  Infant,”  edited  by 
Harold  Abramson,  M.D.,  and  sponsored  by  the 
Special  Committee  on  Infant  Mortality  of  the 
County  of  New  York. 

Evidence  of  increased  interest  in  improving 
resuscitative  procedures  lies  in  the  fact  that  Chil- 
dren’s Hospital  has  loaned  its  well  worn  copy  of 
the  movie  based  on  that  committee’s  efforts  to 
18  hospitals  in  Colorado  and  16  more  hospitals 
throughout  Kansas,  Nebraska,  New  Mexico  and 
Wyoming  during  the  past  two  years. 

The  authors  make  the  correct  assumption  that 
this  important  area  of  medicine  suffers  from  lack 


of  basic  information,  sparse  experience  and  a 
curious  timidity  to  do  what  has  seemed  obvious 
since  the  biblical  admonition,  “And  the  Lord  God 
formed  man  of  the  dust  of  the  ground,  and  breathed 
into  his  nostrils  the  breath  of  life;  and  man  be- 
came a living  soul.” — Genesis  2:7. 

The  book  contains  an  excellent  introduction  to 
problems  of  reproductive  loss  and  the  importance 
of  the  utilization  of  standard  terminology  in  mak- 
ing comparative  interpretations  of  perinatal  sta- 
tistics. At  a time  when  authors  in  several  lay 
publications  are  deriving  much  of  their  exercise 
by  leaping  to  conclusions  based  on  slight  differ- 
ences in  neonatal  death  rates  between  major  coun- 
tries throughout  the  world,  it  is  imperative  that 
the  physician  in  the  United  States  increase  his 
awareness  of  the  important  subtleties  of  collection 
and  expression  in  the  perinatal  numbers  game. 
The  value  of  keeping  accurate  statistics  was 
brought  into  shocking  focus  a few  years  ago  when 
thalidomide  was  the  fetal  scourge  in  those  same 
countries  with  lower  neonatal  death  rates.  More 
subtle  reflections  of  fetal  damage  could  easily  slip 
by  at  the  present  time  because  of  a generalized 
laxity  in  the  sharp  reporting  of  perinatal  facts  and 
figures.  One  needs  only  to  look  at  the  firm  action 
taken  by  the  Province  of  Quebec  in  making  peri- 
natal mortality  studies  statutory  to  realize  the 
pressure  that  can  be  brought  to  bear  when  the 
State  decides  to  take  up  what  the  physician  had 
assumed  was  his  responsibility. 

The  discussion  of  the  physiology  and  biochem- 
istry of  asphyxia  by  L.  Stanley  James  is  a classic 
and  rightfully  belongs  in  a cover  of  its  own.  Dr. 
James  has  that  exciting  ability  to  make  physiology 
swing  and  to  neatly  blend  basic  understandings 
and  practical  considerations. 

Some  following  chapters  tend  to  be  rather  cate- 
gorical but  nevertheless  contain  an  extensive 
source  of  information.  The  chapter  on  resuscitation 
procedures  in  the  delivery  room  should  be  requmed 
reading  for  all  personnel  who  work  in  the  delivery 
room.  One  practical  point  in  regard  to  equipment 
is  inclusion  of  two  laryngoscope  blades;  one  pre- 
mature infant  blade  and  one  larger  blade  for  use 
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Fig.  1.  Resuscitation  tray,  stainless  steel. 
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with  the  macrosomic  infant  in  whom  a premature 
infant  blade  merely  disappears.  The  point  is  well 
taken  that  laryngoscopic  technic  is  essential  for 
the  obstetrician,  the  pediatrician,  as  well  as  the 
obstetric  nurse.  The  asphyxiated  infant  could  care 
less  about  the  letters  after  the  resuscitationist’s 
name. 

Another  practical  matter  in  regard  to  equip- 
ment is  the  importance  of  keeping  it  in  a simple 
and  tidy  place.  A resuscitation  tray  was  devised 
by  Drs.  Richard  Young,  A1  Woolever,  and  this 
reviewer,  which  included  flanges  on  the  underside 
so  that  it  fits  neatly  to  the  top  of  the  ubiquitous 
Kreiselman  resuscitator  (Fig.  1).  This  keeps  the 
resuscitation  equipment  within  easy  reach  and 
from  getting  lost  in  the  swaddling  clothes. 

Another  service  that  this  book  provides  is  a 
comparison  of  the  many  types  of  mechanical  aides 
to  assist  ventilation  in  newborn  infants.  Consider- 
able emphasis  is  placed  on  a short  (two-page)  his- 
tory form  summarizing  pertinent  gestational  and 
perinatal  events  for  inclusion  in  the  newborn 
infant’s  record.  This  is  one  of  a series  of  recom- 
mended forms  that  has  been  presented  in  an 
effort  to  illuminate  that  darkest  period  of  most 
people’s  lives — the  hours  just  before,  during,  and 
after  birth.  The  Newborn  Center  at  Children’s 
Hospital  has  prepared  a much  simpler  form  to 
assist  the  referring  physician  in  transmitting  essen- 
tial information  about  the  mother  and  her  infant. 
A form  such  as  this  should  be  standard  throughout 
the  State  or  region. 

Doctors  Abramson  and  Eichenwald  present  an 
eloquent  brief  for  a Recovery  Nursery  for  New- 
born Infants.  Such  a sorting  place  for  newborn 


infants  will  undoubtedly  become  as  standard  in 
future  hospitals  as  labor  rooms  are  today.  As  we 
understand  more  about  the  early  detection  and 
management  of  newborn  problems,  we  are  more 
impressed  with  the  fallacy  of  simply  sorting  new- 
born infants  into  big  ones  and  little  ones  on  the 
basis  of  weight  alone.  After  a period  of  observa- 
tion in  such  a Recovery  Nursery,  the  infant  is 
either  transferred  to  an  Intensive  Care  Unit  in 
that  hospital  or  referred  to  a Newborn  Center  for 
care  or  moved  into  the  regular  nursery  or  to  his 
mother’s  side.  This  area  is  an  extremely  important 
one  and  demands  the  inclusion  of  very  sophisti- 
cated and  knowledgeable  nursing  personnel. 

This  Second  Edition  contains  newer  information 
on  the  anemias  and  the  infections  of  newborn 
infants  that  are  thoroughly  done. 

Finally,  in  keeping  with  the  scientific  theme  of 
this  book.  Chapter  21  presents  a glimpse  of  the 
many  investigative  and  educational  programs 
which  are  focusing  on  current  perinatal  problems. 

As  one  reads  this  presentation  about  resuscita- 
tion of  the  newborn  infant,  there  are  times  when 
he  feels  that  the  book  tells  him  more  about  resusci- 
tation than  he  really  cares  to  know.  Nevertheless, 
the  book  should  be  a standard  reference  on  the 
shelf  of  every  generalist,  obstetrician,  and  pedi- 
atrician with  an  interest  in  the  newborn,  for  the 
book  is  best  summarized  in  the  last  sentence — 
“This  is  the  present  story  of  resuscitation  of  the 
newborn  infant — what  we  now  know  and  what  we 
do  not  know.” 

L.  Joseph  Butterfield,  M.D. 

Director,  The  Newborn  Center 

Children’s  Hospital,  Denver 


Announcement 

Jane  Nugent  Cochenis  Competition 

The  University  of  Colorado  School  of  Medicine  announces  the  Sixth  Annual  Cochems 
Competition,  funds  for  which  were  provided  in  the  will  of  the  late  Mrs.  Jane  Nugent 
Cochems.  A prize  of  $2500  will  be  awarded  to  the  author  of  the  best  paper  in  the  field  of 
“Thrombophlebitis  and  Basic  Vascular  Problems.”  Basic  vascular  problems  under  consider- 
ation in  this  instance  should  be  concerned  with  the  underlying  mechanisms  or  processes  of 
vascular  disease,  particularly  those  associated  with  thrombosis,  but  not  necessarily  restricted 
to  it. 

The  competition  is  open  to  all  persons  holding  the  doctorate  degree  and  entries  must 
be  received  in  triplicate,  including  all  charts,  illustrations  and  photographs,  on  or  before 
November  15,  1967.  For  income  tax  reasons,  eligibility  is  limited  to  those  physicians  who  are 
subject  to  U.  S.  income  tax  regulations. 

No  entry  blank  or  application  form  is  required.  There  are  no  restrictive  rules  regard- 
ing length  or  format  of  the  manuscript,  joint  authorship,  or  inclusion  of  such  materials  as 
pictures,  charts,  figures,  etc.  It  is  not  required  that  the  paper  include  results  of  original 
experimental  work,  nor  that  it  be  based  on  personal  clinical  experience.  All  manuscripts 
must  be  typed  with  double  spacing  and  each  copy  together  with  accompanying  illustrations, 
etc.,  must  be  submitted  in  a folder  or  cover.  On  request,  the  original  copy  of  the  manuscript 
will  be  returned  if  accompanied  by  a stamped,  addressed  envelope.  Papers  will  be  judged 
on  originality,  content,  clarity,  and  critical  value. 

Inquiries  regarding  the  competition  and  all  manuscripts  should  be  submitted  to  Dr. 
John  J.  Conger,  Vice  President  for  Medical  Affairs  and  Dean,  School  of  Medicine,  University 
of  Colorado  Medical  Center,  4200  E.  Ninth  Avenue,  Denver,  Colorado  80220. 
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nursing  care  for  cancer  patients- 


...a  major  concern  for  their  families,  and  for  their  physicians.  In  a unique  pioneering 
service,  the  American  Cancer  Society  is  deeply  involved  in  finding  a solution. 
Recognizing  the  phenomenal  growth  of  nursing  homes  — aware  of  the  shortage  of 
nurses  — knowing  the  implications  of  the  extended  care  benefits  of  Medicare  — the 
Society  has  launched  a dramatic  educational  demonstration  project  on  cancer  nursing 
for  nursing  home  staff.  Special  emphasis  is  on  colostomy  irrigation,  care  of  the  laryn- 
gectomized  patient,  care  of  an  ileal  bladder,  and  emergency  nursing.  To  achieve 
maximum  application  of  this  plan,  a cadre  of  nurses  is  being  trained  by  the  Society  to 
conduct  cancer  nursing  courses  in  nursing  homes  throughout  the  nation. 


This  endeavor  has  been  warmly  endorsed  by  the  American  Nurses  Association  and 
other  professional  organizations.  We  feel  sure  that  such  a program,  bringing  skilled 
nursing  care  to  the  bedside  of  the  cancer  patient,  will  be  enthusiastically  received  by 
the  medical  profession. 


AMERICAN  CANCER  SOCIETY 


% 


THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 
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University  of  Colorado  Medical  Center 

The  Colorado  and  Metropolitan  Associations  for 
Retarded  Children  presented  the  University  of 
Colorado  a $7,000  gift  toward  construction  of  the 
John  F.  Kennedy  Child  Development  Center  at 
the  CU  Medical  Center  in  Denver.  The  Kennedy 
Center  is  being  built  with  private  and  federal 
funds  as  part  of  a nationwide  program  of  uni- 
versity-affiliated institutes  for  the  diagnosis,  study 
and  treatment  of  mental  retardation. 

Construction  began  last  week  on  the  Kennedy 
Center,  a five-story  and  basement  structure  which 
also  will  house  the  B.  F.  Stolinsky  Research  Lab- 
oratories. The  center  is  planned  for  the  diagnosis, 
evaluation,  treatment  and  study  of  children  suffer- 
ing from  mental  retardation,  brain-damage,  mul- 
tiple handicaps  and  other  developmental  problems. 

In  addition  to  the  Stolinsky  Research  Labora- 
tories, facilities  in  the  building  will  include  two 
nursery  schools;  rooms  for  medical  examination, 
play  and  speech  therapy,  occupational  and  physical 
therapy,  interviews  with  patients  and  families, 
and  observation;  a library,  micro-chemistry  labora- 
tories; closed-circuit  television;  a perception  lab- 
oratory and  a soundproof  audiology  room. 

V ^ V ^ 


Final  budget  recommendations  of  the  Colorado 
Commission  on  Higher  Education,  if  adopted  by 
the  State  Legislature,  would  force  new  cutbacks  at 
Colorado  General  Hospital  and  curtailments  in 
School  of  Nursing  enrollment,  according  to  Dr. 
John  J.  Conger,  University  of  Colorado  vice  presi- 
dent for  medical  affairs.  In  a summary  analysis 
of  the  commission’s  recommendations.  Dr.  Conger 
reported  the  proposals  fall  nearly  a half-million 
dollars  short  of  “minimal  obligations’’  at  the  CU 
Medical  Center  in  Denver. 

The  1967-68  budgets  proposed  by  the  commis- 
sion would  make  nearly  every  phase  of  Medical 
Center  operations  “extremely  difficult”  in  terms 
of  meeting  community  and  Civil  Service  wage 
levels  and  rising  hospital  costs.  Dr.  Conger  said, 
but  the  shortages  would  create  particularly  acute 
problems  for  Colorado  General  and  the  School  of 
Nursing. 

University  of  Utah  College  of  Medicine 

The  Damon  Runyon  Memorial  Fund  for  Cancer 
Research,  Inc.,  has  awarded  a grant  of  $22,700  to 
Dr.  Charles  P.  Miles,  Department  of  Pathology, 
University  of  Utah  College  of  Medicine,  for  support 
of  new  cancer  research. 

Dr.  Miles’  project,  labeled  “Pathological  Changes 
of  the  Nucleus  and  Chromosomes  in  Primary  Can- 
cer,” will  open  a new  area  of  cancer  research  at 
the  university.  Dr.  Miles  says  he  knows  of  only 
two  other  projects  similar  to  it  in  the  world.  The 
period  of  the  grant  is  from  April  1 to  March  31, 
1968.  Two  other  physicians  will  join  Dr.  Miles  in 
the  research. 


Dr.  C.  Wesley  Eisele,  associate  dean  for  post- 
graduate education  in  the  University  of  Colorado 
School  of  Medicine,  is  editor  of  a newly  published 
professional  book,  “The  Medical  Staff  in  the  Mod- 
ern Hospital,”  described  as  the  first  work  in  its 
field.  The  book  was  published  by  the  Blakiston 
Division  of  the  McGraw-Hill  Book  Co.  of  New 
York  City.  It  is  based  on  papers  presented  to  four 
conferences  Dr.  Eisele  directed  for  the  CU  School 
of  Medicine  which  pioneered  in  the  field  of  post- 
graduate education  for  medical  staff  leaders  in 
community  hospitals.  Contributors  to  the  new 
volume  are  55  of  the  conference  speakers,  each 
an  expert  in  his  field,  discussing  a wide  range  of 
topics  related  to  the  organization  and  function  of 
a hospital  staff. 

Dr.  Eisele  has  been  a member  of  the  CU  medical 
faculty  since  1951.  He  holds  M.S.  and  M.D.  degrees 
from  the  Northwestern  University  and  is  a diplo- 
mate  of  the  American  Board  of  Internal  Medicine 
and  a fellow  of  the  American  College  of  Physicians. 

He  received  the  Certificate  of  Meritorious  Service  - v 
from  the  American  Academy  of  General  Practice  '' 
in  1961  and  last  year  was  awarded  an  honorary 
fellowship  in  the  American  College  of  Hospital 
Administrators. 

♦ * * * 


This  will  be  the  third  year  that  Dr.  Miles  has 
received  support  from  the  Damon  Runyon  Me- 
morial Fund.  He  came  to  the  university  recently 
from  the  Sloan  Kettering  Institute,  Memorial 
Center  for  Cancer,  New  York. 
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Destroys  Trichomonads  Wherever  They  Are 


Flagyl  seeks  out  the  sites  where  trichomonads 
hide.  Only  a systemic  agent  can.  Only  Flagyl 
does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the  inner 
crypts,  glands  and  cavities  of  the  genitouri- 
nary tract  in  both  women  and  men.  Conse- 
quently, Flagyl  is  capable  not  only  of  curing 
trichomoniasis  in  women  but  also  of  prevent- 
ing reinfection. 

Correctly  used,  with  due  attention  to  repeat 
courses  of  treatment  for  resistant,  deep-seated 
invasion  and  to  the  presumption  of  reinfection 
from  male  consorts,  Flagyl  has  repeatedly  pro- 
duced up  to  100  per  cent  cure  in  large  series 
of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  ~ In  women:  one  250- 
mg.  oral  tablet  three  times  daily  for  ten  days.  A vag- 
inal insert  of  500  mg.  is  available  for  local  therapy 
when  desired.  When  the  inserts  are  used  one  vagi- 
nal insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days,  and  concurrently  two  oral 
tablets  should  be  taken  daily. 


In  men  in  whom  trichomonads  have  been  demon- 
strated: one  250-mg.  ora!  tablet  twice  daily  for  ten 
days. 

Contraindications  — Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution  — Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially  if 
a second  course  is  necessary. 

Side  Effects  — Infrequent  and  minor  side  effects  in- 
clude nausea,  metallic  taste,  furry  tongue  and  head- 
ache. Other  effects,  all  reported  in  an  incidence  of 
less  than  1 per  cent,  are  diarrhea,  dizziness,  vaginal 
dryness  and  burning,  dry  mouth,  rash,  urticaria, 
gastritis,  drowsiness,  insomnia,  pruritus,  sore  tongue, 
darkened  urine,  anorexia,  vomiting,  epigastric  dis- 
tress, dysuria,  depression,  vertigo,  incoordination, 
ataxia,  abdominal  cramping,  constipation,  stomati- 
tis, numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis,  pelvic 
pressure,  dyspareunia,  fever,  polyuria,  incontinence, 
decreased  libido,  nasal  congestion,  proctitis  and  py- 
uria. Elimination  of  trichomonads  may  aggravate 
candidiasis. 


Dosage  Forms 

Oral— 250-mg.  tablets.  Vaginal— 500-mg.  inserts 
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Sp  eer  at  Acoma  ♦ Denver  • 534-0631 


r Discriminating  Doctors 
everywhere  specify 

STEELCASE 

Custom  Line 
Office  Furniture 

Doctors  are  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  con  "individual- 
ize" your  office. 

Stop  in  soon— or  phone  and  cur  representative  will  call 


Doctor . . . Heal  Thyself 

Take  your  own  advice,  and  find  some  relief  from  that 
everyday  stress. 

How  often  have  you  and  the  family  talked  about  a 
place  to  get  away  from  the  pressures?  This  is  the  year 
to  do  something  about  it.  Not  some  day  in  the  future, 
NOW. 

Just  25  miles  south  of  Morrison  on  Hiway  285  is 
ROLAND  VALLEY,  a mountain  subdivision  of  spectacular 
one-acre  building  sites,  close  enough  to  the  city  for 
year-round  living,  if  desired,  but  ideally  located  for  your 
WEEKLY  VACATIONS.  You  can  leave  the  city  and  be 
sitting  down  to  your  evening  meal  within  an  hour,  and 
start  to  unwind.  Go  back  to  the  office  Monday  morning 
feeling  renewed. 

Send  the  coupon  below  for  brochure  and  other  informa- 
tion . . . call  Dick  West  at  1 — 838-5131  ...  or 
come  up  anytime  and  just  look  around,  ask  any  questions 
you  like  and  see  how  easy  it  is  to  get  into  this  new 
way  of  life. 

As  you  well  know,  we  are  making  more  people  all  the 
time,  but  we  can't  make  any  more  land.  Good  land  is 
getting  harder  to  find,  so  see  us  soon  and  let's  talk 
about  your  plan. 


Roland  Valley  Subdivision 

Box  45  Bailey,  Colorado 

Scenic  Mountain  Home  Sites 
Just  40  miles  S.W.  of  Denver  on  U.  S.  285 

Nome - 

Address 

City  and 

State Zip 
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MORNINGSIDE 

HOSPITAL 


Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

Wendell  H.  Hutchens,  M.D.,  Medical  Director — Henry  Coe,  Administrator 
10008  S.E.  Stark  Street,  Portland  16,  Ore.  Inquiries  invited  Phone:  Alpine  2-5571 
Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1 893 


PREMIUM 

QUALITY 


AT  ITS  BEST... 


Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That’s  why  we’re  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it’s  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 

Denver,  Colorado  80215 


MEMBER 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Conde,  M.D. 

Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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Colorado  Medical  Society 

OFFICERS  1966-67 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  and  expires 
Sept.  23.  1967,  at  the  Annual  Session  in  Colorado  Springs. 
President:  Myron  C.  Waddell,  Denver. 

President-elect:  Henry  H.  Zeigel,  Collbran. 

Vice  President:  Eugene  B.  Ley,  Pueblo. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trustees:  Carl  H.  McLauthlin,  Denver,  1967; 
Kenneth  A.  Platt,  Westminster,  1967;  William  A.  H.  Rettberg, 
Denver,  1968;  Robert  W.  Ludwick,  Sterling,  1969. 

Delegates  to  the  American  Medical  Association:  Harlan  E. 
McClure,  Lamar,  Dec.  31,  1967  (Alternate,  Vernon  L.  Bolton, 
Colorado  Springs,  Dec.  31,  1967);  Gatewood  C.  Milligan, 
Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31,  1967);  Kenneth  C.  Sawyer,  Denver,  Dec.  31,  1968 
(Alternate,  Robert  E.  McCurdy,  Denver,  Dec.  31,  1968). 
Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Vice  Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver 
Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 


Montana  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Albert  L.  Vadheim,  Bozeman. 

President-elect:  Alfred  M.  Fulton,  Billings 
Vice  President:  Mark  B.  Listerud,  Wolf  Point. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Hugh  V.  Anderson,  Great  Falls 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings 
Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Albert  L.  Vadheim,  Bozeman;  Alfred 
M.  Fulton,  Billings;  Mark  B.  Listerud,  Wolf  Point;  Oscar  A. 
Swenson,  Sidney;  Hugh  V.  Anderson,  Great  Falls;  Robert  W 
Thometz,  Butte;  Paul  J.  Gans,  Lewistown;  Robert  K.  West, 
Cut  Bank. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren 
D.  Bowman,  Jr.,  Billings 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585 


Nevada  State  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  William  M.  Tappan,  Reno. 

President-elect:  Richard  A.  Petty,  Carson  City. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Immediate  Past  President:  Joseph  M.  George,  Jr.,  Las  Vegas. 
Delegate  to  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medicai 
Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1967  Annual  Session. 

President:  Tom  L.  Carr,  Albuquerque. 

President-Elect:  Emmit  M.  Jennings,  Roswell. 

Vice  President:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Robert  P.  Beaudette,  Raton 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Councilors  for  Three  Tears:  Don  R.  Clark,  Roswell;  Alvin  S. 
Hartz,  Farmington;  Samuel  E.  Neff,  Clovis. 

Councilors  for  Two  Years:  Harry  D.  Ellis,  Santa  Fe;  Armin 
T.  Keil,  Raton. 

Councilors  for  One  Year:  W.  W.  Kridelbaugh,  Albuquerque; 
Richard  C.  Sherman,  Alamogordo. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 

Utah  State  Medical  Association 
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at  the  1967  Annual  Session. 

President:  Paul  A.  Clayton,  Salt  Lake  City 

President-elect:  Drew  M.  Petersen,  Ogden 

Past  President:  L.  V.  Broadbent,  Cedar  City 

Honorary  President:  Juel  E.  Trowbridge,  Bountiful 

Secretary  ’67:  Rusa*Ll  M.  Nelson,  Salt  Lake  City 

Treasurer  ’69:  Ralph  C.  Richards,  Salt  Lake  City 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo 

President,  Medical  Service  Bureau:  Wilford  G.  Biesingei. 

SpringvUle 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan 
Alternate  Speaker,  House  of  Delegates:  William  R. 
Christensen,  Salt  Lake  City 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Alan  E. 
Lindsay,  Salt  Lake  City 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL  5-7477. 

Wyoming  State  Medical  Society 
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President:  Ray  K.  Christensen,  Powell 

President-elect:  Laurence  W.  Greene,  Jr.,  Laramie 

Vice  President:  Henry  N.  Stephenson,  Newcastle 

Secretary:  Raymond  E.  Kunkel,  Thermopolis 

Treasurer:  Elmer  S.  McKay,  Lander 

Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler. 

Casper 

Speaker  of  the  House:  John  H.  Froyd,  Worland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyeime 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Mr.  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Mr.  Byron  Hirst,  Cheyerme 
Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.  O.  Box  2266. 
Cheyenne:  Telephone  632-5525,  area  code  307. 
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WANT  ADS 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 

NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,003  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
466-6111.  1-3-TFB 


OFFICE  SUITES  AVAILABLE — 1000  sq.  ft.,  consultation  room, 
three  examining  rooms,  business  area  and  waiting  room, 
near  hospital  in  Casper,  Wyoming.  Community  active  medically 
with  enlarging  hospital.  Inquire  C.  Robertson,  1150  Payne 
Ave.,  Casper,  Wyo.  Phone  307-234-1442  2-2-5B 


GENERAL  PRACTITIONER  FOR  A SMALL  FAMILY  PRAC- 
TICE GROUP  in  New  Mexico.  Attractive  initial  salary  leading 
to  partnership.  Modem  building  with  laboratory,  x-ray  and 
Physical  Therapy.  Write:  Guy  C.  Hill,  Business  Manager, 
Box  1030,  Silver  City,  New  Mexico.  2-1-3B 

RITTER  examining  table — used.  In  good  condition.  $700.00. 
Call  Mrs.  Chauncey  Hager,  322-9359,  Denver.  2-3-TF 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRACTI- 
TIONER or  other  subspecialties.  large  modern  medical-den- 
tal building  which  presently  has  only  one  GP.  Contact  William 
Marshall,  1666  Elmira  Street,  Aurora,  Colo.  80010.  3-2-2B 


PRIME  LOCATION  EVERGREEN,  COLORADO  ACREAGE. 

Lot  sizes  one  acre  and  over.  Jefferson  County  approved 
subdivision.  County  maintained  roads.  Fabulous  view  of 
Denver  and  high  range.  Homes  in  process,  invest  or  build. 
Protective  covenants.  Private  party.  Phone  466-3813  or 
SK  6-6826  after  6.  3-11-3B 


YOUNG  GROWING  PARTNiaiSHIP,  2 GPs  and  Board  Sur- 
geon seeks  GP  and/or  Surgeon  with  Chest  Qualifications. 
New  air  conditioned  building,  modem  lab  and  X-ray  facilities. 
Growing  southwestern  New  Mexico  city  of  9,000,  drawing 
area  30,000.  Accredited  hospital.  Four  year  university.  Objec- 
tive full  partnership.  Salary  during  trial  period.  Contact  Drs. 
Cobb-Walsh-Wille,  114  W.  11th  St.,  Silver  City,  N.  M.  Area 
Code  505-538-2961.  3-9-6 


ASSOCIATE  WANTED  FOR  GENERAL  PRACTITIONER. 

Office  adjacent  to  well  equipped  hospital;  generous  financial 
arrangement;  early  partnership.  Skiing  and  hunting  nearby. 
Reply  to  A.  N.  Spencer,  M.D.,  Box  847,  Carrizozo,  New  Mexico 
88301.  3-12-4 


WANTED — GENERAL  PRACTITIONER  to  assume  a busy  solo 
practice  July  1.  Large  gross  income.  Most  beautiful  part  of 
Colorado,  one  hour  from  Denver.  Fully  accredited  hospital 
nearby.  Reply  to  Box  3-4-3,  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Avenue,  Denver,  Colorado  80218.  3-4-3 


HUMBUG  HOUSE  is  a curiously  spacious  Victorian  in 
BRECKENRIDGE,  Colorado,  an  ideal  summer  retreat  for 
the  busy  physician  with  a large  family  who  yearns  for  a week 
in  an  old  mountain  town.  There  are  4 bedrooms,  2 baths, 
and  NO  PHONE.  Breckenridge  is  in  the  center  of  the  high 
country,  nestled  in  the  axilla  of  the  Rocky  Mountains  just 
minutes  from  ghost  towns,  jeep  trails,  high  passes,  glacier 
lakes  and  in  the  midst  of  millions  of  wild  flowers.  Write  to 
Joe  Butterfield,  M.D.,  2198  South  Jackson,  Denver.  4-1-2B 


MILITARY  SURGEON  DESIRES  2 weeks  locum  tenens  for 
summer  of  '67.  Graduate  of  Colorado  Medical  School  ’59, 
board  certified  in  General  Surgery  ’65,  and  current  Colorado 
license.  Military  service  will  be  completed  in  ’68  and  will 
be  desiring  a practice  in  General  Surgery  after  that.  A group 
practice  with  surgeons  or  GP’s  would  be  preferred.  Have 
additional  experience  in  hospital  administration,  having  com- 
manded an  Army  Hospital  in  Vietnam  in  ’66.  Would  be 
interested  in  interviews  for  a surgical  practice  even  if  locum 
tenens  is  not  available.  Reply  to  Box  4-3-lB,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218. 

4-3-lB 


OUTSTANDING  OPPORTUNITY  for  physician  to  join  busy 
four-man  general  group  in  Torrington,  Wyoming.  Salary 
arrangement  for  one  year  followed  by  full  partnership  in  two 
additional  years.  Initial  salary  based  on  previous  experience. 
John  B.  Krahl,  M.D.,  Joe  R.  Volk,  Jr.,  M.D.,  Kayo  Smith,  M.D., 
Gerald  Rounsborg,  M.D.  4-2-3 


EXCLUSIVELY 


*!i! 


illilp 


■HIMl 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 


110 


Rocky  Mountain  Medical  Journal 


FOR  RENT— Medical  building  in  North  Denver.  Available  in 
June.  Suitable  for  two  or  three  physicians.  Two  consultation 
rooms,  four  examining  rooms,  x-ray  room,  waiting  room, 
secretarial  office  and  laboratory.  Practice  established  25  years. 
Excellent  location.  Reasonable  rent.  Reply  to  Box  4-6-lB, 
Rocky  Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Den- 
ver, Colorado  80218.  4-6-lB 


THE  COWLITZ  WAKIAKUM  COUNTY  MEDICAL  SOCIETY 
is  seeking  physicians  to  enter  private  practice  in  our  busy, 
growing  industrial  area.  We  need  more  physicians  in  all 
categories,  general  practice  especially,  but  also  in  many 
specialties.  There  are  50  doctors  serving  70,000  people  in  our 
two  county  area,  43  actually  see  patients,  a ratio  of  1700 
people  per  doctor.  In  the  Longview  Kelso  area  we  expect 
5,000  new  people  in  the  next  two  years.  Industry  is  expanding 
rapidly  with  one  $100  million  plant  in  process  and  a $150 
million  plant  in  prospect.  Our  two  fine  hospitals  have  $7 
million  expansions  in  process.  Area  located  on  Columbia 
River,  50  minutes  from  Portland  by  freeway,  excellent  recrea- 
tional facilities.  All  inquiries  will  be  answered  with  further 
community,  economic,  and  medical  data.  Contact:  John  A. 
Nelson,  M.D.,  Recruitment  Committee,  Cowlitz-Wakiakum 
County  Medical  Society,  1026  Broadway,  Longview,  Washing- 
ton. 4-7-lB 


OPPORTUNITY,  AFTER  APRIL  1st,  South  Denver,  for  In- 
ternist or  General  Practitioner  (adult).  Consultation  room, 
two  examining  rooms,  large  attractive  reception  room  fur- 
nished, laboratory  space  and  share  use  of  large  emergency 
operating  room  for  minor  surgery,  storage  space  and  x-ray 
available  on  a share  cost  basis.  Surgeon  and  two  Dentists  in 
building,  will  introduce.  Rent  $200  per  month.  Lease  not 
required.  Office  furnishings  if  desired  on  pay  later  basis. 
Call  777-5353.  4-5-lB 


LOCUM  TENENS,  Associate  or  Assistant  in  Internal  Medicine 
with  early  partnership  if  mutually  compatible.  Well  estab- 
lished practice,  ideally  located  for  year-round  work,  recreation, 
fishing,  hunting  and  skiing.  Income  dependent  only  upon 
desire  to  work.  M.  A.  Gold.  M.D.,  10  South  Idaho  St.,  Butte, 
Montana  59701.  Phone  723-6161.  4-8-1 


Looking  For  Land? 

160  acres  or  320  acres,  with  wheat  allotment, 
and  approximately  40  acres  alfalfa.  Northeast 
of  Denver  at  112th  Avenue  and  Tower  Road. 

Priced  at  $550  per  acre.  Easy  terms. 

For  information,  call  or  write 
Walt  Horkans 

Rt.  3,  Box  53  364-501 1 

Aurora,  Colorado 


WANTED  TO  BUY — Used  medical  office  equipment.  Contact 
Edward  Manring,  M.D.,  Box  188,  Del  Norte,  Colorado  81132. 

3-1-2 


WEAVERVILLE,  TRINITY  COUNTY— Immediate  opening  for 
County  Physician.  Surgeon  and  Health  Officer.  Care  of  all 
public  assistance  recipients  and  county  patients;  perform 
general  surgery,  etc.  Salary  $18,000-$20,000/year.  Modem  39- 
bed  county  general  hospital  and  32-bed  convalescent  home. 
Weaverville  located  50  miles  northwest  of  Redding.  Wonder- 
ful recreational  area.  Contact  Trinity  County  Board  of  Super- 
visors, Box  AK,  Weaverville,  Cal.fornia.  Pnone:  9i6  — 623-2271. 

4-4-lB 
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PUBLIC  SERVICE  COMPANY 
OF  COLORADO 

an  investor*owned  utility 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  f (LJf\  1 Telephone 

Denver  80202  534-8714 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  In  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  tor  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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Do  your 
present 

office  facilities 
give  you  everything 
you  want, 

Doctor? 

If  Updating  Your  Housing  Would 
Be  Helpful  to  Your  Practice, 

Then  It’s  Time  to  Think  About  . . . 


Talk  to 




YAN  dL^HAAl^Ai 

REALTOR-INSUROR 


Franklin 
Medical  Center 


2045  FRANKLIN  STREET 
DENVER,  COLORADO  80205 

DEL  ARMSTRONG,  Resident'  Manager 
PHONE  297-5458 
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l—^O-TF^Otvi  ICS 


ULTRASONIC  DIATHERMY 

TREAT  THE  SENSIBLE  STATIONARY  WAY 

Give  accurate  and  reproducible  dosages  instead 
of  guessed-at  dosages.  Give  more  energy  with- 
out the  trauma-producing  spikes  of  energy 
inherent  in  other  transducers. 

Give  deeper  and  better  distributed  heat  than 
shortwave  or  microwave.  Save  valuable  time 
while  eliminating  a fatiguing  job. 

$690.00 


SON  ICATOR 

ULTRASONIC  THERAPY 

WORLD'S  FASTEST  SELLER 
Basic  invention  enables  the  COMPACT,  all- 
purpose Sonicator  to  outperform  bulky,  costly 
units.  Ideal  for  drug  "injection”. 

$199.50 


CEO.  BERBER!  & SONS,  INC. 


1717  Logan  StTeet 


Denver,  Colorado  80203 


Telephone  255-0408 
1903-1967  — Our  64th  Anniversary 
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<j  _ whatever  their  color, 
C shape,  or  size... 


Benadryl 


(diphenhydramine  hydrochloride) 

PARKE-DAVIS 


for  control  of 
allergic  symptoms 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatio  relief  with 
BENADRYL— the  potent  antihistamine  with  antispas- 
modic  action.  INDICATIONS:  Antihistaminic,  anti- 
spasmodic,  antitussive,  and  antiemetic  therapy. 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, or  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 

The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride. ADVERSE  REACTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 

BENADRYL  is  available  in  Kapseals®  of  50  mg.  and 
Capsules  of  25  mg.  oote? 


PARKE-DAVIS 


HW&D  BRAND  OFIUTUTRIN 


8000  UNIT  TABLETS 


m THE  TREATMENT  OF  FUNGTIONAt.  DYSMENORRHEA 


AND  SEI.EGTED  CASES  OF  PREMATURE  LABOR  AND  SIND 
AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlfing  abnormal  utei- 
ine  activity,  LUTREXIN,  th«! 
non-steroid  “uterine  relaxinj* 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 


Supplied  in  bottles  of 


twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING.  I 


BALTIMORE,  MARYLAND  21201 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 
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For  adolescents,  acne  is  “...an  af- 
fliction which  immediately  separates 
these  people  from  their  confreres.”* 
Washing  with  pHispHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
tients—even  with  severe  forms  — 
through  the  "acne  decade"  (12-22). 
Three  or  four  thorough  daily 
washes  with  powerful,  antibacterial 
pHisoHex  enhance  any  acne  regi- 
men. Faster,  better  results  help  re- 
store self-confidence. 
pHisoHex  builds  a cumulative  bac- 
teriostatic film  of  hexachlorophene 
to  protect  acne  skin  between  wash- 
ings, helps  check  the  ‘'infection  fac- 


tor.” pHisoHex  is  especially  effec- 
tive against  Staph— a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  “kind”  to  skin. 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 


dones, pustules  and  scarring.  It  con- 
tains colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene 0.3  per  cent.  Odorless, 
nongreasy  and  pleasant  to  use. 
pHisoHex  is  supplied  in  squeeze 
bottles  of  5 oz.  and  1 pint  and  in 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  Vh 
oz.,  also  available  in  a combination 
package  with  a 5-oz.  squeeze  bot- 
tle of  pHisoHex. 

♦Kligman,  A.  M.,  in  Ludwig,  G.  D.,  and 
Elsom,'  Katherine  O.  (Eds.);  Am.  Pract. 
13:200,  March,  1962, 

pHisoHex  and  pHisoAc,  trademarks reg,  U.S,;PatkO<f. 
Winthrop  Laboratories,  New  York,  N.Yv  10016 


‘'George  wants  to  know  if  if  s okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o'clock?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOmiHISTINr  LP 


•E 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


lelps  keep  calories  at  arm’s  length 


ost  persons  have  a tendency 
regain  lost  weight  easily. 

^ludin  is  made  to  order  for  such 
tients.  It  effectively  curbs  ap- 
tite  and  helps  them  stick  to 
sir  diets. 

^reludin  keeps  patients  active. 
cause  moderate  exercise  is 
jally  more  feasible  for  patients 
'0  are  not  grossly  overweight, 
■sludin  should  be  doubly  benefi- 
I for  them.  It  promotes  a sense 


of  well-being  that  activates 
patients... makes  them  feel  like 
doing  things. ..and  prompts 
them  to  get  the  exercise  your 
weight-control  program  calls  for. 

Preludin  effectively  reduces 
appetite.  Preludin's  ability  to  help 
patients  shed  weight  has  been 
described  in  more  than  300  pub- 
lishedclinical  reports  involving  more 
than  10,000  patients.  It  will  work  in 
your  weight-control  programs  too. 


;jdin®  tablets  of  25  mg. 

:irets®  prolonged-action  tablets  of  75  mg. 

■ 'ge:  One  25  mg.  tablet  two  or  three  times  daily, 
e 75  mg.  Endurets  tablet  once  daily. 
raindications:  Severe  coronary  artery  disease, 
rthyroidism,  severe  hypertension,  nervous 
i bility,  and  agitated  prepsychotic  states.  Do  not 
M/ith  other  CNS  stimulants,  including  MAO 
I itors. 

dng:  Do  not  use  during  the  first  trimester  of 
nancy  unless  potential  benefits  outweigh 
i ble  risks. 

' wtions:  Use  with  caution  in  moderate  hyper- 
• an  and  cardiac  decompensation.  Cases  involving 
'■3  of  or  dependence  on  phenmetrazine  hydro- 


chloride have  resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood  or  behavior 
changes,  hallucinations,  or  delusions.  Do  not 
exceed  recommended  dosage. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  urinary  frequency 
or  nocturia,  or  headache. 

For  complete  details,  please  see  full  Prescribing 
Information,  (B)46-560A 

Under  license  from  Boehringer  Ingelheim  G.m,b.H. 

Geigy  Pharmaceuticals,  Division  of  % 

Geigy  Chemical  Corporation,  Ardsley,  New  York 


In  peptic  ulcer... 

antacid 
therapy 

with  a 
new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS- 
FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE- 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with  „„ 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Packayte  Circular.  Iinliculion.s:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cutions:  The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinfte  for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCI  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125.000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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Against  these  three  m^Jqr  p^hq 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  ji 


Befa-Heiri^ 

Streptococci 


|/-Cillin  K®  provides  dependable  oral  antibacterial  activity 


I because  it  combines  a high  degree  of  in-vitro  activity... 

1 

I Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumonioe 


MIC  (meg. /ml.) 

MIC  (m 

eg. /ml.) 

MIC  (meg. /ml.) 

Anfibiofic 

Medion 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

MethiciHin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1-3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxociilin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- ~ 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adopted  from  Klein,  J.  O.,  and  Finlond,  M.:  New  England  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 

0.75 

E 
E 

I ® 

I ^ 

I 'o 

i ® 

I I 0.5- 

I ? 

II  ffi 

|| 

^ 0.25- 

Hours  V2  1 2 3 4 5 6 

Adopted  from  Griffith,  R.  S.,  ond  Block,  H.  R.:  Current  Ther.  Res.,  6:253,  1964. 


V-Cillin  K 


700636 


(\>tassium  nienoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 


manifestations  and  antihistamines  and  corticosteroids  for  delayer 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patien 
with  a strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  hig 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  an 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studie 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  c 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shoul 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  les 
common  with  administration  of  oral  penicillin  than  with  intramusculc 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signif 
cant  index  of  sensitization.  The  following  hypersensitivity  reaction 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashd 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urt 
cario;  and  reactions  resembling  serum  sickness,  including  chills,  feve 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxjl 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  thronl 
bocytopenia,  ond  nephropathy  are  rarely  observed  side-effects  anji 
are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage;  For  Tablets  V-Cillin  K and  for  V-Cillin  I 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  thre 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infant 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  ini 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  ba 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  times 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  preve 
development  of  rheumatic  fever  and/or  other  serious  complication 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a histo 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  uni 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  too 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  t 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  f(| 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  dc' 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  model 
ately  severe  pneumococcus  pneumonia  has  been  treated  effective 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  give 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proc 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hou 
for  three  doses  may  be  employed;  in  females.  500  mg.  every  four  hou 
for  six  doses  are  recommended.  Patients  with  a suspected  lesion 
syphilis  should  have  a dark-field  examination  before  receiving  penicill 
and  monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units), 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  m 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,0000  units)  p 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages.  [011867] 


Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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She  simply  sits  while  the  party  goes  on  around  her, 
already  used  to  being  the  girl  who  is  left  out. 

She  tries  to  lose  weight— but  her  emotions 
won't  let  her.  She  becomes  irritable  and  depressed 
when  she  doesn't  eat,  and  anxious  when  she 
considers  her  future.  So  each  time  she  gives  up. 

"What  can  I do?"  she  asks  when  she  visits  your  office. 
"How  can  I ever  stay  on  a diet  and  lose  weight?" 

A PARTICULAR  COMBINATION  OF  ACTIONS 

j^Ktenl^S 

methamphetamine  hydrochloride  IS  mg.,  phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 

FOR  THE  NEEDS  OF  THE  DIETING  WOMAN 

A.  H.  Robins  Co.,  Inc. 

Richmond,  Va.  23220 


Ambar  is  formulated  to  specifically  meet  both  the 
physical  and  emotional  needs  of  the  woman  who 
is  trying  to  lose  weight.  Methamphetamine  hydro- 
chloride has  a powerful  suppressant  effect  on  the 
appetite  and  also  provides  a gentle  psychic  lift  to 
improve  mood  and  encourage  activity.  The  pheno- 
barbital component,  through  its  classic  calming 
action,  helps  control  irritability  and  anxiety,  and 
helps  counteract  excessive  CNS  stimulation. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 

BRIEF  SUMMARY  / Indications:  Ambar  suppresses  appetite 
and  helps  offset  emotional  reactions  to  dieting.  Side  Ellects: 
Nervousness  or  excitement  occasionally  noted,  but  usually 
infrequent  at  recommended  dosages.  Slight  drowsiness  has 
been  reported  rarely.  Precautions:  Administer  with  caution 
in  the  presence  of  cardiovascular  disease  or  hypertension. 
Contraindications:  Hypersensitivity  to  barbiturates  or  sym- 
pathomimetics;  patients  with  advanced  renal  or  hepatic 
disease.  See  package  insert  for  further  details. 


You 

Can 

Order 


of  any  feature  article  or  adver- 
tisement appearing  in  The  Rocky 
Mountain  Medical  Journal. 

Orders  must  be  placed  with- 
in 15  days  after  date  of  pub- 
lication. Minimum  charge 
applies  for  100  copies  or 
less. 

The  cost  is  very  reasonable.  For  fur- 
ther information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 
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Take  five... 


Labstix®  provides  5 important  urinary  find- 
ings*—on  a single  reagent  strip!  That’s  more 
information  than  you  can  get  from  any  other 
single  reagent  strip.  You  know  the  results  in 
just  30  seconds— while  the  patient  is  still  in 
your  office  — and  readings  are  reliable  and  re- 
producible. Labstix  is  easy  to  handle,  too. 
Never  goes  limp,  even  when  wet,  because  it’s 
made  with  clear,  firm  plastic.  And  results  with 
Labstix  are  easy  to  read  — color  contrast  be- 
tween the  test  areas  and  the  transparent  plas- 
tic is  clearly  defined.  An  unexpected  “positive” 
from  testing  with  Labstix  may  help  in  de- 
tecting hidden  pathology  before  marked 
symptoms  are  manifest. 

*Blood;  ketones;  glucose;  protein,  and  pH. 

AMES  COMPANY  (J^ 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  465 14  AmeS 

Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  40i67 
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...Plus  one 

You  can  extend  your  testing  scope  by  includ- 
ing ICTOTEST®  Reagent  Tablets,  the  30-sec- 
ond determination  for  bilirubinuria— which 
can  be  an  early  sign  of  obstruction  of  the 
common  bile  duct,  infectious  hepatitis,  or 
other  liver  disease.  This  test  is  also  useful  for 
detecting  liver  damage  from  carbon  tetra- 
chloride and  other  halogenated  hydrocarbons 
used  as  industrial  and  household  solvents. 
Positive  findings  with  the  urine-testing  team 
of  Labstix  and  Ictotest  can  represent  signif- 
icant guides  to  patient  management  in  many 
clinical  situations.  “Negatives”  may  help  rule 
out  suspected  abnormalities  over  a broad 
clinical  range  and  are  important 
for  the  patient’s  record. 

AMES  COMPANY  (g) 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  46514  Ames 

Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  40167 


University  of  Colorado  Medical  Center 

Dr.  George  J.  Hill  II  of  the  University  of  Colo- 
rado School  of  Medicine  is  one  of  11  outstanding 
young  members  of  American  medical  school  facul- 
ties who  will  share  $250,000  in  awards  for  their 
dedication  to  medical  education.  The  awards  are 
made  by  Lederle  Laboratories,  pharmaceutical 
manufacturers,  to  sustain  the  high  caliber  of  medi- 
cal education  in  the  United  States  and  Canada  by 
helping  young  teachers  of  exceptional  promise  in 
the  30  to  40-year  bracket  to  remain  in  academic 
medicine. 

The  award  to  Dr.  Hill  will  be  paid  in  three 
annual  installments  to  support  and  encourage  his 
teaching  and  research  activities.  His  special  pro- 
fessional interests  include  cancer  surgery  and  re- 
search, immunology,  tissue  transplantation,  renal 
physiology,  and  radioisotopes. 

* * * * 

Mrs.  Jean  Miller  Sayre  of  Boulder  has  been 
elected  president  of  the  newly  organized  University 
of  Colorado  School  of  Nursing  Alumni  Assn.  The 
association  reactivates  an  early  alumni  group  in 
the  CU  nursing  school  which  has  not  functioned 
for  many  years. 

Mrs.  Sayre  was  elected  at  the  recent  first  meet- 
ing of  the  new  association’s  board  of  directors. 
Other  officers  elected  were:  Miss  Shirley  Booth, 
assistant  professor  of  maternal-child  nursing  in  the 
CU  nursing  school,  vice  president;  Mrs.  Alice  Selch 
Stephenson,  Denver,  secretary;  and  Mrs.  Helen 
Brady  O’Donnell,  of  Colorado  Springs,  historian. 

Miss  Maxine  R.  Berlinger,  associate  professor 
of  nursing  and  chairman  of  a faculty  committee  for 
reactivation  of  the  nursing  alumni  group,  said  the 
establishment  of  the  new  association  has  met  with 
enthusiastic  response.  The  CU  nursing  school  has 
more  than  2,000  graduates  scattered  throughout 
the  nation  and  world  who  will  be  eligible  foi 
membership. 

* 4:  * 

Dr.  Marjory  Gillmor  Hibbard,  professor  in  the 
University  of  Colorado  School  of  Nursing  and 
director  of  its  graduate  school  programs,  will  retire 
June  30  after  more  than  26  years  of  service  to 
nursing  education. 

She  joined  the  CU  faculty  in  July,  1951,  as  an 
acting  assistant  professor  and  was  promoted  to 
professor  the  following  December,  at  which  time 
she  was  placed  in  charge  of  the  advanced  degree 
programs  of  the  School  of  Nursing.  She  has  di- 
rected the  graduate  school  programs  in  nursing 
since. 

* * * * 
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Capt.  Gerald  J.  Duffner  of  the  U.  S.  Navy 
Medical  Corps,  a 1941  graduate  of  the  University 
of  Colorado  School  of  Medicine,  has  been  awarded 
the  Legion  of  Merit  for  his  contributions  to  military 
medicine.  The  award  was  presented  at  ceremonies 
aboard  the  Navy  hospital  ship,  U.  S.  S.  Sanctuary, 
of  which  Captain  Duffner  is  commanding  officer. 
Presenting  the  award  was  Capt.  Alfred  F.  Betzel, 
commander  of  Service  Squadron  Seven  of  the 
Pacific  Fleet.  Captain  Duffner  received  the  award 
for  his  service  as  surgeon  of  the  Atlantic  Fleet 
from  May  7,  1963,  to  Oct.  28,  1966. 

The  Legion  of  Merit  is  the  second  recent  honor 
Captain  Duffner  has  received  from  the  Navy.  Last 
year  he  was  awarded  the  Joint  Service  Commenda- 
tion Medal  for  outstanding  service  as  command 
surgeon  on  the  staff  of  the  Atlantic  Command  from 
April  25,  1964,  to  Aug.  31,  1965,  during  the  Do- 
minican Republic  crisis.  He  was  cited  at  that  time 
for  “exceptional  initiative,  judgment  and  foresight 
in  making  available  prepositioned  medical  supplies 
to  meet  the  disaster  medical  relief  needs  of  indige- 
nous citizens  and  numerous  non-combatant  evac- 
uees of  many  nationalities.” 

* * * * 

Dr.  Alfred  H.  Washburn,  research  professor  of 
pediatrics  in  the  University  of  Colorado  School  of 
Medicine  and  longtime  director  of  the  Child  Re- 
search Council  at  the  CU  Medical  Center,  has 
recently  retired  after  nearly  37  years  of  service 
on  the  medical  faculty  of  the  University. 

A pioneer  in  the  scientific  study  of  the  growth 
and  development  of  children.  Dr.  Washburn  has 
earned  a distinguished  national  and  international 
reputation  for  his  work  and  has  received  numerous 
honors  and  awards,  including  two  honorary  de- 
grees. 

During  his  30  years  as  head  of  the  council, 
he  directed  what  is  believed  to  be  a unique  long- 
term study  of  human  growth  and  development. 
Under  his  leadership,  the  council  has  compiled  a 
mass  of  detailed  data  on  more  than  200  persons 
from  their  birth  or  before  in  a longitudinal  investi- 
gation of  human  growth  without  precedent  in 
American  medicine.  Some  of  the  volunteer  sub- 
jects of  the  study  are  second-generation  partici- 
pants in  the  effort  to  learn  more  about  how  human 
beings  develop  physically,  physiologically  and  psy- 
chologically. 

In  1930,  Dr.  Washburn  was  appointed  to  the 
CU  medical  faculty  as  associate  professor  of  pedi- 
atrics and  became  director  of  the  privately  financed 
Child  Research  Council.  He  became  research  pro- 
fessor of  pediatrics  in  1939,  professor  of  pediatrics 
and  head  of  the  Department  for  the  Study  of 
Human  Growth  in  1946,  and  was  awarded  the 
title  of  professor  emeritus  in  1960  when  he  stepped 
down  as  director  of  the  council.  He  has  been 
engaged  in  research  and  part-time  teaching  since 
1960. 


The  U.  S.  Senate  has  confirmed  President  John- 
son’s nomination  of  Dr.  Kathryn  M.  Smith,  dean 
of  the  University  of  Colorado  School  of  Nursing, 
as  the  first  woman  member  of  the  Board  of  Regents 
of  the  National  Library  of  Medicine  in  Bethesda, 
Md.  Dean  Smith  is  one  of  two  new  Presidential 
appointees  to  four-year  terms  as  regents  of  the 
library. 

The  Board  of  Regents  of  the  NLM  consists  of 
10  appointees  and  six  ex-officio  members.  It  serves 
as  an  advisory  board  to  the  Surgeon  General  of 
the  U.  S.  Public  Health  Service  in  establishing 
policies  for  the  library  and  its  services  and  on 
the  award  of  grants  under  the  Medical  Library 
Assistance  Act  of  1965. 

Dr.  Smith  became  dean  of  the  CU  nursing 
school  on  July  1,  1965,  after  serving  on  the  nursing 
faculties  of  the  University  of  California  and  the 
University  of  Minnesota.  She  holds  a B.S.  degree 
from  Minnesota  U.  and  M.S.  and  D.Ed.  degrees 
from  Stanford  University.  As  a practicing  nurse, 
before  entering  on  her  career  as  a nursing  edu- 
cator, Dr.  Smith  was  head  pediatric  nurse  at 
Colorado  General  Hospital  in  1941  and  1942. 

The  author  of  numerous  contributions  to  pro- 
fessional nursing  journals.  Dean  Smith  is  a member 
of  the  American  Nurses  Assn,  and  the  National 
League  for  Nursing.  From  1956  to  1960  she  was  a 
member  of  the  Western  Council  of  Higher  Educa- 
tion and  from  1956  to  1958  was  a director  of  the 
Family  and  Children’s  Agency  of  San  Francisco. 
She  was  assistant  dean  of  the  University  of  Cali- 
fornia School  of  Nursing  in  San  Francisco  from 
1947  to  1964. 


University  of  Utah  College  of  Medicine 

David  A.  Dolowitz,  M.D.,  of  the  Department  of 
Otolaryngology,  University  of  Utah  Medical  Center, 
reported  a new,  and  as  yet  unidentified,  material 
in  the  blood  cells  of  cystic  fibrosis  patients.  Ad- 
dressing the  February  25  meeting  of  the  regional 
convention  of  the  National  Cystic  Fibrosis  Founda- 
tion, Dr.  Dolowitz  said  his  research  had  uncovered 
a blue-colored  material  “which  had  never  been 
seen  before.”  He  said  his  research  task  is  to  now 
link  the  material  to  cystic  fibrosis.  He  said  his 
research  has  also  isolated  a granular  material  and 
an  unidentified  type  of  mucus. 

* * « * 

University  of  Utah  assistant  professor  of  surgery. 
Dr.  Lawrence  E.  Stevens,  noted  recently  that  the 
Utah  Medical  Center  is  concentrating  on  means 
of  suppressing  rejection  reaction  during  a kidney 
transplant  without  laying  the  patient  open  to  infec- 
tion. The  margin  between  this  suppression,  on  the 
one  hand,  and  infection,  on  the  other,  is  very 
narrow  and  requires  close  surveillance  by  the  at- 
tending physician.  University  of  Utah  surgeons 
have  implanted  17  kidneys  thus  far.  Dr.  Stevens 
reported  that  rejection  reactions  have  occurred  in 
all  but  one  patient,  and  have  been  forestalled  in 
half  of  these. 
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Dr.  Richard  K.  Hughes,  an  outstanding  young 
cardiovascular  surgeon,  recently  was  appointed  by 
the  University  of  Utah  Board  of  Regents  as  an 
associate  professor  in  the  U.  of  U.  Department  of 
Surgery. 

Dr.  Hughes  currently  is  chief  of  thoracic  and 
cardiovascular  surgery  at  the  Los  Angeles  Veterans 
Administration  Center,  affiliated  with  the  School 
of  Medicine  at  the  University  of  California  at  Los 
Angeles. 

He  received  his  A.B.  from  Stanford  in  1951  and 
his  M.D.  from  the  Stanford  School  of  Medicine  in 
1955.  He  completed  his  internship  at  George  Wash- 
ington University  Hospital,  Washington,  D.  C.  in 
1955  and  his  residency  at  the  same  hospital  in  1960. 

Dr.  Hughes  has  taught  at  both  George  Washing- 
ton and  UCLA.  He  is  a member  of  the  American 
Board  of  Surgery,  the  Board  of  Thoracic  Surgery, 
American  College  of  Surgeons,  American  Thoracic 
Society,  American  Medical  Association  and  others. 

* 5^  * * 


Dr.  Willem  J.  Kolff,  a pioneer  in  the  develop- 
ment and  research  work  on  artificial  kidneys  and 
internationally  known  surgeon,  recently  was  ap- 
pointed Professor  of  Surgery,  University  of  Utah 
College  of  Medicine,  by  the  U.  of  U.  Board  of 
Regents. 

Dr.  Kolff  initiated  his  research  on  the  artifi- 
cial kidney  in  1938  during  the  occupation  of 
Holland.  At  the  time  he  was  head  of  the  Medical 
Department  at  the  Municipal  Hospital  of  Kampen. 
During  the  early  ’40’s  he  developed  the  first  prac- 
tical artificial  kidney  and  demonstrated  its  clinical 
usefulness. 

Dr.  Kolff  was  born  in  The  Netherlands.  He 
received  his  early  education  in  that  country  and 
his  M.D.  from  the  University  of  Leyden  Medical 
School.  Later  he  received  a Ph.D.,  summa  cum 
laude,  from  the  University  of  Groningen,  also  in 
The  Netherlands. 

He  has  received  many  honors,  awards  and 
prizes  and  is  the  author  of  more  than  260  articles 
which  have  been  published  in  scientific  journals 
throughout  the  world. 


Announcement 

Jane  Nugent  Cochems  Competition 

The  University  of  Colorado  School  of  Medicine  announces  the  Sixth  Annual  Cochems 
Competition,  funds  for  which  were  provided  in  the  will  of  the  late  Mrs.  Jane  Nugent 
Cochems.  A prize  of  $2500  will  be  awarded  to  the  author  of  the  best  paper  in  the  field  of 
“Thrombophlebitis  and  Basic  Vascular  Problems.”  Basic  vascular  problems  under  consider- 
ation in  this  instance  should  be  concerned  with  the  underlying  mechanisms  or  processes  of 
vascular  disease,  particularly  those  associated  with  thrombosis,  but  not  necessarily  restricted 
to  it. 

The  competition  is  open  to  all  persons  holding  the  doctorate  degree  and  entries  must 
be  received  in  triplicate,  including  all  charts,  illustrations  and  photographs,  on  or  before 
November  15,  1967.  For  income  tax  reasons,  eligibility  is  limited  to  those  physicians  who  are 
subject  to  U.  S.  income  tax  regulations. 

No  entry  blank  or  application  form  is  required.  There  are  no  restrictive  rules  regard- 
ing length  or  format  of  the  manuscript,  joint  authorship,  or  inclusion  of  such  materials  as 
pictures,  charts,  figures,  etc.  It  is  not  required  that  the  paper  include  results  of  original 
experimental  work,  nor  that  it  be  based  on  personal  clinical  experience.  All  manuscripts 
must  be  typed  with  double  spacing  and  each  copy  together  with  accompanying  illustrations, 
etc.,  must  be  submitted  in  a folder  or  cover.  On  request,  the  original  copy  of  the  manuscript 
will  be  returned  if  accompanied  by  a stamped,  addressed  enveloped.  Papers  will  be  judged 
on  originality,  content,  clarity,  and  critical  value. 

Inquiries  regarding  the  competition  and  all  manuscripts  should  be  submitted  to  Dr. 
John  J.  Conger,  Vice  President  for  Medical  Affairs  and  Dean,  School  of  Medicine,  University 
of  Colorado  Medical  Center,  4200  E.  Ninth  Avenue,  Denver,  Colorado  80220. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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brand 


POLYiYXIl  B-BACITRACII-NEOiYCfN 

OINTMENT 


JjLI  burroughs  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuekahoe,  N.Y. 
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Picture  of 
bursitis 


treated  with 
Parafon  Forte®TABLETs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 

restore  mobility  . . . stop  pain-spasm  feedback 

flere  is  why.  Parafon  Forte  provides : 

t nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
,)f  paind-2  yet  unlikely  to  produce  the  irritation  to  the 
Irastric  mucosa  so  often  associated  with  salicylate 
: herapy® 

i;nd  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
! 1-hour  span  of  action,^-®  and  to  retain  effectiveness 
; ven  on  continued  administration,®-'^  but  which  does  not 
lave  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
j.nd  analgesia  in  sprains,  strains,  myalgias,  low  back 
.lain,  bursitis  and  other  musculoskeletal  disorders, 
^our  patients  will  appreciate  the  restored  comfort 
nd  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J. : Fed.  Proc.  J^:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L,  A.,  et  al.:  Gastroenterology  .4-4:146,  1963.  4.  Conney,  A,  H.,  and  Burns, 
J.  J.;  J.  Pharmacol.  Exp.  Ther.  128iU0,  1960.  5.  Settel,  E.:  Clin.  Med.  5:1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25:430,  1964.  7.  Darienzo,  C.:  Ibid., 
27:189,  1966.  *u  S patent  no.  2,B9S.B77 
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akoholisni: 

B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  Bj  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  Bs  (Pyridoxine  HCI)  2 mg 

Vitamin  Bji  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies, Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

691-6—3942 


New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1  — which  provide  the 
combined  action  of  both  low-dosage  proges- 
togen and  estrogen  for  the  full  treatment  cycle 
— offer  multiple  contraceptive  action  that 
helps  explain  their  unexcelled  record  of 
effectiveness.  This  report  explores  the  sec- 
ondary protective  mechanisms  against 
unwanted  pregnancy  offered  by  combined 
hormonal  administration  and  the  importance 
of  the  progestational  agent  in  making  such 
multiple  contraceptive  action  possible. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  an 
adverse  effect  on  the  motility  and  survival 
of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  reverses  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result —a  built-in  barrier  that  inhibits 
sperm  from  reaching  the  ovum  should  one  be 
released.  The  inset  in  the  adjoining  photo- 
graph shows  immobile  spermatozoa  as  they 
appear  in  cervical  mucus  taken  from  a 
patient  treated  with  NorinyM. 


See  last  page  for  contraindications,  precauticxns, 
side  effects  and  dosage. 


How  the  I 

estrogen-opposing  action  i 

of  Norinyl-i  creates  a I 

hostile  cervical  mucns  i 

Normally  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  I 

cervical  mucus.  The  mucus  at  this  time  is  profuse  and  watery  — allowing  maximum  sperm  • 

motility  and  promoting  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone,  - 

opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of 

mucus  decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  | 

barrier  that  diminishes  the  vitality  of  the  sperm  and  impairs  its  powers  of  penetration.  j 

How  hostile  cervical  mucus  supports  contraceptive  action 

The  importance  of  these  observations  to  the  effectiveness  of  Norinyl-1  has  been  noted 

in  a report  on  89  patients  taking  this  medication.*  In  all  instances,  cervical  mucus  obtained 

from  cycle  day  5 to  cycle  day  29  appeared  scant  and  thick  and  exhibited 

little  or  no  Spinnbarkeit.  In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus 

may  be  sufficient  to  prevent  conception.  'Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  1965.  ' 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
permits  sperm  motility... 
promotes  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  free  moving. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  hostile  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


Hostile  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
impairs  sperm  vitality . . . 
inhibits  penetration. 


An  endometrium 
unreceptive  to  nidation- 
another  supporting 
contraceptive 
action  of  Norinyl-l 

iiSt  US  suppose  that  an  ovum  is  released— as  occurs  in  an 
; occasional,  rare  case— and  somehow  a sperm  succeeds  in 
Denetrating  the  cervical  mucus  barrier?  Should  this  come  about, 

Dne  additional  action  of  Norinyl-1  may  protect  the  patient  from 
mwanted  pregnancy —progestogen  intake  makes  endometrial 
■lissue  unreceptive  to  implantation. 


■Endometrium  of 
mtreated  patient 


Unreceptive 
endometrium  produced 
by  Norinyl-1  L. 


Normally  the  endometrium  progresses  through 
li  proliferative  phase  stimulated  by  estrogen  and  a 
fecretory  phase  stimulated  by  progesterone. 

>uring  the  secretory  phase  the  endometrium,  is 
leceptive  to  the  fertilized  ovum. 


When  Norinyl-1  is  administered  its  progestogen  com.- 
ponent  — norethindrone  — accelerates  the  secretory 
phase,  suppressing  glandular  development.  From  day 
1 1 on,  secretory  action  is  no  longer  present.  The  result 
is  that  during  the  latter  half  of  the  cycle  the  endo- 
metrium becomes  unreceptive  to  egg  implantation. 


iee  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


new  ® m 

orin 


(norethindronelmg  c mestrano!  0.05mg.) 


for  multiple 

contraceptive 

action 

effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/  mestranol 
combination 

lower  cost 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  ha 
become  a well-accepted  principle  of  conservative  medical  practic 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strengt 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percei 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.0 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  i 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  c 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  wome 
Clinical  experience  now  establishes  that  Norinyl- 1 also  amply  mee' 
the  criteria  of  reliability  and  safety.* 

♦Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  1965. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 
phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives; 
creased  bromsulphalein  retention  and  otl 
hepatic  function  tests,  coagulation  tests 
crease  in  prothrombin,  factors  VII,  VIII,  IX  a 
X),  thyroid  function  (increase  in  PBI  and  bi 
nol  extractable  protein-bound  iodine  and 
crease  in  T3  values),  metapyrone  test,  pregno 
diol  determination. 

Other  side  effects  reported  to  have  occurt 
in  association  with  use  of  this  drug  ore  di 
ness,  hirsutism,  pains  in  legs,  back,  chest  o 
abdomen,  dysuria,  drowsiness,  vaginal 
charge,  libido  increased  and  decreased,  ei 
tions,  hypermenorrhea,  hypomenorrh 
increased  appetite,  G.U.  infections,  vario 
veins,  abdominal  fullness,  acne,  headac 
nervousness,  allergies,  blurred  vision,  pain 
eyes,  and  itching  in  eyes.  For  complete  clini 
data,  see  package  insert. 

Dosage  and  Administration:  1.  One  tablet 
Norinyl-1  is  administered  orally  for  20  d( 
beginning  on  day  5 of  the  menstrual  cy 
(Count  day  1 of  the  cycle  as  the  first  day 
menstrual  bleeding.)  Repeat  this  dosage  scl 
ule  for  each  cycle.  2.  If  no  menstrual  per 
occurs  after  a cycle  of  treatment  (20  tablets! 
which  patient  adhered  to  the  schedule,  the 
tient  must  be  instructed  to  resume  taking 
Norinyl-1  tablets  7 days  after  the  previous! 
day  course  was  completed.  For  example,  if  ( 
last  pill  of  a previous  cycle  had  been  taken! 
a Sunday,  then  a new  cycle  of  treatment  shoi 
begin  on  the  following  Sunday.  3.  In  the  p 
partum  woman,  it  is  recommended  that  i 
first  cycle  of  treatment  should  begin  on  do 
of  the  first  menstrual  cycle.  However,  Norin/ 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 ii 
with  mestranol  0.05  mg.)  — Dispensers  of  20  mI 
60  and  bottles  of  250  tablets. 
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INFLAMMATION 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflamnvatory  reaction 

Working  with  phase -contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative.  ^ 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


Hydrocortisone 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
17-a  positions, 

thus  providing  . 
one  of  the  most  potent 
topical  corticosteroids 
available. 




How  bioassay  tests  arc 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay*"* 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


The  Antigranuloma  Assay*"*  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thsmaus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
climcal 
experience 
conWs  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
'widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


' Mepresentatwe  Clinical  Results  with  Syaalar* 

r ■ . : \Efficacy., Documented  in  over  4,000  Patients 

Condition 

Mumber  of 
Publications 

Number  of 
Patients 

Significant 

Irnprovemcntt 

Contact  7,  . 

■ Dermatitis'  ' 

, 27 

750 

713 

Eczematous 

Dermatitis 

. ^l'  .... 

472 

409 

Seborrheic 

Dermatitis, 

. ' 1«  . 

.. ...  r-' ; V 

442 

426 

Atopic 

Dermatitis, 

24 

460 

426 

Psoriasis 

36  : 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total; 

Aii.,  w JT  ^ 

144 

4,174 

3,8(» 

9 

•Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  vepr  good, 

good,  complete  remission  of  in0ammation,  etc. 
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Pbescbibing  Infobmation 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  16  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution,  0.01%,  20  cc.  and  60  ec. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.026%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  6 and  15  Gm.  tubes. 
CoNTEAiNDiCATiONS:  Thberculoua,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpe-s  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  a his- 

tory of  hypersensitivity  to  any  of  the 
components.  Precautions;  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when,  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  eflfect 
on  pregnancy,  the  safety  of  their  use  on 
j pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. 'When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
S5malar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

Rbebbencb:  1.  Lemer,  L.  J.,  BiancM,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Boimaa,  A.;  Anti-iaflammatory  steroids:  {»- 
tency,  duration  and  modification  of  activities. 
Ann  NY  Arad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-gramiloma,  thy- 
molytic  and  gluoorarticoid  activities  of  anti- 
inflammatoiy  steroids.  Proc  S)C  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringlet,  A.:  Ac- 
tivities of  adrenooorticosteroids  in  experimen- 
tal animals  and  man,  in  Dor^san,,  H.  I.: 
Methods  of  hormone  research,  New  York, 
Arademic  Press,  1964.  voL  III.  pp.  234-280. 
4.  Gubersky,  R.:  To  be  published. 


original  storoid  from 

SYNTEXS 


For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Spalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


LABORATORIES  INC..  RAUO  ALTO,  CALir. 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
)lood  levels,  even  in  the  presence  of  food^^ 

Because  it  is  the  most  active  form  of  oral 
jrythromycin,  Ilosone  can  help  assure 
insistently  greater  antibacterial  activity 
it  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
;imes  those  of  other  erythromycin 
preparations. Not  only  are  these  levels 
ittained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
;he  activity  of  Ilosone. 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
ilosone  has  compiled  an  excellent 
;herapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
Dacterial  infections.  Ilosone  kills— not 
nerely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone' 

Erythromycin 


700121 

Estolate 


See  next  'page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description : Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  wc 
characterized  by  increased  direct-reacting  bilirubin,  eleva' 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cepha 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutai 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  n 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  i, 
been  reported  in  other  patients  taking  prolonged  courses  of  • 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  £ 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  ja\ 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  th 
patients’  families,  who  were  not  taking  the  drug,  had  episoi 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  w 
determined  in  a group  of  fifty-four  adults  and  children  who  h 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  , 
rheumatic  fever  prophylaxis.  The  results  were  compared  w i 
those  of  a similar  group  of  forty-four  patients  who  received  p i 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevat! 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecou  i 
of  treatment  was  observed  in  one  patient  treated  with  IIosk 
and  in  two  patients  treated  with  penicillin.  Seven  other  patie  i 
in  the  group  receiving  Ilosone  and  four  others  in  the  penici 
group  showed  elevations  in  one  of  the  tests  at  some  time  dur  i 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  w 
reported  in  102  pediatric  patients  who  received  short-term  (t 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  ini 
tions.  Results  of  liver  function  tests  in  these  patients  were  ce 
parable  to  those  in  a similar  control  group  who  had  recei' 
penicillin.  ] 

Gastro-intestinal  disturbances  not  associated  with  hepatic 
fects  are  observed  in  a small  proportion  of  individuals  as  a re: 
of  a local  stimulating  effect  of  the  medication  on  the  aliment 
tract;  however,  the  normal  intestinal  gram-negative  bacte:! 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  1 
of  erythromycin,  there  have  been  occasional  reports  of  urtica 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally.  , 
Ilosone  Pulvules®  I 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oi'al  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  b 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours; 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  ho 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed 
swallowed  with  water.)  ' 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dos  | 
of  Ilosone  is  250  mg.  every  six  hours.  ! 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  ei'ythrom;i 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosafi 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fif 
days.  Close  follow-up  of  the  patient  is  necessary  since  eryt 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stage 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  ] 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  I 
recommended.  In  the  treatment  of  gonorrhea,  patients  wiv 
suspected  lesion  of  syphilis  should  have  a dark-field  examina 
before  receiving  antibiotics,  and  monthly  serologic  tests  sh' 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  ba 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.E,  125  mg.  (equiva 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packa 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.;  Am.  J.  M.  Sc..  2i7:69, 

2.  Griffith.  R.  S.,  and  Black.  H.  R. : Antibiotics  & Chemother..  I2:39S, 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland.  M.:  Am.  J.  M.  Sc.,  239:19S,  i9 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis,  Indiana  U6206. 
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summer  a ergies 
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In  the  Spring  a young  man’s  fancy  lightly  turns  to 
thoughts  of— allergies.  This  is  at  least  true  of  the 
10%  of  the  population  who  have  hay  fever  and  the 
4%  who  have  asthma.^  The  snow  melts,  the  trees 
blossom  and  the  noses  run.  Patients  who  were  fine 
all  winter  may  not  be  enthralled  by  the  sight  of  the 
first  robin  or  the  blossoming  of  a crocus,  for  their 
appearances  may  precede  the  "sneezin’  season.’’ 

Allergies  in  general  can  be  divided  into  winter  aller- 
gies and  summer  allergies.  In  the  winter  the  main 
problems  are  inside  the  house:  e.g.  dogs,  cats,  dust 
and  feathers.  Houses  in  the  northern  half  of  the 
country  become  so  dry  that  it  becomes  essential  to 
add  humidity  to  the  home;  this  is  a far  cry  from  the 
damp  summer  months  with  the  moldy  basements 
and  need  for  dehumidifiers. 

Qarly  in  April  trees  begin  to  pollinate,  with  each 
tree  having  about  a two  week  period  of  pollination. 
A particular  patient  may  be  sensitive  to  only  one  tree 
and  thus  have  his  hay  fever  for  such  a short  time  that 
he  thinks  he  has  a cold.^  The  entire  tree  season  starts 
about  April  1 and  ends  about  Memorial  Day,  al- 


though all  hay  fever  seasons  are  blurred  and  pro- 
longed in  the  southern  part  of  the  country.  Tree 
pollen  is  usually  very  heavy  and  a person  may  well 
have  most  of  his  exposure  from  those  trees  immedi- 
ately surrounding  his  home. 

Grasses  pollinate  from  about  May  15  until  July  4, 
and  cause  "rose  fever.’’  Grass  pollens  are  somewhat 
lighter  and  more  buoyant  than  tree  pollens,  and  are 
much  more  ubiquitous.  While  there  are  several 
varieties  of  grasses  in  the  United  States,  they  are  so 
closely  related  antigenically  that  a person  sensitive 
to  one  is  generally  sensitive  to  them  all.^  Thus,  while 
the  tree  season  is  really  several  small  seasons  inter- 
twined, the  grass  season  will  usually  result  in  symp-  ' 
toms  for  a more  prolonged  period.  Obviously,  a j 
grass-sensitive  patient  will  have  trouble  only  when 
grass  is  pollinating— he  will  have  to  think  of  another  I 
excuse  not  to  mow  the  lawn  after  July  4.  ! 

lagweed  is  the  "Big  Daddy’’  of  them  all  in  the  east- 
ern two-thirds  of  the  country.  Pollination  is  gener-  . 
ally  from  mid-August  until  the  end  of  September, 
with  the  predicted  lower  counts  and  longer  seasons 


in  the  southern  part  of  the  country.  Ragweed  is  a 
very  light  pollen  which  may  be  windborne  for  hun- 
dreds of  miles.  An  interesting  study  was  made  in 
New  York  City,  in  which  90%  or  more  of  the  rag- 
weed plants  were  destroyed  in  three  of  the  five  bor- 
oughs; pollen  counts  done  during  the  season  were 
virtually  identical  in  all  five.^ 

Ragweed  is,  of  course,  the  most  common  cause  of 
hay  fever  and  is  associated  with  an  incredible  loss 
of  man  hours  from  work  each  year.  Many  is  the  pa- 
tient who  travels  to  areas  where  the  pollen  count  is 
low,  just  to  avoid  having  symptoms.  There  is  no 
ragweed  anywhere  in  the  world  except  the  United 
States  and  portions  of  Canada  and  Mexico. 
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hile  molds  are  present  through  the  year,  the  most 
important  ones  predominate  from  April  until  No- 
vember. An  old  wives’  tale  has  ragweed  ending 
with  the  first  frost,  when  actually  it  ends  a good 
month  earlier.  It  is  Alternaria— the  kingpin  of  the 
molds— that  meets  a sudden  demise  with  the  first 
frost.  Alternaria-sensitive  patients  are  in  their  glory 
when  there  is  snow  on  the  ground,  and  might  be 
ideally  suited  to  man  the  radar  stations  in  Alaska.  In 
September  and  October,  Alternaria  counts  are  at 
their  highest,  perhaps  associated  with  the  burning 
of  leaves.  Other  molds  such  as  Hormodendrum  and 


Helminthosporium  are  associated  with  the  warmer 
weather,  as  opposed  to  Penicillium  and  Aspergillus 
which  are  household  molds. 

Summer  also  means  the  return  of  our  much  maligned 
associates— bugs.  Insects  cause  allergic  symptoms  by 
two  methods:  the  bite  or  sting  of  the  Hymenoptera 
group,  and  the  inhalation  of  particles  of  the  bodies 
of  various  insects.  Wasp  stings  are  the  oldest  known 
form  of  allergy,  as  they  caused  the  death  of  one  of 
the  pharaohs  in  ancient  Egypt.^  Bees,  wasps  and 
hornets  account  for  many  deaths  in  this  country, 
and  those  sensitive  to  them  should  carry  special 
treatment  kits  at  all  times;  a few  minutes  delay  in 
the  administration  of  epinephrine  to  such  a patient, 
might  be  the  difference  between  life  and  death.  In- 
halation of  particles  of  insects  may  cause  sneezing 
and  wheezing  in  a susceptible  individual.*^  Both  of 
these  forms  of  insect  allergy  may  be  benefitted  by 
hyposensitization. 

The  insect  recognizes  no  professional  bounds.  He  is 
as  apt  to  bite  the  physician  as  the  patient.  So  this 
season,  beware  of  bugs.  And  beware,  too,  of  poison 
ivy.  That  pleasant  stroll  through  the  woods  and 
underbrush  with  the  Boy  Scouts  might  turn  into  a 

{Concluded  on  following  page) 


to  relieve  summer  allergies 
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maminic 

Each  timed-release  tablet  contains  phenylpro- 
panolamine hydrochloride  50  mg.,  pheniramine 
maleate  25  mg.  and  pyrilamine  maleate  25  mg. 

It’s  a comforting  thing  to  know 

For  product  information  see  following  page 


(Advertisement) 


nightmare  for  the  botanically  uninitiated  in  the 
causes  of  thus  dermatitis  (poison  ivy,  poison  oak  and 
poison  sumac).  Although  you  may  have  been  care- 
ful, your  dog  may  not  have  noted  that  it  wasn’t 
clover  he  jumped  through,  but  poison  ivy.  His  re- 
turn to  your  side  may  give  you  the  rhus  dermatitis 
that  you  so  carefully  avoided.  That  heavenly  camp- 
fire may  be  emitting  particles  of  rhus  oil  to  produce 
an  airborne  contact  dermatitis  of  the  exposed  areas 
of  the  body. 

2lnother  fascinating,  but  rather  infrequent  type  of 
summer  allergy  is  physical  allergy.  Some  people 
sneeze  on  exposure  to  sunlight,  while  others  break 
out  in  rashes,  usually  on  the  exposed  parts  of  the 
body.  These  rashes  may  well  follow  the  administra- 
tion of  various  photosensitizing  drugs,  e.g.  demeth- 
ylchlortetracycline.^  Another  form  of  physical  aller- 
gy and  one  that  may  be  lethal  in  the  summer,  is  cold 
allergy.  Yes,  I mean  cold  allergy,  not  heat  allergy. 
The  cool  dip  on  a hot  day  with  its  consequent  sud- 
den chilling  of  the  body,  may  be  the  coup  de  grace 
for  a cold  sensitive  patient.®  It  is  customary  to  write 
"heart  attack’’  on  the  death  certificate,  even  though 
the  victim  may  have  been  an  18-year-old  boy  who 
looks  like  a Greek  god. 

Lest  the  reader  be  depressed  by  this  saga  of  afflic- 
tions associated  with  the  warmer  months,  perhaps 
he  should  remember  that  it  is  also  a time  for  swim- 
ming, baseball,  lying  in  the  sun  and  taking  that 
long-planned  vacation.  So  let’s  all  join  in  a chorus 
of  "In  the  Good  Old  Summertime,”  as  we  sneeze, 
wheeze  and  scratch.  Be  careful  of  your  suntan  lotion, 
however;  it  may  cause  you  a contact  dermatitis. 
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How  can  he 
be  a sport 
with  a 
runny 
nose? 


For  summer  allergies,  summer 
colds, ornasal  congestion  dueto 
almost  any  cause,  you  prescribe 
quick  r-e-l-i-e-f  with  triaminic. 
It’s  ideal  for  summer  allergies; 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  ’round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  mid-after- 
noon and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  Summer  allergies 


tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate  25  mg. 


Side  effects:  Occasional  drowsiness,  blurred  vision, 
cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 
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There  are  57,220* 
undetected  diabetics 
in  Colorado,  Montana, 
Nevada,  New  Mexico, 
Wyoming,  and  Utah 

Most  of  these  are  probably  among  patients  over  40;  the  overweight; 
relatives  of  diabetics,  and  mothers  of  large  babies.  By  the  time  polyphagia,  polyuria, 
polydipsia,  pruritus  or  other  overt  symptoms  of  diabetes  appear, 
damage  may  have  been  done  that  could  have  been  minimized. 
DEXTROSTIX®  gives  you  a reliable  blood-glucose  estimate  in  60  seconds. 

Why  Wait? 


♦Based  on  Statistical  Report,  U.S.  Dept.  Commerce,  ed.  86,  and  Fisher,  G.  F.,  and  Vavra,  H.  M.: 
Pub.  Health  Rep.  80:961  (Nov.)  1965. 

Note:  DEXTROSTIX  is  not  meant  to  replace  the  more  precise  analytical  laboratory 
procedures  such  as  needed  in  glucose  tolerance  testing. 


AMES  COMPANY,  Division  Miles  Laboratories,  Inc.,  Elkhart,  Indiana  46514  428R6r 


Ames 


for  May  1967 


37 


3 a.m. 


Sleep-interfering 
anxiety  and  tension 
can  usually  be  relieved 
with 

EQUANIL* 

(meprobamate)  Wyeth 


Cautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in 
dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be  with- 
drawn gradually  to  avoid  possibly  severe  with- 
drawal reactions  including  epileptiform  seizures. 
Side  effects  include  drowsiness  and,  rarely, 
allergic  or  idiosyncratic  reactions.  These  reac- 
tions, sometimes  severe,  can  develop  in  patients 
' receiving  only  1 to  4 doses  who  have  had  no 

previouscontact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous 
maculopapular  rash.  Acute  non-thrombocytopenic 
purpura  with  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very 
rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomati- 
tis and  proctitis  (1  case)  and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  distur- 
bances occur,  dose  should  be  reduced.  If  symptoms  persist,  patients 
should  not  operate  vehicles  or  dangerous  machinery.  A few  cases  of 
leukopenia,  usually  transient,  have  been  reported  following  prolonged 
dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic  anemia- 
have  occurred  rarely,  almost  always  in  the  presence  of  known  toxic 
agents.  One  fatal  case  of  bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone  has  been  reported. 
Prescribe  very  cautiously  for  patients  with  suicidal  tendencies. 
Suicidal  attempts  should  be  treated  with  immediate  gastric 
lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 


Composition:  Tablets,  200  mg.  and  400  mg.  mepro- 
bamate. Coated  Tablets,  .Wyseals®  Equanil 
(meprobamate)  400  mg.  Continuous-Release 
Capsules,  Equanil  L-A  (meprobamate)  400  mg. 
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• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbitalj  Caution;  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDER.‘>iL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217  , 
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VALIUM 

(diazepam)Roche‘ 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows : 

Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known  hyper- 
sensitivity to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective 
amount  in  elderly  or  debilitated  patients  (not  more 
than  1 mg,  one  or  two  times  daily  initially)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradually  as 
needed  or  tolerated.  As  is  true  of  all  CNS-acting 
drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous 
procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  during  therapy  not 
recommended.  In  general,  concurrent  use  with  other 
psychotropic  agents  is  not  recommended.  If  such 
combination  therapy  is  used,  carefully  consider  indi- 
vidual pharmacologic  effects— particularly  with 
known  compounds  which  may  potentiate  action  of 
Valium  (diazepam),  such  as  phenothiazines,  bar- 
biturates, MAO  inhibitors  and  other  antidepressants. 
Advise  patients  against  simultaneous  ingestion  of 
alcohol  or  other  CNS  depressants.  Safe  use  in  preg- 
nancy not  established.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function. 
Periodic  blood  counts  and  liver  function  tests  ad- 
visable in  long-term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  hyperexcited  states, 
hallucinations) ; changes  in  EEG  patterns  during  and 
after  drug  treatment.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symp- 
toms (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting,  sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HCl. 

Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic  reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/ day  initially,  increase  gradually 
as  needed  and  tolerated.  (See  Precautions) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg ; bottles  of  50  and  500. 
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V technique  of  research  in  emotional  stress 
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w.  HAVE  ALL  by  now  had  experience  with 
Public  Law  89-97,  “Medicare,”  Title  18,  Parts 
A and  B.  It  may  or  may  not  be  to  our  liking 
but,  like,  it  or  not,  it  is  the  law,  and  for  the 
benefit  of  our  patients  and  for  the  practice 
of  medicine  we  must  all 
try  to  live  with  it  where 
we  must  and  to  amend  it 
where  we  can.  Also,  there 
is  Title  19,  or  “Medicaid,” 
recently  passed  by  the  89th  Congress,  the 
most  health-minded,  welfare-inclined  Con- 
gress which  has  ever  convened.  Our  state 
legislatures  have  recently  met  and  passed 
enabling  legislation  which  will  authorize  the 
enactment  of  Title  19.  This  is  a far  cry  from 
the  Kerr-Mills  legislation  which  we  favored, 
but  it  is  the  law  of  the  land.  With  the  con- 
certed effort  of  each  and  every  physician  it 
can,  and  must,  be  kept  under  control,  be  made 
palatable  and  financially  responsible.  He  who 
does  not  voice  his  opinion,  does  not  partici- 
pate actively,  and  does  not  support  this  ef- 
fort, deserves  to  have  his  tax  dollar  spent 
unwisely. 

There  is  still  another  Public  Law,  89-239, 
the  so-called  Heart,  Cancer  and  Stroke  law, 
which  covers  more  ground  than  any  other 
health  law  presently  in  the  books.  Please 
note  that  the  law  covers  heart  disease,  cancer, 
stroke  and  related  diseases.  This  latter  por- 
tion can  be  expanded  to  apply  to  any  body 
system  and  to  nearly  any  disease  or  complica- 
tion thereof.  It  involves  all  specialties  in  the 
practice  of  medicine.  I would  like  to  quote 
from  a recent  message  delivered  in  Washing- 
ton, D.  C.,  on  January  16,  1967,  by  Wilbur  J. 
Cohen,  Undersecretary  of  the  Department  of 
Health,  Education,  and  Welfare:  “We  are 
entering  a new  era  of  health  care,  an  evolu- 
tionary, almost  revolutionary  period.  Our 
chief  concern  is  the  achievement  of  high  qual- 
ity, comprehensive  care  for  all  Americans. 


Federal 

intentions 


We  are  keenly  conscious  of  not  only  the  ex- 
panding medical  services  to  many  groups, 
which  have  been  without  them  in  the  past, 
but  also  with  the  provision  of  a higher  qual- 
ity of  medical  service  for  all  of  the  population. 
The  Government  can  see  to  it  that,  in  ever 
increasing  numbers,  professional  competence 
is  ever  present  in  providing  patient  care.” 
(Italics  mine.) 

These  few  sentences  by  Mr.  Cohen  certain- 
ly leave  no  doubt  of  the  intentions  of  his 
Department.  This  program  is  now  in  the 
planning  stages  and  it  behooves  each  of  us 
as  physicians  to  lend  all  of  our  efforts  toward 
the  control  of  this  program.  I urge  you  to 
read  the  law  and  to  become  active  in  the 
planning  and  advisory  groups  in  your  respec- 
tive communities,  states  and  regions,  or  we 
will  soon  be  experiencing  even  more  govern- 
mental control  of  medicine. 

A.  L.  Vadheim,  M.D.,  President, 

The  Montana  Medical  Association 


T 
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Time  for 
a change 


.HE  SUCCESSES  of  medical  science  in  the  last 
thirty  years  in  areas  such  as  antibacterial 
chemotherapy  and  heart  surgery  stand  in 
contrast  to  its  limited  abilities  to  prevent  or 
treat  degenerative  disease  — atherosclerosis, 
emphysema,  cancer  and 
the  like.  The  causes  of 
degenerative  disease  are 
multiple  and  subtle,  and 
not  so  susceptible  to  fron- 
tal attack,  experimentally  or  therapeutically. 
Part  of  the  problem  is  the  difficulty  in  dis- 
tinguishing between  “normal”  aging  processes 
and  abnormal  or  accelerated  processes  due  to 
defective  heredity  or  altered  environment. 
Man  knows  he  is  mortal,  but  resists  prema- 
ture death,  and  is  poorly  consoled  when 
many  who  in  previous  years  might  have 
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fallen  victims  to  pneumonia  or  tuberculosis 
are  saved,  only  to  be  felled  in  their  middle 
years  by  coronary  artery  disease.  Evidence 
is  growing  that  the  increasing  incidence  of 
degenerative  disease  may  be  partly  due  to 
changes  in  the  air  we  breathe,  the  food  we 
eat,  and  the  tensions  we  live  under.  Any 
attempt  to  prevent  or  modify  these  changes 
may  well  involve  basic  alterations  in  the 
living  patterns  of  the  members  of  our  modern, 
industrial  society. 

It  is  generally  agreed  that  factors  which 
increase  the  risk  of  coronary  artery  disease, 
the  chief  killer,  include  cigarette  smoking, 
hypertension,  obesity,  lack  of  exercise,  excess 
blood  fats,  diabetes,  and  the  presence  of  the 
disease  in  relatives.  Dr.  Henry  Russek,  in 
an  editorial  in  the  Medical  Tribune  of  March 
15,  1967,  adds  “stressful  living”  to  this  list  and 
points  out  that  a high  fat  diet  is  not  neces- 
sarily atherogenic  unless  combined  with 
stressful  living.  Conversely,  data  from  the 
concentration  camps  of  World  War  II  indicate 
that  stressful  living  is  not  necessarily  athero- 
genic unless  combined  with  a high  fat  diet. 
Dr.  Russek  emphasizes  that  chronic  tension 
may  contribute  to  the  other  risk  factors  by 
causing  compulsive  eating,  drinking  and 
smoking;  by  raising  the  blood  pressure,  blood 
fats,  steroids  and  catecholamines;  and  by 
causing  chronic  fatigue  which  leads  to  avoid- 
ance of  exercise.  Recent  studies  have  shown 
that  a physically  active  individual  is  also 
less  likely  to  die  from  his  first  heart  attack 
than  a sedentary  one.  Other  studies  show 
that  obese  adolescents  may  actually  eat  less 
than  their  thin  companions,  their  extra  fat 
being  due  to  lack  of  adequate  exercise. 

The  practicing  physician,  in  daily  contact 
with  coronary  artery  disease  and  aware  that 
by  virtue  of  his  profession  he  may  be  more 
susceptible  to  it  himself,  has  a personal  and 
professional  stake  in  trying  to  alter  some  of 
the  risk  factors.  He  knows  how  difficult  it 
is  to  persuade  patients  to  curtail  smoking 
and  overeating.  He  is  aware  of  the  problems 
connected  with  a treatment  program,  let 
alone  a preventive  program,  which  is  based 
on  self-discipline  and  self-denial.  And  he 
wonders  how  it  is  possible  to  reduce  stress 
or  at  least  to  modify  its  effects  in  himself  and 
others  caught  up  in  competitive,  high  speed 


urban  living.  Among  phys'cians,  the  increase 
in  partnership  and  group  practice  and  the 
growing  custom  of  regular  vacations  and  long 
weekends  show  an  awareness  of  the  need  for 
even  the  strongest  to  have  adequate  time 
away  from  work.  Unfortunately,  many  of 
these  rest  periods  are  used  to  pursue  a sport 
or  hobby  compulsively  or  for  social  activities 
which  leave  the  individual  more  tired  at  the 
end  of  his  “recreation”  than  before.  It  makes 
more  sense  to  set  aside  a part  of  each  day 
for  activities  designed  to  reduce  stress  and 
the  effects  of  stress.  Considerable  evidence 
is  accumulating  that  half  an  hour  or  more 
daily  devoted  to  progressive,  rhythmical,  non- 
stop physical  exercise  is  an  excellent  way  to 
relieve  emotional  tension,  relax  chronically 
contracted  muscles  and  prepare  the  body  to 
participate  in  weekend  skiing,  hunting  and 
other  sports  without  undue  risk  or  discom- 
fort. Dr.  Thomas  K.  Cureton,  Professor  of 
Physical  Education  at  the  University  of  Illi- 
nois and  a leading  proponent  of  physical 
fitness,  believes  that  endurance  training  of 
this  type  is  a good  way  to  strengthen  the 
heart  and  cardiovascular  system  and  prevent 
coronary  artery  disease.  His  system  of  exer- 
cise is  outlined  in  a recent  book,  “Physical 
Fitness  and  Dynamic  Health,”  published  by 
the  Dial  Press  in  1965,  and  in  a Time-Life 
Special  Report,  “The  Healthy  Life,”  published 
in  1966.  Those  who  have  been  fortunate 
enough  to  observe  him  in  action  are  easily 
convinced,  since  at  age  65  he  can  outperform 
many  college  athletes. 

If  people  cannot  be  induced  to  diet  or  to 
stop  smoking,  can  they  be  induced  to  exer- 
cise? There  are  indications  that  they  can, 
particularly  if  exercise  is  made  fashionable 
and  taught  properly  in  the  schools.  The  Pres- 
ident’s Council  on  Physical  Fitness,  the  fifty- 
mile  hikes  of  the  New  Frontiersmen  and  the 
well-publicized  vacation  activities  of  the  Ken- 
nedys,  MacNamaras,  Udalls,  etc.,  have  made 
the  country  more  conscious  of  fitness  than 
at  any  time  since  the  days  of  Teddy  Roosevelt. 
Americans  have  started  taking  honors  in 
fields  previously  dominated  by  foreign  ath- 
letes, such  as  long-distance  running,  mountain 
climbing  and  skiing.  There  is  a boom  in 
recreational  equipment  which  is  not  due  en- 
tirely to  our  increased  affluence.  Well-known 
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people,  such  as  Reverend  Billy  Graham,  tes- 
tify to  the  beneficial  effects  of  exercise  in 
popular  magazines.  Evidence  is  slowly  ac- 
cumulating and  is  being  communicated  to  the 
public  which  suggests  that  proper  exercise, 
performed  regularly,  can  help  in  reducing 
excess  weight,  lowering  blood  fats  and  blood 
pressure,  and  decreasing  fatigue. 

I believe  that  we,  as  physicians,  should 
take  a leading  part  in  this  type  of  preventive 
medicine  comparable  to  our  efforts  in  thera- 
peutic medicine,  and  I do  not  believe  we 
should  wait  until  its  good  effects  are  proved 


beyond  any  doubt.  Any  one  of  us  who  has 
taken  the  time  and  trouble  to  “get  in  shape” 
and  then  has  hiked  in  to  fish  the  high  lakes 
that  the  tote-goats  can’t  reach,  has  taken  a 
fast  run  in  virgin  deep  powder  from  the  top 
of  the  mountain,  has  climbed  all  day  to  sit 
in  front  of  a fire  on  a high  saddle  and  watch 
the  shadows  of  the  peaks  in  the  valley  below, 
or  has  merely  stayed  home  and  noticed  that 
his  step  is  springier,  his  waist  smaller,  and 
his  day  less  fatiguing — needs  no  further  proof. 

Warren  D.  Bowman,  Jr.,  M.D., 

Montana  Scientific  Editor 


DL  CLrL  W.  P.int  . . 

your  Ck  ance  to  f^rocure  a 


We  are  proud  of  the  rare  and  distinctive  cover  on  this  special  Montana  issue  of  the 
Rocky  Mountain  Medical  Journal.  It  is  particularly  appropriate  for  a western  regional 
publication. 

Arrangements  have  been  made  with  the  Montana  Historical  Society  for  the  Journal 
to  sell  22"  X 31"  prints  of  the  famous  Russell  painting.  Price  for  litho-print  is  $12.00, 
and  for  the  de  luxe  oil-finish  print,  $13.00.  We  can  also  procure  it  in  oil  on  canvas  for  $25.00. 

Any  of  our  readers  who  would  like  to  have  a full-color  print  of  this  picture  should 
write  directly  to  the  Journal  office,  1809  E.  18th  Ave.,  Denver.  We  believe  that  it  is  a 
bargain  and  that  many  of  our  readers  will  wish  copies  for  office  and  probably  also  for 
their  homes. 

Congratulations  to  Montana  for  this  special  feature.  Our  journal  is  noted  for  its  cov- 
ers which  for  years  have  set  it  apart  from  other  state  and  regional  medical  publications 
throughout  the  nation  and  in  many  foreign  countries.  Covers  for  our  special  state  issues 
have  been  particularly  outstanding.  Let  us  perpetuate  this  great  tradition! 
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what 

time 


For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


its  time 
to  tine. 


Tuberculin, 


LEOERLE  laboratories,  a Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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ARTICLES 


Reversible  sideroblastic  anemia  during 

infectious  mononucleosis* 


Report  of  a case 

Warren  D.  Bowman,  Jr.,  MD,  Billings,  Montana 


Anemia  has  been  known  to  occur  as  a com- 
plication of  infectious  mononucleosis  since 
1943\  but  is  uncommon  and  in  one  series  of 
300  cases  was  present  in  only  six^.  It  has 
usually  been  hemolytic  although  in  at  least 
one  of  Read  and  Helwig’s  cases^  and  in 
Shapiro  and  Horwitz’  case^  it  was  clearly 
non-hemolytic.  The  following  report  concerns 
a patient  with  infectious  mononucleosis  who 
developed  anemia  with  reversible  changes  in 
marrow  sideroblasts  resembling  those  seen  in 
“sideroblastic”  anemias. 

CASE  REPORT 

A 20-year-old  white  male  college  athlete  was 
seen  on  August  10,  1963,  because  of  a five-week 
history  of  fatigue  and  a two-week  history  of  head- 
ache and  pain  on  moving  the  eyes  followed  by  a 
sore  throat,  post-nasal  discharge  and  left  upper 
quadrant  pain.  He  had  lost  14  pounds.  He  had  been 
seen  by  another  physician  the  previous  January 
because  of  a headache  and  sore  neck,  and  a blood 
examination  on  January  2,  1963,  showed  a hemo- 
globin of  14  gm.  per  100  ml.,  a hematocrit  of  42%, 
a white  cell  count  of  OlOO/mm^  with  57%  neutro- 
phils, 3%  eosinophils,  8%  monocytes  and  32% 
lymphocytes,  and  a heterophile  agglutination  posi- 
tive to  1.T4.  He  donated  a pint  of  blood  shortly 
after  that  and  during  the  spring  of  1963  played 
a season  of  college  baseball. 

Physical  examination  showed  a well-developed, 
tanned,  febrile  white  male  with  a temperature  of 
102°  F.  and  blood  pressure  of  120/40.  There  was 
injection  of  the  nasal  and  pharyngeal  mucosa  and 
multiple  soft  palatal  petechiae.  The  tonsils  were 
slightly  enlarged.  Many  Vb-I  cm.  lymph  nodes  were 
felt  in  the  posterior  cervical  and  occipital  regions 
and  a few  in  the  axillary  and  inguinal  areas,  both 
epitrochlear  nodes  being  palpable.  There  was  a 
grade  I systolic  murmur  along  the  left  sternal 
border.  The  spleen  was  felt  two  fingerbreadths 
below  the  left  costal  margin;  the  liver  was  not 
clinically  enlarged  but  there  was  tenderness  to 
percussion  over  the  right  lower  anterior  rib  cage. 
Laboratory  studies  included  a hemoglobin  of  10 
gm.  per  100  ml.,  a hematocrit  of  33%,  a white  cell 

*From  the  Department  of  Medicine,  Billings  Clinic. 
Billings,  Montana. 


count  of  13,900/mm3  with  15%  neutrophils,  6% 
stabs,  78%  lymphocytes  and  1%  monocytes.  Plate- 
lets were  168,000/mm3,  reticulocytes,  1.1%,  the 
mean  corpuscular  volume  92  u^,  the  mean  cor- 
puscular hemoglobin  29  uu,  and  the  mean  corpus- 
cular hemoglobin  concentration  32%.  The  bilirubin 
was  1.8  mg.  per  100  ml.  one  minute  direct  and  3.2 
mg.  per  100  ml.  total.  Direct  and  indirect  Coombs’ 
tests  were  negative,  the  heterophile  agglutination 
positive  to  a dilution  of  1:1792,  the  Kahn  negative, 
the  alkaline  phosphatase  43.5  King-Armstrong 
units,  the  serum  glutamic  oxalacetic  transaminase 
360  SF  units,  the  serum  glutamic  pyruvic  trans- 
aminase 320  SF  units.  The  urinalysis  and  chest 
x-ray  were  negative.  On  the  peripheral  smear,  the 
red  cells  tended  to  be  somewhat  small  with  some 
anisocytosis  and  poikilocytosis  (Fig.  1).  A sternal 
marrow  (Fig.  2)  was  normocellular  with  a relative 
erythroid  hyperplasia  and  a myeloid-erythroid 
ratio  of  about  2:1.  There  was  a relative  increase 
in  basophilic  normoblasts  with  occasional  multi- 
nucleated  forms,  but  erythroid  maturation  was 
definitely  normoblastic  rather  than  megaloblastic. 
Many  late  normoblasts  showed  ragged  and  vacuo- 
lated cytoplasm  with  poor  hemoglobinization.  Mye- 
loid and  megakaryocytic  elements  were  not  re- 
markable except  for  a considerable  decrease  in 
segmented  neutrophils,  stabs,  and  metamyelocytes, 
and  the  presence  of  occasional  atypical  lympho- 
cytes. The  Prussian-blue  reaction  showed  that 
37%  of  the  normoblasts  were  sideroblasts  and 
34%  were  “ringed”  sideroblasts  (Fig.  3). 


Fig.  1.  Peripheral  blood  smear,  August  10,  1963, 
Wright’s  stain,  X970. 
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Fig.  2.  Sternal  marrow  smear,  August  13,  1963, 
Wright-Giemsa  stain,  X970. 


Fig.  3.  Sternal  marrow  smear,  August  13,  1963, 
Prussian-hlue  stain  with  aqueous  safranin  counter - 
stain.  Group  of  “ringed”  sideroblasts. 


Because  of  the  appearance  of  the  marrow, 
further  studies  were  done  to  test  for  a possible 
pyridoxine  responsiveness.  The  serum  iron  was 
201  u per  100  ml.  (normal  65-175  u per  100  ml.) 
and  the  total  iron-binding  capacity  349  u per  100 
ml.  (normal  252-410  u per  100  ml.).  The  free  eryth- 
rocyte protoporphyrin  was  65  u per  100  ml.  of 
red  cells  (normal)  and  the  free  erythrocyte  copro- 
porphyrin 0.8  u per  100  ml.  (normal).*  A trypto- 
phane-loading test  was  negative.** 

While  in  the  hospital  the  patient  initially  ran 
a daily  fever  of  101-102°  F.  which  gradually  fell 
to  99°  F.  by  discharge  on  August  19.  The  bilirubin 
was  0.7  mg.  per  100  ml.  one  minute  direct  and 
1.5  mg.  per  100  ml.  total  by  this  time.  On  August 
29,  after  completion  of  the  tryptophane-loading 
test,  therapy  with  pyridoxine  was  initiated  in  a 
dosage  of  50  mg.  t.i.d.,  orally,  and  a week  later 
the  reticulocytes  were  5.6%.  Although  the  patient 
felt  better  and  his  appetite  had  improved,  there 
was  no  appreciable  gain  in  hemoglobin  for  another 

*I  am  indebted  to  Dr.  Richard  Lee,  University  of  Utah 
Medical  School,  Salt  Lake  City,  Utah,  for  these  determina- 
tions. 

“Chemical  determinations  kindly  performed  by  Dr. 
John  Price,  University  of  Wisconsin  Tumor  Clinic,  Madison, 
Wisconsin. 


month  (see  Table  1).  The  lymph  nodes  were  no 
longer  felt,  although  the  tip  of  the  spleen  remained 
palpable,  and  there  was  a gradual  gain  in  strength 
and  weight.  On  September  11  a serum  glutamic 
oxalacetic  transaminase  was  47  SF  units  and  on 
October  31  a bromsulfalein  retention  was  1%  at 
45  minutes.  A repeat  sternal  marrow  on  September 
11  showed  normocellularity  with  normoblastic 
erythroid  hyperplasia  and  a myeloid-erythroid 
ratio  of  about  1:1.  The  normoblast  cytoplasm  was 
generally  more  abundant  and  hemoglobinization 
better,  with  more  late  myeloid  forms  (Fig.  4). 
There  were  now  12%  “ringed”  and  21%  total 
sideroblasts. 


Fig.  4.  Sternal  marrow  smear,  November  29,  1963, 
Wright-Giemsa  stain,  X970. 


By  November  29  the  patient  was  no  longer 
anemic  although  the  red  cells  still  appeared  some- 
what small  and  there  was  some  anisocytosis  and 
ovalocytosis.  A sternal  marrow  was  now  normal 
with  2%  “ringed”  sideroblasts,  9%  total  sidero- 
blasts. The  splenic  tip  was  still  palpable  on  inspira- 
tion. 

On  May  8,  1964,  a pink,  papular  rash  appeared 
and  lasted  three  days.  Examination  on  May  14 
disclosed  multiple  soft-palatal  petechiae  and  a few 
Vz  cm.  lymph  nodes  in  the  axillae  and  inguinal 
areas.  The  spleen  was  enlarged  two  fingerbreadths 
below  the  left  costal  margin.  This  illness,  presum- 
ably rubella,  was  accompanied  by  a transient  drop 
in  hemoglobin  which  had  improved  when  checked 
two  weeks  later  (see  Table  1).  When  seen  again 
on  September  2,  1964,  the  patient  felt  fine  and  had 
been  working  hard  all  summer.  There  were  still 
a few  shotty  nodes  in  the  cervical,  axillary  and 
inguinal  areas  but  no  palpable  spleen.  When  last 
seen  on  December  31,  1964,  after  a fall  season  of 
baseball,  he  felt  entirely  well. 

Discussion 

The  patient  showed  a mild  anemia  accom- 
panied by  moderate  numbers  of  “ringed” 
sideroblasts  in  the  bone  marrow,  which  dis- 
appeared as  the  anemia  improved.  The 
“ringed”  sideroblast,  a normoblast  with  mul- 
tiple Prussian-blue-positive  granules  in  a full 
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TABLE  1 


B,, 

Date  8-10-63  8-16-63  8-19-63  8-22-63  8-29-63  9-4-63  9-11-63  9-26-63  10-16-63  10-31-63  11-29-63 


Hgb  10.2  11.0  10.7  11.7  11.7  11.3  12.0  13.3  13.9  14.3 

Hct  .33  35  30  34  37  37  33  37  39  41  40 

WBC  18000  10500  10000  7500  7500  5500  4250  6500  6500  8250 

PMN  11  28  15  19  35  66  24  44  38  47 

Stabs  1 6 5 1 3 2 3 6 3 1 

Lymphs  86  65  79  78  61  31  69  41  47  47 

Monos  111  1 16 

Retie  % 2.2  2.1  1.7  5.6  0.8  1.1 

Pits  (lOOO’s)  168  183 

“Ringed”  sbls  34%  12%  2% 


Date  1-15-64  5-14-64  5-29-64  9-2-64  12-31-64 


Hgb  13.5  12.5  14.3  14.3  14.3 

Hct  40  35  38  42  40 

WBC  5000  6500  6500  7250 

PMN  39  45  49  51 

Stabs  3 1 6 

Lymphs  49  46  40  40 

Monos  5236 


or  partial  ring  around  the  nucleus'*,  is  a char- 
acteristic feature  of  the  “sideroblastic”  or 
“sideroachrestic”  anemias,  which  have  been 
the  subject  of  two  recent  symposia®-  (Since 
the  sideroblast  itself  is  a normal  feature  of 
almost  every  anemia  except  iron-deficiency 
anemia,  perhaps  “dyssideroblastic”  would  be 
a better  word  than  “sideroblastic”  to  call  at- 
tention to  the  “ringed”  sideroblast  as  an  ab- 
normal cell.)  With  the  electronmicroscope, 
the  “ringed”  feature  is  seen  to  result  from 
abnormal  accumulations  of  iron-containing 
non-hemoglobin  material  in  mitochondria  sit- 
uated around  the  nucleus.  The  group  includes 
two  primary  forms;  a hypochromic  type  oc- 
curring in  young  individuals,  frequently  he- 
reditary and  predominating  in  males,  and  a 
normochromic,  dimorphic  type  occurring  in 
elderly  patients,  occasionally  terminating  as 
acute  granulocytic  leukemia.  A number  of 
secondary  forms  have  been  observed  and 
are  associated  with  drugs  and  poisons  (lead, 
myleran,  nitrogen  mustard,  and  the  pyri- 
doxine  antagonists  isoniazid,  cycloserine  and 
pyrazinamide) ; deficiency  states  (malabsorp- 
tion, partial  gastrectomy,  chronic  alcoholism) ; 
“collagen”  diseases  (rheumatoid  arthritis, 
polyarteritis) ; other  hematologic  disorders 
and  malignancies  (polycythemia  vera,  myelo- 
fibrosis, thrombocythemia,  hemolytic  anemia, 
multiple  myeloma,  various  solid  tumors) ; and 
with  myxedema  and  febrile  illness^-  ®.  It  is 
unclear  how  many  of  these  cases  of  secondary 


“sideroblastic”  anemia  represent  coincidental 
association  of  primary  “sideroblastic”  anemia 
with  some  other  disease  in  an  elderly  indi- 
vidual. Experimental  “sideroblastic”  anemia 
similar  to  the  spontaneous  disease  in  humans 
can  be  produced  in  guinea  pigs  by  a combina- 
tion of  cycloserine  and  isoniazid®. 

Reversible  “sideroblastic”  anemia  has  been 
seen  in  one  other  patient  with  a febrile  ill- 
ness, in  patients  treated  with  tuberculostatic 
drugs,  in  one  patient  after  nitrogen  mustard 
and  marrow  autotransplantation,  and  in  one 
patient  with  chronic  myelogenous  leukemia 
after  myleran*-  ®.  Certain  cases  have  also 
reversed  after  combinations  of  pyridoxine 
with  folic  acid  or  Vitamin  Bja®.  Whether  these 
represent  true  deficiencies  in  the  usual  sense 
of  the  word  is  questionable,  since  the  doses 
of  pyridoxine  given  have  frequently  been 
outside  the  physiologic  range.  Nevertheless, 
it  is  of  considerable  interest  that  pyridoxine 
“deficiency,”  which  appears  capable  of  pro- 
ducing a reversible  “sideroblastic”  anemia 
alone,  can  also  complicate  a primary  “sidero- 
blastic” anemia,  treatment  with  pyridoxine 
consequently  producing  some  improvement 
in  the  anemia  without  disappearance  of  the 
“ringed”  sideroblasts®.  The  literature  on  pyri- 
doxine-responsive  anemia  includes  both  these 
types  and  confusion  results  from  failure  to 
distinguish  between  the  two.  More  observa- 
tions on  sideroblasts  before  and  after  treat- 
ment are  needed. 
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The  possibility  that  a “relative  pyridoxine 
deficiency”  might  be  involved  in  the  above 
patient  was  tested  by  a tryptophane  load, 
which  was  negative.  In  pyridoxine-responsive 
anemia,  however,  this  test  may  be  either 
negative  or  positive^®.  The  improvement  in 
his  anemia  coincided  with  the  administration 
of  pyridoxine  but  also  occurred  during  the 
period  of  general  improvement  in  the  mono- 
nucleosis. The  significance  of  the  reticulocy- 
tosis  of  5.6%  occurring  after  a week  of  pyri- 
doxine therapy  is  uncertain. 

Because  of  the  obvious  defects  in  the  heme 
synthesis  in  these  anemias  there  has  been 
considerable  interest  in  their  porphyrin 
metabolism.  Heilmeyer  has  found  elevated 
erythrocyte  coproporphyrin  and  decreased  or 
absent  protoporphyrin  in  the  hereditary, 
hypocromic  type  and  elevated  coproporphy- 
rin with  normal  or  slightly  increased  proto- 
porphyrin in  the  primary  normochromic 
type”,  whereas  Dacie  and  co-workers  found 
elevated  coproporphyrins  with  normal  or 
slightly  decreased  protoporphyrins  in  the 
latter  type^^.  Heilmeyer  feels  that  there 
is  a defect  in  the  enzyme  responsible  for 
converting  coproporphyrin  to  protoporphy- 
rin in  the  former  type;  in  the  latter  he 
postulates  two  defects,  one  between  copro- 
porphyrin and  protoporphyrin  and  one  be- 
tween protoporphyrin  and  heme.  Because  of 
the  action  of  pyridoxal  phosphate  as  a co- 
enzyme in  the  production  of  delta-amino 
levulinic  acid  from  glycine  and  succinate,  it 
would  be  anticipated  that  pyridoxine  defi- 
ciency would  result  in  low  values  for  erythro- 
cyte porphyrins  as  it  does  in  swine  with 
experimental  pyridoxine  deficiency'^.  This 
has  been  the  case  in  some  but  in  others  the 


porphyrin  pattern  resembled  that  of  one  of 
the  primary  “sideroblastic”  anemias'”.  In  the 
present  patient,  erythrocyte  porphyrins  were 
normal  as  might  be  expected  since  the  cells 
being  analyzed  were  predominantly  normal 
cells  whose  life  span,  in  the  absence  of  he- 
molysis, would  carry  them  well  into  the 
disease  period. 

Since  the  common  phenomenon  of  “ringed” 
sideroblasts  in  the  bone  rparrow  is  associated 
with  so  many  conditions  of  diverse  or  un- 
known etiology,  different  clinical  and  patho- 
logical pictures,  and  differences  in  porphyrin 
metabolism,  it  is  hard  to  believe  that  the 
same  biochemical  process  is  responsible  for 
mitochondrial  accumulation  of  iron  in  every 
case.  It  seems  more  probable  that  this  ac- 
cumulation is  a nonspecific  result  of  inter- 
ference with  heme  synthesis  in  different  ways 
and  at  more  than  one  site  in  the  metabolic 
pathway.  Other  factors,  such  as  might  affect 
removal  of  unutilized  iron  from  mitochondria, 
may  also  be  involved'^,  and  these  abnormali- 
ties may  be  reversible  or  irreversible,  or  may 
become  irreversible  due  to  the  toxic  effect  of 
iron  or  other  substances.  In  the  above  patient, 
the  unknown  agent  which  causes  infectious 
mononucleosis  apparently  was  able  in  some 
way  to  temporarily  interrupt  the  normal 
hemopoietic  process  with  resulting  anemia 
and  reversible  mitochondrial  abnormalities. 
Summary 

A patient  with  infectious  mononucleosis  is 
presented  whose  marrow  showed  a temporary 
accumulation  of  “ringed”  sideroblasts  accom- 
panied by  a mild  anemia.  His  improvement 
coincided  with  pyridoxine  therapy  and  sub- 
sidence of  the  primary  illness.  Possible  impli- 
cations are  discussed.  • 
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Serum  protein  alterations 
in  myocardial  infarction* 


Elmer  W.  Koneman,  MD,  Billings,  Montana 


In  acute  myocardial  infarction,  a decrease 
in  serum  albumin  and  an  increase  in  the 
alpha-1  and  alpha-2  globulins  can  be  demon- 
strated in  most  cases  by  routine  paper  electro- 
phoresis. These  protein  alterations  are  of 
limited  diagnostic  value  since  they  represent 
a non-specific  reaction  to  tissue  injury  and 
may  be  seen  in  a variety  of  acute  inflam- 
matory conditions.  However,  by  employing 
the  more  refined  techniques  of  immunoelec- 
trophoresis  and  immunodiffusion,  it  is  pos- 
sible to  identify  numerous  serum  protein  sub- 
fractions not  detectible  by  routine  paper 
electrophoresis.  It  is  the  purpose  of  this  study 
to  determine  if  quantitation  of  one  or  more 
of  these  protein  sub-fractions  might  be  of  aid 
in  the  evaluation  of  patients  with  myocardial 
infarction. 

Materials  and  methods 

This  study  includes  35  patients  who  were 
admitted  to  the  Billings  Deaconess  Hospital 
during  1965  and  1966  with  the  diagnosis  of 
acute  myocardial  infarction.  Serum  samples 
were  taken  from  each  patient  upon  admission 
and  at  two  or  three  day  intervals  thereafter 
until  discharge  from  the  hospital.  All  samples 
were  immediately  frozen  and  saved  until 
completion  of  the  series  for  each  patient  so 
that  the  protein  determinations  could  be  run 
simultaneously.  Careful  records  were  main- 
tained on  each  patient,  including  a final  chart 
of  the  clinical,  EKG  and  laboratory  data  for 
comparison  with  the  results  of  the  various 
protein  studies. 

*From  the  Research  Laboratory  of  the  Billings  Clinic 
Foundation,  Billings,  Montana.  This  study  was  supported 
by  a grant  from  the  Montana  Heart  Association. 


Immunoelectrophoresis:  The  micro-meth- 
od of  Scheidegger^  was  employed.  2%  Aga- 
rose t,  prepared  in  barbital  buffer,  ionic 
strength  0.05  and  pH  8.2,  was  used  as  the 
supporting  medium.  Anti-human  goat  serum 
was  purchased  from  Hyland  Laboratoriest. 
Electrophoresis  was  performed  in  a specially 
designed  migration  chamber  for  60  minutes 
at  a current  flow  of  40  milliamperes.  Follow- 
ing electrophoresis  and  diffusion,  the  slides 
were  stained  with  aqueous  0.1%  Thiazide 
Red-R  and  dried  for  permanent  storage. 

Immunodiffusion:  Using  a double  diffusion 
agar  technic  developed  in  this  laboratory-, 
the  following  serum  protein  sub-fractions 
were  quantitated,  using  purified  antisera  pur- 
chased from  Hyland  Laboratories:  Gamma-G, 
Gamma-A  and  Gamma-M  immunoglobulins; 
transferrin  (siderophilin) ; ceruloplasmin; 
haptoglobin;  beta-lipoprotein,  alpha-2  macro- 
globulin and  orosomucoid.  In  brief,  this 
method  employs  molten  2%  agar  which  is 
layered  to  a thickness  of  2-3  millimeters  on 
a 3 X 2 inch  microscope  slide.  After  the  agar 
hardens,  two  troughs  are  cut  parallel  to  the 
long  axis  of  the  slide.  On  either  side  of  each 
trough  is  drilled  a series  of  serum  wells, 
which  are  filled  in  sequence  with  serial  dilu- 
tions of  the  test  serum.  Each  trough  is  then 
filled  with  antiserum  specific  for  the  protein 
fraction  being  measured.  The  slides  are 
placed  in  a moisturized  chamber  at  4°  C.  for 
48  hours,  during  which  time  the  antigen  and 

tAgarose — L’  Industrie  Biologique  Francaise  S.A.  Genne- 
villiers  (Seine),  France. 

tHyland  Laboratories,  Los  Angeles,  California. 
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antibody  diffuse  in  the  agar  toward  one  an- 
other, resulting  in  a series  of  stainable  pre- 
cipitin arcs  at  the  interface.  The  highest 
dilution  of  test  serum  still  giving  a visible 
precipitin  arc  represents  the  titer  of  the  sub- 
traction under  study.  A control  human  pool 
serum  is  included  with  each  set  of  determina- 
tions as  a reference  standard. 

Starch  Gel  Electrophoresis:  The  serum 
samples  from  each  patient  were  separated  by 
vertical  starch  gel  electrophoresis  by  the 
method  of  Smithies^,  using  a BuchlerIT  vertical 
gel  mold.  This  procedure  was  done  specifi- 
cally to  determine  the  genetic  haptoglobin 
type  for  each  patient.  Following  electro- 
phoresis, each  gel  was  horizontally  cut  into 
two  equal  halves,  one  of  which  was  stained 
for  protein.  The  second  half  was  stained  for 
haptoglobin  by  demonstrating  its  specific 
peroxidase  activity,  utilizing  a 1%  solution  of 
benzidine  hydrochloride  and  0.3%  hydrogen 
peroxide. 

Routine  Paper  Electrophoresis:  The  Beck- 
man§  Microzone  cellulose  acetate  method  was 
employed.  Daily  electrophoretic  patterns 
were  obtained  on  four  of  the  patients  with 
severe  myocardial  infarction  in  order  to  com- 
pare the  non-specific  protein  alterations 
above  described  with  the  levels  of  the  various 
sub-fractions  above  listed. 

Results 

Immunoglobulins:  Of  the  35  patients,  9 
showed  an  elevation  in  one  or  more  immuno- 
globulin fractions.  In  seven  cases,  the  eleva- 
tion was  noted  at  the  time  of  admission  and 
persisted  during  the  hospital  stay.  Two  of 
these  patients  had  a markedly  elevated  Gam- 
ma-A globulin  on  admission;  however,  both 
had  superimposed  chronic  inflammatory  dis- 
ease unrelated  to  their  acute  infarction.  Thus, 
in  only  two  cases  could  there  be  demonstrated 
any  possible  relationship  between  myocardial 
infarction  and  a rise  in  an  immunoglobulin 
fraction,  with  this  rise  becoming  manifest  in 
each  case  during  the  second  week  following 
the  acute  onset  of  symptoms. 

Transferrin:  This  serum  fraction  was  ele- 
vated in  five  patients,  with  no  obvious  rela- 
tionship to  the  clinical  severity  of  the  infarc- 
tion or  to  any  of  the  other  laboratory  data. 

TIBuchler  Instruments,  Inc.,  Fort  Lee,  New  Jersey. 

§Beckman  Instruments,  Inc.,  Fullerton,  California. 


Ceruloplasmin:  The  serum  ceruloplasmin 
was  elevated  in  only  three  of  the  patients, 
and  did  not  occur  in  the  absence  of  a rise  in 
both  serum  transferrin  and  haptoglobin. 

Haptoglobin:  Serum  haptoglobin  was  ele- 
vated in  20  patients.  In  five  cases,  the  eleva- 
tion was  noted  at  the  time  of  hospitalization, 
while  in  the  remaining  15  patients,  the  rise 
began  toward  the  end  of  the  first  week 
following  the  onset  of  symptoms,  reaching  a 
peak  during  the  second  or  third  week.  The 
haptoglobin  level  tended  to  remain  elevated 
after  three  weeks  following  infarction  in  the 
majority  of  patients.  In  general,  the  magni- 
tude of  the  haptoglobin  elevation  was  in 
parallel  with  the  serum  SGOT  and  LDH,  al- 
though there  were  exceptions.  Haptoglobin 
remained  elevated  longer  than  the  serum 
enzymes.  All  of  the  patients  could  be,  classi- 
fied into  one  of  the  three  major  haptoglobin 
types,  1-1,  1-2  or  2-2,  with  no  relationship 
between  the  genetic  type  and  the  magnitude 
of  serum  elevation  following  myocardial  in- 
farction. 

Beta-Lipoprotein:  Following  is  a compari- 
son of  the  levels  of  serum  beta-lipoprotein 
and  serum  cholesterol  in  these  35  patients 
(cholesterol  values  greater  than  250  mg.% 
were  considered  elevated) : 


Beta-Lipoprotein 

Cholesterol 

No.  Patients 

Elevated 

Elevated 

7 

Elevated 

Normal 

6 

Normal 

Elevated 

7 

Normal 

Normal 

15 

Thus,  43  per  cent  of  the  patients  showed 
normal  cholesterol  and  beta-lipoprotein  lev- 
els. In  the  remaining  patients  there  was  a 
poor  correlation  between  these  two  fractions, 
with  only  seven  patients  having  an  elevation 
of  both. 

Alpha-2  Macroglobulin:  Significant  eleva- 
tion of  this  fraction  was  seen  in  only  four 
patients,  with  no  apparent  correlation  with 
any  of  the  other  laboratory  data. 

Orosomucoid:  Elevation  in  the  serum  oro- 
somucoid  could  be  demonstrated  in  only  five 
of  the  patients;  however,  some  of  the  batches 
of  antiserum  were  contaminated  with  anti- 
albumin precluding  an  accurate  evaluation 
in  many  cases. 
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Routine  Paper  Electrophoresis:  Each  of 
I the  four  patients  on  whom  the  daily  serum 
i electrophoretic  patterns  were  run  showed  the 
{ characteristic  elevation  in  the  alpha-1  and 
alpha-2  globulins,  commencing  on  the  second 
day  following  infarction.  A peak  concentra- 
tion was  reached  by  the  sixth  day,  with 
return  to  normal  range  by  the  end  of  the 
I second  week.  The  alpha-2  fraction  tended  to 
remain  elevated  longer  than  the  alpha-1  glob- 
ulins. 

Discussion 

In  contrast  to  the  serum  elevation  of 
various  intracellular  enzymes  following  myo- 
cardial infarction  which  have  direct  deriva- 
tion from  the  injured  myocardial  tissue, 
alterations  in  the  serum  proteins  result  as  a 
non-specific  whole  body  reaction  to  acute 
injury,  including  also  such  items  as  fever, 
leukocytosis  and  elevation  in  the  erythrocyte 
sedimentation  rate.  Therefore,  changes  in  any 
of  the  protein  fractions  are  meaningful  only 
when  compared  with  other  clinical  and  lab- 
oratory data. 

The  serum  protein  alterations  following 
injury  can  be  classified  into  “acute  phase” 
and  “chronic  phase”  reactants.  The  alpha-1 
globulins  are  primarily  composed  of  a number 
of  glycoproteins  which  can  be  identified  by 
immunoelectrophoresis.  These  glycoproteins 
are  usually  elevated  following  various  types 
of  acute  injury,  and  the  C-reactive  protein 
and  serum  mucoprotein  determinations  are 
based  upon  this  property. 

Non-specific  glycoproteins  also  comprise 
a major  portion  of  the  alpha-2  globulins.  The 
alpha-2  globulins  also  include  the  alpha-2 
macroglobulins,  the  hemoglobin  binding  pro- 
tein— haptoglobin,  and  serum  ceruloplasmin, 
to  which  is  bound  the  serum  copper.  Both 
, haptoglobin  and  ceruloplasmin  have  been  de- 
I scribed  as  “acute  phase”  reactants  and  serum 
‘ levels  may  be  elevated  following  acute  tissue 
' injury^'®.  Following  injury,  the  rise  in  hapto- 
globin tends  to  parallel  the  elevation  in  serum 
fibrinogen  and  orosomucoid,  and  in  some 
cases  has  been  more  sensitive  than  the 
I erythrocyte  sedimentation  rate  in  detecting 
I tissue  damage.  In  the  present  study,  the 
I serum  haptoglobin  was  significantly  elevated 
I in  20  of  the  35  patients  with  acute  myocardial 


infarction,  with  a tendency  to  mirror  the  rise 
in  the  SGOT  and  LDH,  although  the  rise  in 
haptoglobin  persisted  longer  than  the  en- 
zymes. Kiergel  and  Muller®  have  pointed  out 
this  tendency  for  haptoglobin  to  remain  ele- 
vated following  myocardial  infarction  may 
be  of  diagnostic  value  in  those  cases  where 
suspicious  symptoms  may  have  occurred  one 
or  two  weeks  previously,  when  the  serum 
enzymes  may  have  returned  to  normal.  It 
also  appears  that  the  tendency  for  the  inflam- 
matory elevation  in  the  alpha-2  globulins,  as 
determined  by  paper  electrophoresis,  to  re- 
main elevated  longer  than  the  alpha-1  globu- 
lins results  from  the  prolonged  haptoglobin 
response.  The  presence  or  absence  of  an  ele- 
vated haptoglobin  value  following  infarction 
was  not  related  to  the  genetic  haptoglobin 
type  of  the  patient. 

Sullivan  and  Harf^  and  Adelstein,  et  al.,® 
have  reported  significant  elevation  in  serum 
ceruloplasmin  following  acute  myocardial  in- 
farction; in  this  study,  a rise  was  demonstrat- 
ed in  only  three  patients.  The  reason  for 
this  discrepancy  is  not  immediately  evident, 
although  differences  in  methodology  may 
supply  part  of  the  answer.  The  above  authors 
utilized  either  the  benzidine  oxidase  test  or 
the  enzymatic  color  reaction  produced  with 
p-phenylenediamine  dihydrochloride  as  a 
measure  of  the  serum  ceruloplasmin  level. 
The  agar  diffusion  method  employed  in  this 
study  is  dependent  upon  the  number  of  avail- 
able antigen  and  antibody  combining  sites 
and  is  probably  a more  exacting  indicator  of 
the  actual  concentration.  Since  the  enzymatic 
activity  of  a compound  is  not  necessarily 
related  to  its  concentration,  the  possibility 
that  ceruloplasmin  displays  disproportionate- 
ly greater  enzyme  activity  following  acute 
injury  is  a possibility  that  requires  further 
study.  It  would  also  be  necessary  to  rule  out 
the  presence  of  interfering  compounds  which 
may  possess  similar  enzyme  activity. 

The  “chronic  phase”  inflammatory  reac- 
tion, characterized  by  routine  serum  electro- 
phoresis as  an  increase  in  the  gamma  globulin 
fraction,  usually  follows  the  acute  phase  by 
one  or  two  weeks  and  is  due  to  the  production 
of  serum  antibodies.  These  antibodies  are 
included  in  one  of  the  three  major  immuno- 
globulin sub-fractions  known  as  Gamma-G, 
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Gamma-A  and  Gamma-M  globulins.  Since  the 
level  of  total  gamma  globulin  as  determined 
by  paper  electrophoresis  may  not  be  signifi- 
cantly altered  by  changes  within  one  of  the 
immunoglobulin  fractions,  a separate  quanti- 
tation is  necessary.  In  this  study,  nine  patients 
demonstrated  an  elevation  of  one  or  more 
immunoglobulins;  however,  in  seven  cases 
the  elevation  was  noted  upon  hospital  admis- 
sion and  could  be  related  to  a superimposed 
chronic  inflammatory  disease.  It  would  ap- 
pear that  immunoglobulins  do  not  develop 
during  the  recovery  phase  of  myocardial  in- 
farction, and  a search  for  non-related  inflam- 
matory disease  should  be  made  if  elevated 
serum  levels  are  detected. 

A discussion  of  the  clinical  significance 
of  the  beta  lipoprotein  fraction  is  beyond  the 
scope  of  this  paper.  A detailed  review  of 
lipid  metabolism  is  currently  in  progress  by 
Frederickson®  and  the  specific  relationship 
between  serum  lipoproteins  and  coronary 
artery  disease  has  been  discussed  by  Hatch^°. 
Although  the  number  of  patients  included  in 
this  study  are  too  small  to  draw  any  conclu- 
sions concerning  the  prognostic  significance 
of  lipoprotein  determinations  in  myocardial 
infarction,  it  is  interesting  that  greater  than 
40  per  cent  of  the  patients  showed  no  ele- 
vation in  either  the  serum  cholesterol  or  the 
serum  beta  lipoprotein  as  measured  by  the 
immunodiffusion  technic.  Measurement  of 
both  the  serum  cholesterol  and  the  beta  lipo- 


protein appears  statistically  of  more  value 
than  quantitation  of  either  alone. 

Summary 

Utilizing  a serial  dilution  immunodiffusion 
agar  technic,  quantitation  of  the  serum  im- 
munoglobulins, transferrins,  ceruloplasmin, 
haptoglobin,  beta-lipoprotein,  alpha-2  macro- 
globulin and  orosomucoid  was  performed  on 
serial  serum  samples  taken  from  35  patients 
during  the  acute  and  convalescent  stages  of 
myocardial  infarction.  The  acute  phase  re- 
actant most  frequently  elevated  was  serum 
haptoglobin,  which  tended  to  parallel  the  rise 
in  serum  SGOT  and  LDH,  but  remained 
elevated  longer.  There  was  no  relationship 
to  the  genetic  haptoglobin  type  of  the  patient. 
The  concentration  of  serum  ceruloplasmin 
was  above  normal  in  only  three  of  the  pa- 
tients studied,  in  contrast  to  the  frequent 
post  infarction  increase  in  enzyme  activity 
previously  reported.  This  may  reflect  a dif- 
ference in  the  enzyme  and  antibody  binding 
activity  of  the  molecule.  Immunoglobulins 
apparently  do  not  develop  secondary  to  myo- 
cardial infarction  per  se,  rather  reflect  super- 
imposed chronic  inflammatory  disease  if  in- 
creased values  are  found.  In  more  than  40 
per  cent  of  the  patients  studied,  neither  the 
serum  cholesterol  nor  the  serum  beta-lipo- 
protein was  elevated,  with  poor  correlation 
between  the  serum  levels  of  the  two  lipid 
fractions  in  the  remaining  patients.  • 
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Clostridium  perfringens  food  poisoning* 


I 


The  role  of  Clostridium  perfringens  as  the 
etiologic  agent  for  human  food  poisoning  is 
now  firmly  established.  In  1945  McClung^ 
described  four  outbreaks  of  food  poisoning 
after  the  consumption  of  chickens  steamed 
the  previous  day.  The  symptoms  included  ab- 
dominal cramp,  nausea,  and  diarrhea.  In  the 
majority  of  cases  the  symptoms  began  8 to 
12  hours  after  the  meal,  with  the  diarrhea 
continuing  for  about  12  hours.  Although  the 
affected  individuals  were  weak  on  the  day 
following  the  period  of  symptoms,  most  of 
those  who  were  ill  were  able  to  continue 
normal  activities.  There  were  no  fatalities. 

Extensive  investigations  were  undertaken 
by  English  workers  in  order  to  determine  the 
epidemiology  of  C.  perfringens  food  poison- 
ing.^* ® According  to  these  workers  the  or- 
ganisms responsible  for  this  type  of  food  pois- 
oning are  atypical  strains  of  C.  perfringens 
type  A,  differing  from  other  members  of  the 
type  A group  by  the  production  of  low  levels 
of  alpha  toxin  (lecithinase) , little  or  no  theta 
toxin  production  (hemolysin),  formation  of 
heat-resistant  spores  (100  C for  one  hour  or 
more),  and  by  antigenic  constituents  which 
allow  them  to  be  grouped  into  13  provisional 
serotypes. 

Hall  and  co-workers^  at  the  Robert  A.  Taft 
Sanitary  Engineering  Center,  Cincinnati, 
Ohio,  examined  83  strains  of  C.  perfringens 
from  a wide  variety  of  sources  for  their  sero- 
logical relationships,  sporulation,  heat-resist- 
ance of  spores,  and  their  hemolytic  activity  on 

*From  the  Department  of  Microbiology,  University  of 
Montana.  This  work  was  supported  in  part  by  a Research 
Grant  (I  ROl  EF-00731-01)  from  the  Division  of  Environ- 
mental Engineering  and  Food  Protection.  Public  Health 
Service.  Department  of  Health,  Education,  and  Welfare. 
The  author  is  Professor  of  Microbiology  and  Chairman  of 
the  Department  of  Microbiology.  Mr.  James  D.  Converse, 
Mrs.  Katherine  D.  Kelly,  and  Mr.  William  R.  Cross  rendered 
technical  assistance  in  this  work. 
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mammalian  bloods.  They  found  that  the 
American  food-poisoning  strains  have  a wide 
variety  of  characteristics  and  concluded  that 
C.  perfringens  food-poisoning  outbreaks  in 
the  United  States  were  not  restricted  to 
strains  meeting  the  criteria  of  classification 
described  by  British  workers  and  that  the 
isolation  of  large  numbers  of  any  strain  of 
this  organism  from  an  incriminated  food  must 
be  considered  as  having  a possible  bearing 
on  the  etiology  of  the  outbreak. 

Many  workers  believe  that  this  type  of 
food  poisoning  is  caused  by  the  ingestion  of 
several  hundred  million  living  cells  of  C. 
perfringens.  On  the  other  hand,  Nygren®  per- 
formed numerous  experiments  and  came  to 
the  conclusion  that  a possible  mode  of  action 
of  C.  perfringens  in  food  poisoning  was  their 
ability  to  produce  phospholipase  C. 

There  still  exists  today  a certain  amount 
of  disagreement  as  to  how  C.  perfringens 
causes  food  poisoning  and  to  whether  or  not 
there  are  food  poisoning  “strains”  of  C.  per- 
fringens. We  undertook  the  present  study  in 
order  to  clarify  and  elucidate  some  of  these 
points.  C.  perfringens  food  poisoning  is  per- 
haps the  largest  group  of  unreported  gastro- 
enteritis possibly  affecting  millions  of  Amer- 
icans each  year.  Conceivably,  much  of  the 
cases  of  food  borne  poisoning  of  unestablished 
etiology  were  caused  by  C.  perfringens. 

In  this  report  we  wish  to  present  data  on 
the  heat  resistance  of  spores  of  C.  perfringens 
and  the  lecithinase  activity  of  several  isolates 
of  C.  perfringens. 

Materials  and  methods 

Spores  of  C.  perfringens  were  prepared  by 
using  a modification  of  the  method  of 
Schneider,  Grez,  and  Anelles®.  The  spores 
were  harvested,  pooled,  and  held  at  5 C in 
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Sorenson’s  buffer  at  pH  7.0  until  ready  to  use. 
Samples  of  the  spore  suspensions  were  stained 
with  malachite  green  to  determine  the  pres- 
ence, if  any,  of  vegetative  cells.  None  were 
found. 

The  suspension  of  spores,  standardized  as 
much  as  possible  in  term  of  numbers,  were 
exposed  to  heat  in  a water  bath  for  varying 
periods  of  time.  The  heated  spores  were  then 
decimally  diluted  and  plated  and  spread  on 
a solid  medium  consisting  of  equal  parts  of 
Bacto  Brain  Heart  Infusion  and  Bacto  Fluid 
Thioglycollate  medium.  The  plates  were  in- 
cubated in  a Case  Anaerobic  Jar  flushed  with 
nitrogen  and  held  at  37  C for  48  hours.  The 
plates  were  examined  with  the  aid  of  a Que- 
bec Darkfield  Colony  Counter.  From  the 
number  of  colonies  present  after  heating,  sur- 
viving fractions  were  calculated.  One  assump- 
tion we  made,  which  may  be  fallacious,  was 
that  each  surviving  spore  germinated  to  form 
one  discernible  colony. 

The  assay  for  C.  perfringens  alpha  toxin 
(lecithinase)  (phospholipase  C)  has  been  de- 
veloped by  numerous  workers  including 
Macfarlane  and  KnighC^.  Phospholipase  C is 
used  to  designate  the  enzyme  that  splits  leci- 
thin into  a diglyceride  and  acid-soluble  phos- 
phorylcholine®.  The  substrate  consisted  of  an 
egg  yolk  suspension  which  was  centrifuged 
and  clarified  by  the  addition  of  kaolin.  A 
toxin  standard  assay  curve  was  prepared  by 
using  partially  purified  phospholipase  C pur- 
chased from  the  Nutritional  Biochemicals 
Company,  Cleveland.  Toxin  production  by 
the  organism  was  determined  by  comparing 
the  culture  filtrate  of  C.  perfringens  with  the 
standard  assay  curve.  The  organisms  were 
grown  in  cooked  meat  medium  and  also  in 
Bacto  Fluid  Thioglycollate  medium  for  48 
hours  at  37  C.  The  cell  suspensions  were  cen- 
trifuged at  2,500  RPM  for  45  minutes  and 
then  passed  through  a Seitz  clarifying  filter. 
The  enzyme  assay  was  done  by  adding  the 
culture  filtrate  to  the  substrate  (egg  yolk 
lecithin)  and  measuring  the  turbidity  pro- 
duced with  the  aid  of  a Bausch  and  Lomb 
Spectronic  20  spectrophotometer  ‘ with  the 
wavelength  set  at  650  millimicrons.  The  opti- 
cal density  readings  were  recorded  and  com- 
pared with  the  standard  curve. 

The  effect  of  PH  of  the  culture  medium 
on  toxin  formation  was  studied  employing 


strains  isolated  from  food  borne  outbreaks  as 
well  as  strains  from  sources  other  than  food 
poisoning  cases. 

A study  was  made  of  the  hemolytic  activi- 
ties of  food  poisoning  and  non-food  poisoning 
strains  using  horse,  bovine,  sheep,  and  rabbit 
blood  to  determine  if  hemolytic  patterns  may 
be  useful  as  a tool  in  diagnosing  C.  perfrin- 
gens food  poisoning  epidemics. 

Results 

The  results  of  the  heat  resistance  of  the 
spores  of  C.  perfringens  are  shown  in  Fig.  1. 
Strains  A 48,  A 91,  and  Hobbs  2 were  isolated 
from  food  poisoning  outbreaks.  Strains  BP6K 
and  UM  115  were  soil  isolates.  Spores  of 
strains  from  food  poisoning  cases  were  con- 
siderably more  resistant  to  heating  at  90  C. 
than  the  spores  from  strains  isolated  from 
the  soil. 

The  standard  assay  curve  for  alpha  toxin 
(Fig.  2)  was  used  to  determine  toxin  produc- 
tion by  food  poisoning  and  soil  isolates  of  C. 
perfringens.  The  data  are  summarized  in 
Table  1.  The  organisms  were  grown  in  a 
medium  consisting  of  10  g.  trypticase  (Balti- 
more Biological  Laboratory),  2.5  g.  proteose 
peptone  (Difco),  0.1  g.  magnesium  sulfate,  2.5 
g.  dipotassium  phosphate,  2.5  g.  yeast  extract 
(Difco),  and  a final  volume  (consisting  of 
water  and  either  acid  or  base  to  adjust  pH) 
of  500  ml.  The  growth  medium  adjusted  to 
pH  values  of  5.0,  7.4,  8.0,  and  9.0  was  inocu- 
lated. After  incubation  growth  was  deter- 
mined and  toxin  formation  was  measured 
quantitatively.  In  the  table  it  is  evident  that 
the  food  poisoning  strains  (A  48  and  Hobbs  3) 
consistently  produced  more  alpha  toxin  than 
the  soil  isolate  (BP6K). 

Discussion 

Various  workers  have  reported  quite  dif- 
ferent data  with  regard  to  the  heat  resistance 
of  spores  of  C.  perfringens.  Recently,  Canada, 
Strong,  and  Scott^  reported  that  a strain  iso- 
lated from  food  poisoning  incident  possessed 
less  heat  resistance  than  strains  isolated  from 
foods,  but  not  implicated  in  a food  poisoning 
outbreak.  Hall  and  Angelotti'®  observed  that 
the  spores  of  only  5 of  19  American  food- 
poisoning strains  demonstrated  heat  resist- 
ance. In  our  studies  the  food  poisoning  strains 
had  heat  resistant  spores  in  comparison  with 
soil  strains. 
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OPTICAL  DENSITY  1650  MU)  LOG.  OF  NUMBER  OF  SURVIVORS 


HEATING  TIME  (HOURS) 

Fig.  1.  Heat  resistance  of  spores. 


Table  1 

TOXIN  PRODUCTION  BY  CLOSTRIDIUM 
PERFRINGENS  AT  VARIOUS  pH  VALUES 


mg.  alpha  toxin  produced 


Strain 

pH  5.0 

pH  7.4 

pH  8.0 

pH  9.0 

A 48 

0.047 

0.054 

0.057 

0.084 

Hobbs  3 

0.047 

0.059 

0.056 

0.035 

BP6K 

0.024 

0.015 

0.039 

0.048 

Admittedly,  in  vitro  studies  on  alpha  toxin 
production  may  not  be  directly  related  to 
the  ability  of  an  organism  to  produce  food 
poisoning;  however,  our  studies  suggest  a 
relationship  between  toxin  formation  and 
implication  in  food  poisoning  outbreaks.  Ad- 
ditional studies  with  more  strains  freshly 
isolated  from  food  borne  epidemics  will  be 
valuable  in  firmly  establishing  this  asoscia- 
tion.  Clearly,  some  physiological  or  biochem- 
ical property  of  the  organisms  is  responsible 
for  food  poisoning,  particularly  when  C.  per- 
fringens  is  a normal  inhabitant  of  the  human 
intestine.  Whether  there  are  food  poisoning 
“strains”  of  C.  perfringens  or  not  is  difficult 
to  establish.  However,  from  an  epidemiologic 
and  diagnostic  point  of  view  it  is  important 
that  we  be  aware  of  the  possibility  that  a 
mutant  or^  variant  of  the  normal  flora  may 
cause  disease. 

Summary 

Strains  of  C.  perfringens  isolated  from 
food  poisoning  outbreaks  and  from  the  soil 
were  studied  in  relation  to  their  heat  resist- 
ance and  alpha  toxin  production.  Strains  from 
food  poisoning  cases  possess  spores  that  were 
comparatively  more  heat  resistant  and  the 
vegetative  cells  from  the  same  spores  pro- 
duced more  alpha  toxin.  • 


PHOSPHOLIPASE  C (M@) 

Fig.  2.  Standard  assay  curve. 
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The  Montana  cleft  palate  program 


Twelve  years  of  experience 


Wyman  J.  Roberts,  MD,  Great  Falls,  Montana 


History  o f growth  and  usefulness 
of  the  team  approach 
to  a ponderous  problem. 

Prior  to  1954,  cases  of  cleft  lip  and  cleft 
palate  in  Montana  were  handled  in  a hap- 
hazard manner.  About  the  only  treatment  was 
surgical  repair  of  the  defect.  Dental  care, 
orthodontia,  speech  therapy,  and  overall  re- 
habilitation were  almost  completely  ignored. 
Some  surgical  repairs  were  done  in  the  state 
and  some  elsewhere.  There  was  no  registry 
and  no  followup. 

There  is  a high  incidence  of  cleft  lip  and 
palate  in  the  Indian  population  of  Montana. 
From  primitive  times  the  Indians  knew  that 
a cleft  palate  baby  usually  died  because  it 
was  unable  to  nurse  at  the  breast.  Therefore, 
when  an  infant  was  born  with  such  a de- 
formity, the  Indians  regarded  it  as  a visitation 
by  evil  spirits  and  the  baby  was  abandoned 
or  destroyed.  Even  today,  many  of  these  in- 
fants are  not  claimed  by  their  parents  and 
have  remained  in  Indian  hospitals  as  wards 
of  the  government  until  eventually  placed  in 
foster  homes. 

In  1954,  through  the  efforts  of  the  Montana 
State  Board  of  Health,  a more  enlightened 
approach  to  problems  of  cleft  lip  and  palate 
was  sought.  Financial  aid  was  requested  from 
the  Children’s  Bureau  in  Washington,  D.  C., 
to  carry  out  a five-year  pilot  program  to 
determine  how  services  can  be  rendered  to 
cleft  palate  cases  in  a sparsely  populated  state 
with  a large  area.  A $50,000-a-year  grant  was 
obtained  for  five  years  to  conduct  this  pro- 
gram. What  started  out  to  be  a five-year 
grant,  however,  has  been  continued  indefi- 


nitely by  the  Children’s  Bureau  because  of 
failure  of  the  Montana  State  Legislature  to 
appropriate  enough  money  to  finance  the 
Cleft  Palate  Program  on  a state  level  even 
though  the  team  members  in  the  program 
urged  state  participation. 

In  April,  1954,  a two-day  meeting  was  held 
in  Helena,  Montana.  Guest  speakers  were 
Herbert  Koepp  Baker,  M.S.,  Ph.D.,  Director  of 
the  Cleft  Palate  Program  and  Training  Pro- 
gram, University  of  Illinois,  and  Samuel 
Pruzansky,  D.D.S.,  Professor  of  Orthodontics, 
University  of  Illinois.  By  invitation,  many 
people  having  an  interest  in  some  phase  of 
cleft  palate  rehabilitation  attended.  Included 
were  otolaryngologists  with  some  training  in 
cleft  palate  surgery,  pediatricians,  orthodon- 
tists, prosthodontists,  pedidontists,  speech 
therapists,  public  health  nurses,  private 
nurses,  social  service  workers,  and  mental 
hygienists. 

This  group  became  enthusiastic  and  set 
about  to  make  Montana’s  Cleft  Palate  Pro- 
gram one  of  the  best  in  the  United  States. 
Montana  was  geographically  divided  into 
three  sections  for  the  operation  of  three  cleft 
palate  teams,  one  at  Great  Falls,  one  at 
Billings,  and  one  at  Helena.  Team  meetings 
were  started  in  September,  1954.  Because  of 
a heavy  case  load,  team  meetings  were  held 
monthly  for  nine  months  a year.  It  was  not 
long  before  a case  load  of  400  to  500  patients 
under  active  treatment  accumulated.  At  the 
onset,  five  or  six  patients  were  seen  at  each 
team  meeting.  At  later  team  meetings,  we 
were  able  to  see  eight  to  ten  cases  daily.  In 
1954  there  were  about  18,000  births  in  Mon- 
tana yearly.  Following  the  national  average 
of  about  one  cleft  palate  case  in  every  700 
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births,  we  could  expect  twenty-five  to  thirty- 
five  new  cases  a year,  with  an  average  of 
33  new  cases  a year.  In  the  past  two  years 
because  of  a reduction  of  births  due  to  the 
use  of  oral  contraceptives,  new  cases  have 
dropped  off  about  a third.  As  the  backlog  of 
old  cases  has  gradually  been  seen,  treated, 
and  rehabilitated  to  the  best  of  our  abilities, 
the  case  load  has  stabilized.  Now  we  have 
only  six  team  meetings  per  year  for  each 
team. 

The  Cleft  Palate  Group  met  annually  at 
the  invitation  of  the  Montana  State  Board 
of  Health,  held  scientific  programs,  enjoyed 
nationally  recognized  authorities  as  speakers, 
and  discussed  our  mutual  problems.  In  1959, 
we  organized  the  Montana  Cleft  Palate  Asso- 
ciation and  several  of  us  became  members 
of  the  American  Cleft  Palate  Association. 

At  the  onset  many  of  the  professional 
people  in  this  program  devoted  time  and 
services  with  minimal  reimbursement.  Surgi- 
cal, dental,  orthodontic  and  prosthedontic  pro- 
cedures were  performed  at  35  per  cent  of 
the  standard  fees  for  such  procedures  as  pub- 
lished in  the  Montana  Average  Fee  Schedule 
for  physicians  and  for  dentists.  After  several 
years,  the  professional  services  were  compen- 
sated at  55  per  cent  of  the  average  fee  sched- 
ule. In  the  past  year,  professional  services 
have  been  compensated  at  100  per  cent. 

Administration  of  the  program 

The  Montana  Cleft  Palate  Program  is  a 
program  of  the  Montana  State  Board  of 
Health,  Division  of  Child  Health  Services. 
Professional  services  and  services  of  agencies 
are  paid  by  the  Board  of  Health.  Service  is 
rendered  free  to  all  those  unable  to  pay.  How- 
ever, those  who  have  medical  or  hospital  in- 
surance or  those  with  good  incomes  are 
expected  to  help  defray  medical-hospital 
costs.  No  charge  is  made  to  anyone  for  con- 
sultation at  a team  meeting.  Standard  record 
forms  have  been  developed  and  are  used  by 
all  three  teams.  These  records,  plus  photo- 
graphs, orthodontic  models,  cephalometric 
studies,  cinefluorography  film,  and  tape  re- 
cordings of  speech  have  been  maintained  as 
permanent  records  in  the  State  Board  of 
Health,  Helena,  Montana.  The  coordinator 
of  the  state  program  arranges  the  meetings, 


selects  the  cases  to  be  seen,  and  sees  that 
letters  and  reports  are  sent  to  referring  fam- 
ily doctors,  to  family  dentists  and  other  inter- 
ested parties. 

The  cleft  palate  team  and 
team  approach  to  problems 

There  is  probably  no  place  in  medical 
practice  where  the  team  approach  is  so  es- 
sential to  good  care  of  the  patient  as  in 
dealing  with  cleft  palate  children  where  no 
one  person  knows  all  phases  of  this  vast  sub- 
ject. First,  a public  health  nurse  is  needed 
to  visit  the  parents  of  the  newborn  cleft 
palate  child,  allay  their  fears  and  sense  of 
guilt  or  persecution,  and  explain  what  can  be 
done  and  what  services  are  available.  Many 
times  I have  been  the  first  team  member 
to  see  and  talk  with  the  parents  and  I have 
felt  that  this  time  was  always  well  spent. 
Then  comes  the  social  service  worker  who 
evaluates  the  home,  economic,  religious  and 
educational  background  of  the  family.  She 
determines  the  eligibility  for  services  paid 
in  full  or  in  part  by  the  program.  Then  comes 
the  pediatrician,  the  surgeon,  and  hospital 
personnel.  Later,  when  the  child  comes  to 
team  meetings  he  is  seen  by  the  orthodontist, 
pedidontist,  prosthedontist,  audiologist  and 
speech  therapist  and,  in  special  cases,  the 
psychiatrist  or  mental  hygienist. 

At  team  meetings,  we  each  examine  inde- 
pendently all  of  the  cases.  Then  we  thorough- 
ly discuss  each  case,  giving  our  impressions 
and  recommendations.  We  have  plenty  of 
arguments  and  disagreements,  but  we  try  to 
decide  on  a plan  of  action  before  talking  with 
the  parents.  When  we  have  decided  on  such 
a plan,  the  patient  and  parent  are  called  into 
the  team  meeting,  a spokesman  for  the  team 
outlines  the  problems  and  course  of  action 
recommended,  and  the  parents  are  given  an 
opportunity  to  ask  questions.  The  parents  get 
matters  clearly  in  mind  before  leaving.  We 
have  to  come  to  regard  the  parent  or  guardian 
of  the  child  as  an  important  team  member. 
If  the  parent  doesn’t  cooperate  or  follow  in- 
structions, then  a vital  part  of  the  overall 
treatment  can  fail.  This  is  especially  true  of 
dental  care  and  pediatric  care. 

One  of  the  most  important  things  in  over- 
all care  is  to  overcome  the  feeling  of  guilt. 
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of  persecution,  or  superstitions  as  to  the  cause 
of  these  congenital  anomalies.  Since  the  dis- 
covery in  1943  that  congenital  cataracts,  con- 
genital heart  disease,  and  congenital  deafness 
could  be  a direct  result  of  German  measles 
in  the  mother  in  the  first  trimester  of  preg- 
nancy, much  study  has  been  focused  on  exo- 
genous factors  in  production  of  congenital 
malformations.  Andersen^  makes  the  follow- 
ing statement  on  etiology:  “We  do  not  know 
anything  about  the  increasing  incidence  (of 
cleft  palate) ; heredity  may  play  some  role, 
but  unknown  exogenous  factors  are  possibly 
of  greater  importance,  and  I think  this  field 
deserves  the  most  thorough  attention  in  fu- 
ture investigations.”  Broadbent,  in  discussing 
etiology  of  clefts®,  makes  the  following  state- 
ment: “Though  these  findings,  like  Fogh 
Andersen’s,  are  of  prime  importance  in  the 
genetic  evaluation  of  clefts,  we  must  remem- 
ber that  much  evidence  exists  supporting  the 
heterogeneous  nature  of  clefts  and  also  there 
is  the  factor  of  non-genetic  possibilities  in  the 
etiology  of  clefts.  It  is  likely  to  be  the  latter 
area  where  major  etiologic  factors  will  be 
found  in  the  future.”  In  discussing  etiology 
of  clefts  with  parents,  the  concept  that  clefts 
could  be  the  result  of  exogenous  influences 
during  pregnancy  rather  than  punishment  for 
their  sins,  or  due  strictly  to  a hereditary  back- 
ground, has  helped  allay  many  fears  about 
future  pregnancies  and  created  a more  co- 
operative parent. 

Another  important  advantage  of  the  team 
approach  is  this:  Regardless  of  economic 
status,  there  is  no  other  way  that  parents 
can  buy  the  services  of  all  the  disciplines  of 
professional  abilities  represented  in  the  cleft 
palate  team  and  get  the  services  and  opinions 
resulting  from  open  discussion  among  team 
members.  Therefore,  it  is  felt  that  people  in 
all  economic  situations  deserve  the  advan- 


tages of  the  team  approach  to  cleft  palate 
problems,  not  just  those  who  are  unable  to 

pay- 

Cleft  palate  deformities  are  catastrophic 
to  the  economy  of  any  family  regardless  of 
income.  If  all  services  for  all  disciplines 
were  paid  for  at  standard  fee  schedule,  such 
as  hospital  costs,  medical  fees,  surgical  fees, 
dental  and  orthodontic  fees,  speech  therapy 
fees,  hearing  aids  when  needed,  and  psychi- 
atric or  psychologic  counselling  for  a cleft 
palate  child  from  birth  to  twenty-one  years 
of  age,  in  many  instances  it  could  amount  to 
fifteen  or  twenty  thousand  dollars  or  more. 
Since  these  catastrophies  happen  usually  to 
young  couples  just  getting  started,  and  not 
to  those  well  established  financially,  it  can 
readily  be  seen  that  most  of  these  people 
need  financial  assistance  for  adequate  re- 
habilitation. 

The  cleft  palate  team  meetings  are  highly 
educational  to  the  team  members.  I have 
learned  some  of  the  fundamentals  of  speech 
therapy,  the  viewpoint  of  the  orthodontist, 
the  overall  philosophy  of  the  pediatrician,  the 
problems  of  the  social  worker  and  public 
health  nurse,  and  I feel  that  experiences  of 
this  kind  over  a twelve-year  period  have 
been  invaluable  to  me  in  the  conduct  of  other 
phases  of  my  professional  life.  Even  in  this 
age  of  computer  medicine,  I doubt  if  anything 
will  be  quite  as  stimulating  to  me  as  the 
thinking  and  reasoning  of  my  fellow  co- 
workers. 

Conclusion 

I would  like  to  express  this  thought:  Re- 
gardless of  what  is  in  store  for  us  in  the  new 
era  of  medicine,  I feel  that  the  lessons  we 
have  learned  through  the  team  approach  to 
complex  medical  problems  as  exemplified  in 
the  Montana  Cleft  Palate  Program  cannot  be 
ignored  or  disregarded.  • 
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Mountain  states  regional 
medical  progam 
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► 
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The  goal  of  the  Regional  Medical  Program 
is  clear.  Every  individual  should  have  the 
! same  opportunity  to  survive.  To  achieve 
I this  goal,  we  must  first  determine  ivhat  is 
i now  available  and,  next,  what  is  needed 
I in  all  parts  of  the  region.  All  health 
professionals  must  be  consulted.  As  the 
planning  study  develops,  it  will  be  possible 
to  recommend  action  programs.  All 
institutions,  agencies,  and  organizations 
involved  in  hetdth  care  must  cooperate 
if  Public  Law  89-239  is  to  be  successful. 

Public  Law  89-239,  establishing  Regional 
Medical  Programs  for  Heart  Disease,  Cancer, 
Stroke,  and  Related  Diseases,  was  enacted 
October  6,  1965.  There  are  two  major  provi- 
sions. The  first  is  to  make  prevention,  diag- 
nosis, treatment,  and  rehabilitation  for  these 
diseases  available  to  all.  The  second  provision 
fosters  cooperation  between  all  health  profes- 
sions, institutions,  and  agencies  to  provide 
this  inclusive  care.  This  does  not  mean  that 
every  community  hospital  should  expect  to 
offer  every  service,  but  it  does  mean  that  all 
medical  services  should  be  available  within 
a region. 

I Region  defined 

; But  what  does  the  term  “region”  mean? 
In  New  England  it  may  be  a geographically 
small  but  densely  populated  area;  in  the 
i Rocky  Mountain  West,  it  may  be  a very  large 
area  which  includes  towering  mountains  and 
' seemingly  endless  plains  but  only  a sprinkling 
of  human  beings. 

*Idaho,  Montana,  Nevada,  and  Wyoming. 

**Director,  Mountain  States  Regional  Medical  Program, 
Montana. 


The  four  state  Wiche  grant^ 


Frank  L.  McPhail,  MD,  Great  Falls,  Montana* ** 


The  National  Commission  on  Community 
Health  Services,  in  its  publication  Health  Is 
a Community  Affair,  emphasizes  that  the 
health  services  necessary  to  meet  the  needs 
of  the  individual  should  be  available  within 
the  environment  of  the  individual’s  home 
community.  The  commission  notes  that  if  a 
community  is  defined  as  an  area  from  which 
services  are  delivered,  we  tend  to  confine 
these  services  to  the  minimum  and  restrict 
development  of  all  services. 

These  restrictions  are  evident  in  Montana 
for  they  arise  from  the  inherent  problems  of 
a sparse  population  in  a large  land  area.  There 
are  24  counties  in  the  Missouri  Plains  sub- 
region  of  Montana  (eastern  Montana).  This 
region,  62,725  square  miles,  has  a population 
density  according  to  the  1960  census  of  2.3 
persons  per  square  mile.  The  rate  of  growth 
is  slow.  The  density  for  all  of  Montana  is  4.6. 
(Three  of  the  four  states  surrounding  Mon- 
tana have  population  densities  almost  twice 
that  of  Montana’s  with  Wyoming  being  the 
exception  with  a density  of  3.4  persons  per 
square  mile.) 

The  residents  of  this  large  area,  with  the 
lowest  per  capita  income  in  the  state,  the 
highest  dependency  ratio,  and  the  highest  per 
capita  state  and  local  tax  bill,  need  health 
services  as  much  as  those  living  in  cities.  For 
such  areas  as  these,  what  is  a region? 

Since  problems  vary  with  the  area,  P.L. 
89-239  proposes  studies  to  be  made  indepen- 
dently by  regions  and  defines  the  region  as 
a “socially  and  economically  cohesive  area 
which  relates  to  a medical  teaching  and  re- 
search institution.”  This  point  is  worth  em- 
phasizing. It  is  the  reason  that  many  believe 
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this  legislation  holds  greater  potential  for 
changing  medical  education  and  practice  than 
any  single  event  since  the  Flexner  Report. 
It  brings  to  the  educator  in  the  medical  school 
implicit  responsibility  to  provide  the  latest 
knowledge  in  medicine,  not  just  to  his  under- 
graduates but  also  to  those  in  the  front  lines 
of  medical  practice.  The  program  can  be  used 
to  establish  channels  by  which  the  practi- 
tioner can  influence  the  postgraduate  curricu- 
lum by  making  his  needs  known. 

While  the  Act  does  not  specify  that  a 
region  observe  state  lines,  there  might  appear 
to  be  a problem  for  Montana  when  the  Act 
definitely  specifies  that  the  region  “relates 
to  a medical  teaching  and  research  institu- 
tion.” The  problem  is  that  there  is  no  medical 
school  in  Montana,  nor  in  Idaho,  Nevada,  or 
Wyoming.  Montana’s  relationship  to  western 
medical  schools  has  been  primarily  through 
the  Student  Exchange  Program  of  the  West- 
ern Interstate  Commission  for  Higher  Educa- 
tion (WICHE).  This  program  has  provided 
places  for  Montana  medical  students,  as  well 
as  dental,  dental  hygiene,  and  veterinary 
medical  students,  in  the  schools  of  other 
western  states  which  are  members  of  WICHE. 
But  Montana’s  relationship  with  WICHE 
helped  to  solve  the  problem. 

For  more  than  a decade  WICHE  has  been 
surveying  the  West’s  medical  manpower 
needs.  The  most  recent  survey  dealt  particu- 
larly with  the  four-state  area  of  Montana, 
Idaho,  Nevada,  and  Wyoming.  One  result  of 
this  survey  was  the  formulation  of  a continu- 
ing committee  whose  purpose  was  to  keep 
abreast  of  the  changing  needs  of  the  four- 
state  region.  WICHE  was  the  logical  organiza- 
tion to  help  the  four  states  in  light  of  the 
stipulations  of  P.L.  89-239. 

With  the  encouragement  and  direction  of 
the  state  medical  associations,  legislators,  and 
interested  individuals,  WICHE  applied  for  a 
grant  under  the  Act.  The  grant  was  approved, 
and  the  Mountain  States  Regional  Medical 
Program,  involving  Montana,  Idaho,  Nevada, 
and  Wyoming,  became  active  November  1, 
1966. 

The  region,  therefore,  is  the  four  states. 
Alfred  M.  Popma,  M.D.,  Boise,  Idaho,  will 
head  the  regional  program  with  the  assistance 
of  a small  staff  and  a regional  advisory  com- 


mittee composed  of  three  members  from  each 
state  and  a representative  from  nearly  every 
medical  school  or  center  in  the  surrounding 
states.  Each  of  the  four  states  constitutes  a 
subregion,  with  its  own  small  staff  and  ad- 
visory committee. 

Advantages  of  regional  approach 

The  Act  provides  encouragement  and  as- 
sistance in  development  of  cooperative  ar- 
rangements within  a region  so  that  medical 
practitioners  may  provide  the  latest  advances 
in  treatment.  Health  practitioners,  agencies, 
and  organizations  are  expected  to  cooperate 
in  a study  to  determine  the  needs  of  the 
people  and  find  the  best  method  to  satisfy 
these  needs.  The  Act  is  flexible.  It  permits  the 
development  of  different  programs  to  solve 
varying  needs  in  different  regions.  Some  of 
these  needs  are  easily  identified. 

CONTINUING  EDUCATION:  Methods  in 
all  phases  of  medical  care  change  rapidly. 
The  great  need  for  continuing  education  is 
recognized,  but  the  methods  by  which  it  may 
be  made  available  requires  study.  It  is  more 
difficult  for  a lone  physician  to  be  absent 
from  a rural  practice  than  it  is  for  one  of 
many  physicians  working  in  an  urban  area. 

The  use  of  new  communication  devices 
can  make  instant  review  of  new  knowledge 
available  to  the  most  remote  area.  The  larger 
urban  communities  in  Montana  may  develop 
teaching  programs  in  conjunction  with  medi- 
cal schools.  Teaching  teams  may  travel  to 
the  rural  areas,  thus  providing  instruction  not 
only  to  the  physician  but  also  to  the  allied 
health  professions.  We  may  even  find  the 
means  to  provide  temporary  coverage  while 
a physician  from  a remote  area  studies  in 
a medical  center. 

The  need  for  continuing  education  is  not 
limited  to  physicians.  Nurses,  laboratory  and 
x-ray  technologists,  and  physical  therapists, 
for  example,  work  under  constantly  changing 
concepts.  New  knowledge  must  be  carried  to 
all  who  are  responsible  for  the  care  of  the 
patient. 

HOSPITALS:  Cooperative  planning  on  a 
regional  basis  is  possible  and  can  produce 
better  hospital  service.  Some  services  may  be 
necessary  in  only  one  hospital  in  an  area 
while  others  should  be  offered  in  nearly  every 
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hospital.  We  cannot  afford  wasteful  duplica- 
tion when  so  much  is  needed.  Cooperation  in 
the  larger  centers  may  help  eliminate  un- 
necessary duplication  of  some  services,  thus 
saving  money  on  equipment  purchases  and 
making  the  most  of  the  trained  personnel 
available. 

In  several  of  the  larger  cities  we  have  the 
professional  capability  to  embark  on  teach- 
ing programs.  The  first  step  in  the  develop- 
ment of  a cooperative  arrangement  could  be 
in  this  direction.  Hospital  administrators  and 
physicians  might  share  the  responsibility. 
Later,  hospitals  could  improve  patient  service 
by  avoiding  unneeded  duplication.  Expensive 
equipment  could  be  shared.  Deficiencies  could 
be  overcome.  Eventually,  it  should  be  possible 
to  create,  through  cooperation  with  a medical 
school  or  center,  a training  program  for  physi- 
cians. This  type  of  cooperation  could  be  the 
first  step  toward  the  creation  of  a medical 
school.  Teaching  hospitals  can  be  linked  to 
medical  schools  through  newer  communica- 
tion devices.  Television  tapes  with  portable 
play-back  facilities  become  an  excellent 
teaching  device.  Library  service  can  be  great- 
ly improved  through  a regional  program. 

MEDICAL  MANPOWER:  The  physician- 
patient  ratio  is  low  in  the  four  states,  and  is 
lowest  in  the  more  remote  areas.  The  shortage 
of  allied  medical  personnel,  such  as  nurses, 
x-ray  and  laboratory  technicians,  and  physi- 
cal therapists,  is  even  greater.  It  is  virtually 


impossible  to  offer  preventive  medicine  to  all 
people  because  of  lack  of  professional  per- 
sonnel. It  may  be  possible  for  specially  trained 
assistants  to  perform  many  of  the  routine 
tasks  now  being  done  by  physicians  and 
nurses.  Some  form  of  “team  medicine”  may 
be  the  answer  to  the  shortages. 

We  must  be  prepared  to  take  a long,  hard 
look  at  new  methods.  We  are  not  required  to 
follow  old  patterns  in  the  treatment  of  dis- 
ease. By  developing  a team  approach,  the 
physicians,  nurses,  and  allied  medical  profes- 
sionals will  be  able  to  care  for  more  people. 
This  may  be  one  answer  to  the  shortage  in 
medical  manpower.  Indeed,  this  concept  may 
be  the  only  solution  if  we  are  to  provide 
complete  medical  care  in  sparsely  settled, 
rural  areas.  This  concept  would  require  not 
only  changes  in  medical  education  but  also 
changes  in  laws  relating  to  medical  practice. 
In  addition,  the  patient  must  understand  not 
only  the  need  for  change  but  also  the  critical 
need  for  new  solutions. 

P.L.  89-239  is  a vehicle  by  which  we  can 
improve  the  quality  and  quantity  of  medical 
care  in  Montana.  The  challenge  is  not  just  to 
the  medical  practitioners  but  to  every  citizen, 
yet  the  extent  to  which  our  region  may  bene- 
fit is  entirely  up  to  the  leadership  the  medical 
profession  can  provide.  We  must  study  health 
care  as  it  is,  as  it  should  be,  and  then  develop 
every  possible  cooperative  arrangement  to 
meet  the  need.  • 
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Sigmoid  diverticulitis 


Current  surgical  management 


Millington  O.  Young,  MD,  Earle  Stine,  Jr.,  MD,  and  John  F.  Green,  MD,  Bozeman,  Montana 


Eitrly  surgical  treatment  is 
often  conservative  management. 

Extensive  revision  of  the  surgical  manage- 
ment of  diverticulitis  of  the  colon  has  oc- 
curred in  the  past  fifteen  yearsd  Prior  to 
this  period,  it  was  accepted  that  operative 
treatment  was  indicated  only  when  there 
were  complications  of  the  disease.  It  may 
now  be  stated  that  surgical  treatment  is 
indicated  to  prevent  complications  as  well  as 
to  treat  those  that  have  already  occurred. 

This  seemingly  more  radical  approach  is  a 
logical  development  of  the  numerous  ad- 
vances that  have  reduced  the  morbidity  and 
mortality  in  all  fields  of  surgery.  The  concept 
of  definitive  surgical  treatment  to  prevent 
serious  complications  is  well  established  in 
the  fields  of  biliary  and  gastric  surgery.  It 
has  lagged  behind  in  colon  surgery  because 
the  bacterial  flora  of  the  intestinal  tract  are 
capable  of  causing  the  most  serious  infections 
encountered  within  the  abdominal  cavity. 
Such  infections  frequently  followed  colon 
operations  in  the  pre-antibiotic  era.  Conserv- 
ative medical  management  of  diverticulitis 
became  firmly  established  and  all  efforts 
were  made  to  prevent  operation.  Elective 
colon  operations  were  limited  almost  entirely 
to  treatment  of  carcinoma,  and  many  of  these 
procedures  were  performed  by  technics  which 
have  now  been  discarded.  As  a result  of 
advances  making  all  surgical  procedures 

*From  the  Departments  of  Surgery,  Bon  Secours  Hos- 
pital, Grosse  Pointe,  Michigan,  and  Deaconess  Hospital, 
Bozeman,  Montana.  Dr.  Stine  and  Dr.  Green  were  formerly 
Residents  in  Surgery,  Bon  Secours  Hospital,  Grosse  Pointe, 
Michigan.  Their  present  addresses  are  Ida  Grove,  Iowa, 
and  St.  Joseph  Hospital,  Denver,  Colorado,  respectively. 


safer,  new  indications  for  the  surgical  treat- 
ment of  non-malignant  disease  of  the  colon 
have  emerged  along  with  new  technics  of 
performing  the  operations. 

It  is  the  purpose  of  this  study  to  review 
the  cases  of  sigmoid  diverticulitis  treated  by 
resection  with  particular  reference  to  mor- 
bidity and  mortality  of  resection  and  to  at- 
tempt to  further  delineate  the  indications 
for  the  different  procedures.  During  the 
twelve-year  period,  1953  through  1964,  sixty 
patients  were  treated  by  resection  on  the 
service  of  the  senior  author  and  in  the  De- 
partment of  Surgery  of  Bon  Secours  Hospital, 
Grosse  Pointe,  Michigan.  They  are  divided 
into  two  groups,  21  being  treated  during  the 
first  six  years  and  39  during  the  second  six- 
year  period.  The  increased  number  of  pa- 
tients treated  during  the  second  period  is 
indicative  of  both  the  increasing  incidence  of 
this  disease  (as  the  average  age  of  the  popu- 
lation increases)  and  the  increasing  frequency 
with  which  one  stage  resection  has  been  used 
in  the  treatment. 

In  the  entire  group,  there  were  22  men 
and  38  women.  The  average  age  for  each  sex 
was  60  years.  The  number  of  multiple  stage 
procedures  was  essentially  the  same  for  the 
two  periods.  There  was  more  than  a three- 
fold increase  in  the  number  of  single  stage 
procedures  (Table  1). 


Table  1 

Resections  for  Diverticulitis 


Period 

Multiple 

Stage 

Single 

Stage 

Total 

1952-1958 

12 

9 

21 

1959-1965 

10 

29 

39 

Total 

22 

38 

60 

64 
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: There  were  three  postoperative  deaths 

' among  the  sixty  patients  treated  by  resection, 

; a mortality  rate  of  5 per  cent.  All  three 
, deaths  occurred  in  patients  having  single 
stage  resections.  A 65-year-old  woman  died 
of  peritonitis  six  days  after  resection.  In 
retrospect,  it  is  believed  that  the  extent  of 
• the  disease  process  required  a multiple  stage 
t procedure.  A 75-year-old  man  died  of  cere- 
; bral  thrombosis  one  day  after  resection  of  a 
lesion  that  had  been  diagnosed  as  carcinoma 
by  x-ray  studies.  A 65-year-old  woman  died 
62  days  after  operation  of  multiple  complica- 
tions which  were  not  related  to  the  extent 
of  the  disease  process. 

The  average  hospital  stay  of  the  35  pa- 
tients who  survived  one  stage  resections  was 
15  days.  This  was  in  contrast  to  the  many 
weeks  and  numerous  admissions  required 
, when  the  multiple  stage  procedures  were  nec- 
essary. 

Comment 

The  complications  of  sigmoid  diverticulitis 
(generalized  peritonitis,  abscess,  fistula  and 
obstruction)  are  quite  serious  and  all  too 
often  lethal.  In  1942,  Smithwick^  was  among 
the  first  to  advocate  resection  of  colonic 
diverticulitis  before  complications  developed. 
Boyden^,  in  1950,  reported  a study  which  gave 
considerable  impetus  to  the  trend  for  earlier 
one  stage  resection.  In  1962,  Laufman  and 
associates^  published  an  excellent  review  of 
almost  300  reports  dealing  with  all  aspects  of 
this  disease,  emphasizing  the  trend  towards 
earlier  surgical  treatment. 

Although  early  surgical  treatment  has 
received  considerable  attention  in  the  surgi- 
cal literature,  this  concept  still  needs  to  be 
emphasized  to  general  practitioners  and  in- 
ternists who  treat  these  patients  in  the  pre- 
complication stage.  That  this  is  true  is 
evidenced  by  the  following  statement  which 
I appeared  in  a 1964  issue  of  Today’s  Health, 
[ a publication  of  the  American  Medical  Asso- 
I citaion:  “Only  in  the  severe  case  of  diverticu- 
I litis,  which  has  progressed  to  the  point  of 
[ perforation,  is  surgery  needed.”'* 

I Some  writers  have  recommended  one 
! stage  resection  in  the  presence  of  abscesses 
and  generalized  peritonitis.®-  ® However,  it 
is  doubtful  if  this  will  gain  wide  acceptance 
for  these  patients  are  often  too  critically  ill 


for  a procedure  of  this  extent.  A one  stage 
resection  is  accompanied  by  considerable  risk 
if  there  is  an  extensive  inflammatory  process 
and/or  dilatation  of  the  colon  proximal  to  the 
lesion.  It  is  our  belief  that  if  the  extent  of 
the  pathologic  process  is  such  as  to  have 
indicated  the  establishment  of  a colostomy 
in  the  pre-antibiotic  era,  a multiple  stage 
procedure  probably  should  be  performed. 
Despite  the  increased  morbidity,  the  safety 
of  this  approach  must  be  emphasized.  In  this 
series,  22  patients  were  treated  with  multiple 
stage  operations  without  a mortality. 

The  area  for  advancement  in  the  treat- 
ment of  sigmoid  diverticulitis  is  in  the  selec- 
tion of  those  patients  who  are  apt  to  develop 
complications  at  a later  date.  It  is  this 
group  that  is  ideally  suited  for  the  elective, 
one  stage,  “prophylactic”  resection,  thereby 
avoiding  the  mortality  associated  with  the 
complications  and  the  morbidity  associated 
with  the  multiple  stage  operations. 

The  indications  for  elective  one  stage  re- 
section for  diverticulitis  which  have  gradu- 
ally emerged  from  the  reported  studies,  and 
which  were  used  in  this  series,  are  listed  in 
Table  2.  Patients  having  proved  repeated 
attacks  will  likely  continue  to  have  them 
despite  good  medical  management.  Resection 
is  particularly  indicated  when  repeated  at- 
tacks are  associated  with  urinary  symptoms, 
indicating  proximity  to  the  bladder.  Likewise, 
in  persons  younger  than  50  years  of  age, 
early  resection  is  advisable  because  of  the 
long  life  expectancy.  If  persistent  narrowing 
of  the  lumen  is  demonstrated  on  barium  ene- 
ma examination  after  subsidence  of  an  acute 
attack,  resection  should  be  performed.  Oper- 
ation is  indicated  if  a palpable  mass  is  present. 

Table  2 

Indications  for  Elective  One  Stage 
Resection  for  Diverticulitis 

1.  Repeated  attacks — particularly  if 

A.  Associated  urinary  symptoms 

B.  Age  under  50  years 

2.  Persistent  narrowing  of  lumen — after  subsid- 
ence of  acute  attack 

3.  Palpable  mass 

4.  Possible  carcinoma  by  x-ray 

When  the  possibility  of  carcinoma  is  indicated 
by  x-ray  examination,  operation  must  not 
be  delayed.  Hemorrhage  was  not  an  indica- 
tion for  operation  in  this  series.  However, 
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repeated  bleeding  from  the  colon  in  a patient 
with  diverticulosis  and  no  other  demonstrable 
cause  should  be  listed  as  an  indication  for, 
elective  resection. 

Recent  studies  have  emphasized  the  little 
known  fact  that  the  colonic  musculature 
undergoes  considerable  hypertrophy  in  chron- 
ic recurring  cases  of  diverticulitis. ® The 
musculature  measured  up  to  2 cm.  thickness 
in  one  specimen  in  this  series,  removed  in  a 
one  stage  procedure  during  a quiescent  in- 
terval. This  hypertrophic  change  may  account 
for  narrowing  of  the  lumen  observed  on 
barium  enema  examination  and  often  at- 
tributed to  spasm  or  scarring. 

Some  points  of  surgical  technic  which 
have  not  received  adequate  attention  should 
be  mentioned.  A cystoscopic  examination 
should  be  performed  immediately  prior  to 
resection  and  a catheter  inserted  into  the 
left  ureter  to  facilitate  dissection  of  the  left 
colon.  It  is  not  possible  to  predict  with  ac- 
curacy the  ease  or  difficulty  of  the  dissection 
from  the  preoperative  evaluation  of  the 
patient.  A retention  catheter  should  be  in- 
serted into  the  bladder  to  keep  it  empty  and 
in  the  event  it  needs  to  be  opened  during  the 


procedure.  The  retention  catheter  is  pulled 
down  until  the  inflated  bag  rests  against  the 
bladder  neck.  The  previously  inserted  ure- 
teral catheter  is  then  taped  to  it  and  both 
are  taped  to  the  patient’s  thigh. 

In  those  instances  where  the  differential 
diagnosis  between  diverticulitis  and  carci- 
noma is  difficult  at  the  time  of  operation,  a 
colotomy  incision  should  be  made  proximal 
to  the  lesion  to  allow  palpation  with  a finger 
inserted  into  the  lumen  and/or  visualization 
of  the  mucosa  with  a sigmoidoscope.  These 
procedures,  particularly  palpation,  greatly 
facilitate  recognition  of  carcinomas  which 
involve  the  mucosa  in  contrast  to  the  extra- 
luminal inflammatory  mass  of  diverticulitis. 

Summary 

The  surgical  treatment  of  sigmoid  diver- 
ticulitis should  be  designed  to  prevent  the 
dreaded  complications  rather  than  being  re- 
served to  treat  them  after  they  have  occurred. 
A brief  summary  is  presented  of  a study  of 
the  case  records  of  sixty  patients  treated  by 
resection.  Indications  for  elective,  one  stage 
“prophylactic”  resection  and  for  the  multiple 
stage  procedures  are  discussed.  • 
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Diaphragmatic  hernia 


Obstruction  and  strangulation  of  abdominal  viscera 


H.  C.  Habein,  Jr,  MD,  Raymond  E.  Benson,  MD,  and  Peter  Teel,  MD,  Billings,  Montana 


Several  case  reports  emphasize  a 
treacherous  clinical  entity. 

Abdominal  viscera  may  become  incarcerated, 
obstructed  and/or  strangulated  in  diaphrag- 
matic hernias.  Such  situations  represent  sur- 
gical emergencies,  and  the  diagnosis  and  man- 
agement is  sometimes  fraught  with  problems. 
We  have  encountered  a few  of  these  problems 
in  our  study  of  four  cases  of  diaphragmatic 
hernia  complicated  by  obstruction  and/or 
strangulation.  Because  our  errors  and  fail- 
ures have  been  as  interesting,  and  probably 
more  instructive,  than  our  successes,  we  have 
been  encouraged  to  present  the  following 
case  reports.  It  should  be  noted  that  instances 
of  incarcerated  and  obstructed  esophageal 
hiatus  hernias  have  been  purposely  excluded 
from  this  paper  because  of  the  different  path- 
ologic anatomy  and  surgical  problems  in- 
volved. 

CASE  REPORTS 

Case  1.  A 30-year-old  white  woman  was  ad- 
mitted to  St.  Vincent’s  Hospital  in  Billings,  Mon- 
tana, after  several  days  of  nausea,  vomiting, 
obstipation  and  cramping  abdominal  pain.  There 
was  a history  of  “pneumonia”  and  an  operation 
on  the  left  side  of  her  chest  elsewhere  at  the  age 
of  eight  or  ten  years.  On  examination  she  was 
afebrile  and  did  not  appear  acutely  ill.  The  ab- 
domen was  moderately  distended  and  tender  grade 
1 (on  the  basis  of  1 to  4)  in  the  left  lower  quadrant. 
Hemoglobin  was  13.5  grams  per  100  cc,  leucocyte 
count  was  12,900  with  a normal  differential,  and 
urinalysis  was  negative.  A thoracic  roentgenogram 
showed  marked  elevation  of  the  left  leaf  of  the 
diaphragm  and  density  in  the  left  costophrenic 
angle.  Abdominal  roentgenogram  showed  greatly 
dilated  loops  of  large  bowel,  and  barium  enema 
demonstrated  complete  obstruction  at  the  splenic 
flexure.  On  the  day  of  admission  emergency 
transverse  colostomy  was  carried  out.  The  patient 


made  an  uncomplicated  recovery  from  this  pro- 
cedure and  was  dismissed  on  the  15th  postoperative 
day.  Two  weeks  later  she  was  readmitted,  and, 
after  adequate  preparation  of  the  bowel,  the  ab- 
domen was  explored  through  a left  subcostal 
incision.  There  were  many  adhesions  in  the  left 
upper  quadrant  and  a defect  in  the  posterolateral 
aspect  of  the  dome  of  the  left  diaphragm.  The 
defect  measured  about  one  inch  in  diameter,  and 
through  it  approximately  six  inches  of  the  splenic 
flexure  of  the  colon  and  a large  portion  of  the 
gastrocolic  omentum  had  entered  the  left  pleural 
space.  The  bowel  was  incarcerated  and  completely 
obstructed  but  viable.  It  was  densely  adherent  to 
the  pleura  and  pericardium  and  to  the  margins  of 
the  diaphragmatic  defect.  The  latter  was  enlarged, 
and  the  contents  of  the  hernia  were  mobilized  with 
some  difficulty  and  replaced  in  the  abdomen.  The 
omentum  was  partially  removed  because  of  frag- 
mentation and  bleeding.  Repair  of  the  diaphrag- 
matic hernia  and  closure  of  the  abdomen  were 
accomplished  without  difficulty.  Temporary,  closed 
drainage  of  the  left  pleural  space  was  established 
by  intercostal  catheter.  Following  these  procedures 
there  were  no  complications,  and  the  patient  was 
dismissed  on  the  11th  day.  Approximately  two 
weeks  later  the  transverse  colostomy  was  closed, 
and  she  has  remained  well  during  the  several 
intervening  years. 

Case  2.  A 24-year~old  white  man  was  admitted 
to  St.  Vincent’s  Hospital  complaining  of  severe 
epigastric  pain  which  had  begun  a few  hours 
previously.  The  pain  was  accompanied  by  retching 
and  vomiting,  and  an  enema  had  been  taken  with- 
out benefit.  The  patient  stated  he  had  had  a similar 
episode  approximately  one  year  before  and  ap- 
pendectomy had  been  performed  elsewhere.  For 
some  time  he  had  experienced  episodic  “indiges- 
tion”, but  ordinarily  his  appetite  and  digestion 
were  good.  On  examination  he  appeared  moder- 
ately ill.  The  blood  pressure  was  140/100  and  the 
temperature  was  normal.  The  abdomen  was  sca- 
phoid and  non-tender.  There  was  an  old  McBurney 
scar.  Auscultation  of  the  heart  was  normal.  Exam- 
ination of  the  lungs  revealed  dullness  and  de- 
creased breath  sounds  in  the  lower  third  of  the 
left  thorax.  Rectal  examination  revealed  no  ab- 
normalities. The  hemoglobin  was  19  grams  per 
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100  cc  of  blood  and  the  leucocyte  count  was  25,000 
with  a preponderance  of  polymorphonuclear  cells 
in  the  differential.  Urinalysis  was  negative,  and 
the  serum  amylase  was  normal. 

The  patient  was  admitted  late  in  the  evening, 
and  during  the  night  he  continued  to  have  pain  but 
the  vital  signs  remained  stable.  At  7:30  a.m.  the 
follov/ing  day  he  complained  of  being  hungry  and 
at  8:15  a.m.  was  taken  to  the  x-ray  department. 
He  walked  from  his  bed  to  a wheel  chair,  refusing 
a cart,  and  did  not  appear  to  be  in  pain.  On  the 
elevator  he  suddenly  died. 

An  autopsy  was  performed.  There  were  ap- 
proximately 1000  cc.  of  shghtly  cloudy,  yellow  fluid 
in  the  peritoneal  cavity.  In  the  middle  of  the  dome 
of  the  left  diaphragm  there  was  a defect  measur- 
ing two  centimeters  in  diameter.  Through  this 
aperture  approximately  four  feet  of  small  intestine 
and  a large  portion  of  the  transverse  colon  had 
entered  the  left  thorax.  Both  the  large  and  small 
bowel  were  diffusely  hemorrhagic  and  perforated 
in  multiple  areas,  and  there  were  approximately 
3,000  cc.  of  cloudy,  foul  smelling  fluid  in  the  left 
pleural  space.  The  cecum  was  in  the  normal  posi- 
tion, and  the  appendix  was  surgically  absent.  Sub- 
sequently it  was  learned  that  a number  of  years 
previously  the  patient  had  sustained  a wound  in 
the  left  side  of  his  chest  with  a sharp  pointed 
instrument. 

Case  3.  A 61-year-old  white  man  was  admitted 
to  St.  Vincent’s  Hospital  with  a 24-hour  history 
of  upper  abdominal  pain  extending  into  the  left 
shoulder.  The  pain  was  described  as  intermittent, 
and  of  a sharp,  steady  nature.  He  had  been  nause- 
ated but  had  not  vomited.  His  bowels  had  moved 
normally  36  hours  prior  to  admission.  There  had 
been  no  previous  similar  episode  of  pain. 

Four  years  previously  the  patient  had  sustained 
a severe,  crushing  injury  of  the  thorax  in  a tractor 
accident.  He  said  that  both  clavicles  and  eight 
ribs  in  the  left  side  of  his  chest  had  been  fractured. 
He  had  been  hospitalized  elsewhere  for  33  days 
and  had  undergone  left  thoracentesis  on  three 
occasions.  There  had  been  no  chest  pain  or  angina 
and  no  dysphagia  or  other  esophageal  symptoms. 
Gastrointestinal  functions  were  considered  normal 
prior  to  the  present  illness. 

The  patient  appeared  ill  and  was  restless  and 
uncomfortable.  His  blood  pressure  was  170/90. 
There  was  dullness  and  diminished  aeration  in 
the  left  lower  lung  field.  The  abdomen  was  dis- 
tended grade  2 (on  the  basis  of  1 to  4)  and 
tympanitic.  There  was  tenderness  without  spasm 
in  the  epigastrium  and  left  upper  quadrant.  The 
remainder  of  the  physical  examination  gave  nega- 
tive results.  The  hemoglobin  was  15.5  grams  per 
100  cc,  and  there  were  11,800  leucocytes  with 
normal  differential.  Routine  urinalysis  and  blood 
urea  nitrogen  were  normal.  An  electrocardiogram 
was  normal.  Roentgenograms  of  the  thorax  in  the 
posterior-anterior  and  left  lateral  projections  re- 
vealed opacification  in  the  left  lower  chest  and  an 
orange-sized  density  with  an  air  fluid  level  super- 


imposed over  the  cardiac  shadow.  There  were 
multiple  old  rib  fractures.  Roentgenographic  study 
of  the  colon  was  negative. 

Exploration  was  carried  out  on  the  day  of 
admission.  A left  postero-lateral  incision  was  made 
and  a long  segment  of  the  7th  rib  was  resected. 
This  rib  had  been  previously  fractured,  and  the 
ends  had  not  united.  There  was  a defect  approxi- 
mately two  inches  in  diameter  in  the  dome  of  the 
left  diaphragm.  Through  this  aperature  a portion 
of  the  stomach  and  the  omentum  had  entered  the 
left  thorax.  The  incarcerated  and  strangulated  por- 
tion of  the  stomach  was  about  the  size  of  a large 
orange,  and  its  wall  was  dusky  and  hemorrhagic. 
Following  enlargement  of  the  diaphragmatic  de- 
fect, it  was  possible  to  mobilize  the  incarcerated 
omentum  and  stomach  and  replace  them  in  the 
abdomen.  The  viability  of  the  stomach  was  un- 
questionable after  reduction  of  the  hernia,  and 
the  defect  in  the  diaphragm  was  easily  repaired 
with  silk  sutures.  Temporary,  closed,  intercostal 
drainage  of  the  pleural  space  was  established  and 
the  pleura  and  chest  wall  were  closed  in  layers. 
The  postoperative  course  was  uncomplicated  and 
he  was  dismissed  on  the  10th  day. 

Case  4.  A white  girl,  age  IVz  years,  was  ad- 
mitted to  St.  Vincent’s  Hospital  with  a two-day 
history  of  abdominal  pain  and  upper  respiratory 
symptoms.  She  had  been  given  antibiotics  at  home 
but  became  lethargic  and  continued  to  complain 
intermittently  of  abdominal  pain.  She  ate  nothing 
except  small  amounts  of  liquids,  and  just  prior 


Fig.  1.  Case  4.  Roentgenogram  of  chest  showing 
air-fluid  shadow  in  left  thorax  and  shift  of 
mediastinum  to  the  right,  in  a case  of  congenital 
diaphragmatic  hernia  with  incarceration  and  ob- 
struction of  the  stomach. 
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to  admission  she  vomited  previously  ingested 
fluids.  About  eight  months  before  she  had  had 
an  episode  of  vomiting  associated  with  a “respira- 
tory infection”.  Otherwise  the  child’s  past  health 
had  been  good,  and  there  was  no  history  of  bowel 
irregularity. 

Examination  revealed  some  lethargy,  but  the 
child  was  responsive.  The  respiratory  rate  was 
I increased  slightly  but  the  pulse  rate  and  tempera- 
[ ture  were  normal.  The  left  thorax  was  hyper- 
resonant and  without  audible  breath  sounds.  There 
appeared  to  be  a shift  of  the  trachea  and  heart 
to  the  right.  Breath  sounds  over  the  right  lung 
were  normal.  Examination  of  the  abdomen  re- 
vealed nothing  abnormal.  There  was  no  tenderness, 
and  bowel  sounds  were  normal.  Routine  blood  and 
urine  studies  were  normal. 

Blood  chemical  determinations  revealed  a mod- 
erate hypochloremic  acidosis.  The  initial  roentgen- 
I ogram  of  the  thorax  (Fig.  1)  was  interpreted  by 
the  admitting  physician  as  representing  left  hydro- 
j pneumothorax.  Intercostal  catheters  were  inserted, 
and,  when  the  procedure  failed  to  accomplish 
drainage  of  the  left  pleural  space,  the  proper 
diagnosis  became  apparent.  X-ray  study  of  the 
; stomach  was  not  entirely  satisfactory  because  of 
the  child’s  reluctance  to  take  fluids  orally,  but 
; barium  could  not  be  made  to  enter  the  air  fluid 
i shadow  above  the  left  diaphragm  (Fig.  2). 

^ Following  preparation  wtih  parenteral  electro- 
! lytes  and  fluids,  exploration  was  undertaken  as 
; an  emergency  procedure  under  general,  endo- 


Fig.  2.  Case  4.  Barium  swallow,  showing  further 
distension  of  the  stomach.  The  esophagogastric 
junction  is  in  its  normal  location;  there  is  failure 
of  contrast  material  to  enter  the  incarcerated 
stomach. 


tracheal  anesthesia.  The  pleural  space  was  entered 
posterolaterally  through  the  eighth  interspace.  The 
left  thorax  contained  most  of  the  stomach  which 
was  enormously  distended  and  tense.  The  cardio- 
esophageal  juncture  and  the  pylorus  were  the  only 
portions  of  stomach  remaining  in  the  abdomen. 
In  addition,  the  spleen  and  a part  of  the  colon 
were  attached  to  the  intrathoracic  stomach.  These 
abdominal  viscera  had  entered  the  pleural  space 
through  a congenital,  posterolateral,  diaphragmatic 
defect  (Foramen  of  Bochdalek)  which  was  about 
three  centimeters  in  diameter.  All  the  viscera  were 
viable,  and  there  was  no  hernia  sac.  The  opening 
in  the  diaphragm  was  enlarged,  and  a nasogastric 
tube  inserted  by  the  anesthesiologist  could  then 
be  guided  into  the  dilated  stomach.  Following 
decompression,  the  stomach,  colon  and  spleen  were 
replaced  in  the  abdomen  without  difficulty.  The 
congenital  diaphragmatic  hernia  was  easily  re- 
paired with  nonabsorbable  sutures.  The  left  lung, 
which  initially  had  been  completely  collapsed  and 
which  had  appeared  on  first  inspection  to  be  almost 
hypoplastic,  was  re-expanded,  and,  at  the  conclu- 
sion of  the  procedure,  it  nearly  filled  the  pleural 
space.  An  intercostal  catheter  was  placed  for 
temporary,  closed  drainage  of  the  pleural  space 
and  the  pleura  and  thoracic  wall  were  closed  in 
layers.  Postoperative  convalescence  was  uncompli- 
cated, and  the  child  was  dismissed  on  the  13th 
day  with  her  gastrointestinal  tract  functioning 
normally. 

Discussion 

The  incidence  of  obstruction  and/or  stran- 
gulation in  diaphragmatic  hernias  is  un- 
known. Carter  and  Giuseffi'^  in  an  extensive 
review  of  the  literature  in  1948  found  30  cases 
of  strangulated  diaphragmatic  hernia  and 
added  four  cases  of  their  own.  A few  cases 
were  of  congenital  origin,  but  the  majority 
were  due  to  trauma.  Twenty-six  cases  result- 
ed from  penetrating  injury.  Pearson® reviewed 
the  literature  between  1948  and  1953  and 
found  31  more  cases  of  strangulated  diaphrag- 
matic hernia.  In  1958  Bernatz^,  et  al.,  reviewed 
the  experience  with  112  cases  of  diaphrag- 
matic hernia  at  the  Mayo  Clinic  and  found 
nine  patients  who  presented  with  acute  symp- 
toms due  to  obstruction  of  the  gastrointestinal 
tract.  Bosher^  and  others,  in  1960,  found  in 
the  literature  17  cases  and  added  two  cases  of 
their  own  of  strangulated  daphragmatic 
hernia  with  gangrene  and  perforation  of  the 
stomach.  Sullivan,®  collecting  only  cases  due 
to  direct  trauma,  found  53  cases  of  obstruction 
and  strangulation  reported  since  1953. 

Our  cases,  as  well  as  many  of  those  in  the 
literature,  provide  adequate  evidence  that 
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diagnosis  may  be  difficult  in  hernias  of  trau- 
matic origin.  The  elicitation  of  history  of 
injury  is  most  helpful,  and  the  lack  of  such 
information  in  Case  2 contributed  to  the  dis- 
astrous result.  Several  authors  have  noted 
the  long  latent  period  in  some  cases  between 
injury  and  development  of  complications, 
and  this  is  especially  true  of  cases  due  to 
penetrating  injury  because  the  diaphragmatic 
wound  is  often  small.  Proberf^  mentions  a 
patient  who  33  years  following  a war  wound 
developed  acute  obstruction  of  the  colon  due 
to  incarceration  in  a diaphragmatic  hernia. 

The  diagnostic  criteria  established  in  1853 
by  Bowditch^  remain  valid:  namely,  (1) 
prominence  and  immobility  of  the  left  thorax, 
(2)  displacement  of  cardiac  sounds  and 
trachea  to  the  right,  (3)  absent  breath  sounds, 
(4)  presence  of  bowel  sounds  in  the  chest, 
and  (5)  tympany  to  percussion  over  the  left 
chest.  In  most  cases  of  incarcerated  diaphrag- 
matic hernia  thoracic  roentgenograms  should 
help  to  focus  attention  on  the  pathologic 
anatomy.  A roentgenogram  was  made  of  the 
chest  of  three  of  our  patients  and  gave  ab- 
normal findings  in  all.  As  in  two  of  our  cases 
the  abnormalities  may,  however,  be  misinter- 
preted as  being  due  to  parenchymal  disease 
of  the  lung,  gastric  dilatation  or  eventration 
of  the  diaphragm,  and  occasionally  the  chest 
x-ray  is  misleading.  Others  have  also  mis- 
taken a greatly  dilated,  intrathoracic  stomach 
for  a tension  pneumothorax.  In  three  of  our 
cases  roentgen  study  with  barium  was  of  very 
little  help  because  the  contrast  material  could 
not  be  made  to  enter  the  obstructed  viscera. 

We  have  been  impressed  by  the  paucity  of 
significant  abdominal  findings  in  some  of 
these  patients.  Three  of  our  cases  (2,  3,  and  4) 


had  only  mild  or  no  abdominal  tenderness. 
Other  authors^-  ® have  alluded  to  but  have  not 
stressed  this  phenomenon  which  must  cer- 
tainly be  due  to  the  compromised  viscus  being 
located  in  the  thorax  rather  than  in  the  ab- 
domen. Our  Case  2 is  an  example  of  this  sit- 
uation which  contributed  to  the  patient’s 
death. 

The  present  small  series  of  cases  illustrates 
the  fact  that  reduction  and  repair  of  incar- 
cerated diaphragmatic  hernias  may  be  satis- 
factorily accomplished  by  either  the  abdom- 
inal or  the  transthoracic  route.  We  noted  that 
exposure,  reduction  and  repair  of  the  hernias 
in  Cases  3 and  4 were  remarkably  simple 
transthoracically. 

Summary  and  conclusions 

Obstruction  or  strangulation  in  a dia- 
phragmatic hernia  is  a surgical  emergency. 
We  have  presented  four  cases  which  illustrate 
various  manifestations  of  this  entity  and  dem- 
onstrate some  of  the  problems  in  diagnosis 
and  management.  Three  patients  with  trau- 
matic hernias  had  sustained  diaphragmatic 
injury  several  years  prior  to  development  of 
serious  complications.  One  patient  was  a child 
with  a congenital  diaphragmatic  hernia.  Di- 
agnosis is  facilitated  with  an  adequate  history 
and  a proper  index  of  suspicion.  Attention 
to  radiographic  changes  in  the  left  lower 
thorax  is  important;  these  are  sometimes 
minimal.  We  have  also  emphasized  the  im- 
portance of  not  being  misled  during  evalua- 
tion of  these  patients  by  a paucity  of  abdom- 
inal findings.  Early  surgical  treatment  is 
mandatory  if  mortality  and  morbidity  are  to 
be  avoided.  • 
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Tablets;  (meclizine  HCI  12.5  mg.  and  niacin 
50  mg.)  Syrup;  (each  5 cc.  teaspoonful  con- 
tains meclizine  HC!  6.25  mg,  and  niacin  25 
mg.) 

Most  widely  prescribed  anti-vertigo  agent' 
Complete  to  moderate  relief  of  symptoms 
in  9 out  of  10  patients’ 

Antivert,  the  leading  anti-vertigo  product,' 
combines  meclizine  HCI,  an  outstanding 
drug  for  treatment  of  vestibular  dysfunc- 
tion, with  niacin,  a drug  of  choice  for 
prompt  vasodilation.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s  syn- 
drome and  allied  disorders. 

Precautions  and  eantraiodicatians;  Frequent, 
short-lived  reactions  include;  cutaneous 
flushing,  sensations  of  warmth,  tingling  and 
itching,  burning  of  skin,  increased  ga,stro- 
intestinal  motility,  and  sebaceous  gland  ac- 
tivity. In  explaining  these,  reactions  to  the 
patient,  it  is  suggested  that  they  be  re- 
garded as  a desirable  physiological  sign  that 
the  niacin  is  carrying  out  its  intended  func- 
tion of  vasodilation.  Because  of  this  vaso- 
dilation, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy.  Although  the  incidence  of  drowsi- 
ness and  other  atropine-like  side  effects 
such  as  dry  mouth  and  blurring  of  vision  is 
low,  the  physician  should  alert  the  patient 
to  the  need  for  due  precautions  when  en- 


gaging in  activities  where  alertness  is  man- 
datory. Use  in  women  of  childbearing  age: 
A review  of  available  animal  data  reveals 
that  meclizine  exerts  a teratogenic  response 
in  the  rat.  In  one  study  a dose  of  50 
mg./kg./day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate 
in  2 of  87  fetuses  when  administered  to  the 
rat  at  critical  times  during  the  first  15  days 
of  gestation.  At  doses  of  125  mg./kg./day, 
meclizine  will  produce  100%  incidence  of 
cleft  palate  in  the  rat.  At  doses  of  25  mg./ 
kg./ day,  decreased  calcification  of  the  ver- 
tebrae and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts 
disagree  as  to  whether  this  is  a teratogenic 
response.  While  available  clinical  data  are 
inconclusive,  scientific  experts  are  of  the 
opinion  that  this  drug  may  possess  a poten- 
tial for  adverse  effects  on  the  human  fetus. 
Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a terato- 
genic potential.  In  any  case,  the  dosage  and 
duration  of  treatment  should  be  kept  to  a 
minimum.  Dosage;  One  tablet  or  one  to  two 
teaspoonfuls  (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  individual 
patients  should  be  determined  by  the  physi- 
cian. Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  RX  only. 
References:  1.  Based  on  1966  data  from  in- 
dependent physicians’  market  survey  organi- 
zation, 2.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 
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For  older  adults  who  require  it,  daily  supplementa- 
tion with  Neobon  can  help  overcome  decreases  in 
endogenous  gonadal  hormone  production,  as  well  as 
deficiencies  of  iron,  vitamins  and  other  nutritional 
factors.  In  a single  convenient  capsule,  Neobon 
provides  vitamins,  minerals,  gonadal  hormones, 
hematopoietic  factors,  digestive  enzymes,  and 
amino  acids  — all  selected  for  adjunctive  therapeu- 
tic value  in  the  geriatric  syndrome.  For  example, 
one  of  the  gonadal  hormones  in  Neobon  is  ethinyl 
estradiol.  It  is  more  slowly  metabolized  in  the  body 
than  natural  estrogens  or  their  esters. 

Precautions;  Contraindicated  in  patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as 
in  carcinoma  of  the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed 
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J.B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO.,  INC. 
NEW  YORK.  N.Y.  10017 


May  1967 


71 


Fetus 
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Report  of  a case  of  abortion  ! 

I of  fetus  papyraceous  with  subsequent 

I survival  of  second  twin. 

k -J 

Of  the  many  complications  of  twin  preg- 
nancy, that  of  fetus  papyraceous  has  received 
less  coverage  in  medical  literature  than  most 
other  complications.  A search  of  recent  medi- 
cal literature  revealed  a paucity  of  informa- 
tion on  the  subject  and  even  standard 
textbooks  of  obstetrics  devote  very  little 
space  to  this  complication. 

Fetus  papyraceous  can  occur  in  either 
monozygotic  (monochorionic)  or  dizygotic 
(dichorionic)  twin  pregnancy,  although  most 
authors  cite  a higher  incidence  of  mortality 
and  malformations  in  twin  pregnancies  from 
a single  ovum'*-  **■  In  monozygotic  twins, 
the  two  circulations  “anastomose  in  the  com- 
mon placenta,  artery  to  artery,  vein  to  vein, 
the  intercommunicating  villous  tree.”  As  a 
result  of  this  arrangement,  many  anomalies 
arise  out  of  the  unequal  distribution  and  size 
of  the  placental  vessels  and  unequal  nutri- 
tional conditions,  the  so-called  “placental 
transfusion  syndrome.”®-  * If  fetal  death 
occurs  at  a fairly  early  period  of  gestation, 
and  the  fetus  is  retained  in  utero,  it  is  com- 
pressed by  the  larger  twin,  and  becomes  a 
“fetus  compressus”  or  “fetus  papyraceous.” 
This  same  phenomenon  can  occur  in  dichori- 
onic twins:  i.e.,  early  fetal  death  in  utero  of 
one  twin,  with  retention  and  subsequent  com- 
pression by  the  other  twin.*-  ®-  *-  ® Usually 
the  fetus  papyraceous  is  found  as  twin  “B” 
at  the  time  of  delivery;  in  fact,  it  makes  up 
a small  per  cent  of  the  mortality  of  twin 
“B”*2'  13  However,  in  the  case  to  be  present- 
ed, and  in  a similar  case  reported  by  Glen- 
ning**,  the  fetus  papyraceous  was  passed  first, 
the  normal  twin  delivered  later. 


I 

Twins  delivered  at  widely  separated  inter-J 
vals  have  been  reported  from  time  to  time,5 
almost  always  associated  with  uterus  didel-£ 
phys*®;  and  this  uterine  anomaly  should  be* 
suspected  when  there  is  an  unusual  time^ 
lapse  between  abortion  of  one  twin  and  de-|t 
livery  of  the  other;  or  between  delivery  dates? 
of  two  twins.  However,  in  the  case  presented?- 
here,  the  uterus  was  normal,  with  a single 
endometrial  cavity. 


Case  Report 

H.  N.,  a 39-year-old  white  female,  para  i, 
gravida  ii,  whose  last  menstrual  period  was  the 
first  week  of  July,  1963,  was  first  examined  in 
October,  1963,  when  three  months  pregnant.  Her 
previous  pregnancy,  17  years  prior,  resulted  in 
delivery  of  a normal  5 lb.  6 oz.  male  which  sur- 
vived. There  were  no  complications  with  the  first 
pregnancy  except  for  an  episode  of  bleeding  at 
six  months  gestation  requiring  hospitalization. 

The  present  pregnancy  progressed  normally 
until  December  28,  1963,  at  which  time  the  patient 
began  painless  bleeding,  saturating  several  nap- 
kins. She  was  admitted  at  this  time  for  observation; 
the  bleeding  subsided  and  she  was  discharged  three 
days  later. 

Past  history;  Tularemia,  age  17.  Both  bone  com- 
pound fractures  of  right  leg,  age  16.  No  other 
significant  past  illnesses. 

Family  history;  Mother  diabetic.  Father  had 
carcinoma  of  larynx,  requiring  laryngectomy. 

Systemic  review;  Essentially  negative.  Men- 
strual periods  every  28  days,  lasting  3 to  4 days, 
with  some  irregularity  during  the  year  preceding 
conception. 

Physical  examination;  A well-developed,  fairly 
well-nourished  white  female.  Weight  126  pounds. 
Blood  pressure  120/68.  Normal  TPR.  Essentially 
normal  physical  findings,  excluding  the  pregnancy. 
Abdominal  examination  on  the  first  admission 
revealed  a 6 months’  fetus,  cephalic  presentation. 
Fetal  heart  tones  144,  right  lower  quadrant.  Pelvic 
examination  was  not  done.  Extremities  revealed 
a diagonal  scar  over  the  anteriomedial  aspect  of 
the  right  leg,  midway  between  the  knee  and  ankle. 
No  other  positive  physical  findings. 

The  second  admission  to  the  hospital  was  on 
January  8,  1964.  The  patient  had  done  some  slight. 
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Fig.  1. 


intermittent  spotting  following  the  previous  hos- 
pitalization, and  on  the  evening  of  admission  there 
was  more  spotting  and  the  patient  noted  some 
“tissue”  at  the  introitus.  She  was  seen  in  the  home 
and  admitted  for  evaluation.  Uterine  contractions 
began  shortly  after  admission.  She  was  taken  to 
the  delivery  room,  where  a fetus  papyraceous  was 
found  in  the  vagina  and  was  removed  (Fig.  1). 
Cervical  dilatation  was  minimal  and  there  was  no 


appreciable  bleeding;  fetal  heart  tones  of  the 
normal  twin  were  satisfactory.  The  patient  was 
observed  for  the  following  four  days;  all  bleeding 
stopped,  and  no  further  contractions  ensued.  She 
was  discharged  on  January  12.  On  January  17,  or 
nine  days  following  abortion  of  the  fetus  papyra- 
ceous, the  patient  was  readmitted  to  the  hospital 
with  further  bleeding  and  passage  of  a clot  at 
home.  She  had  irregular  contractions  at  the  time 
of  admission,  had  been  examined  in  the  office  and 
admitted  immediately  to  the  hospital.  Physical 
findings  were  essentially  as  on  previous  admission, 
except  that  labor  was  well  established  by  the 
time  she  entered  the  hospital.  Fetal  heart  tones 
were  normal. 

After  approximately  two  to  three  hours  of 
labor,  the  patient  spontaneously  delivered  a living, 
premature  (3  lb.  12  y2  oz.)  male  infant  over  a mid- 
line episiotomy.  The  position  was  ROA.  The  baby 
breathed  and  cried  spontaneously,  and  was  placed 
in  an  isolette.  The  placenta  and  membranes  were 
expelled  intact;  two  placentas  were  found  to  be 
separate;  the  placenta  from  the  fetus  papyraceous 
showing  almost  total  infarction.  The  membrane 
system  was  consistent  with  fraternal  (dichorionic) 
twins.  Palpation  of  the  uterine  cavity  revealed  a 
normal,  single  uterus. 

The  mother’s  postpartum  course  was  unevent- 
ful, and  the  premature  infant  did  well,  also.  He 
was  discharged  on  February  9,  1964,  weighing 
5 lbs.  Subsequent  course  of  the  baby  has  been 
normal. 

Summary 

A case  of  spontaneous  abortion  of  a fetus 
papyraceous  with  delivery  nine  days  later  of 
a normal  premature  twin  which  survived  has 
been  presented.  Included  is  a review  of  medi- 
cal literature  on  the  subject.  • 
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Needle  biopsy  of  the  liver* 


William  A.  Reynolds,  MD,  and  Wesley  W.  Wilson,  MD,  Missoula,  Montana 


Personal  report  of  good  results 
with  an  improved  method. 

Biopsy  of  the  liver  by  means  of  a needle  for 
diagnostic  purposes  has  been  practiced  since 
before  the  turn  of  the  century.  For  several 
decades  the  instrument  of  choice  has  been  the 
Vim-Silverman  needle.^  In  recent  years  the 
Menghini  needle  has  gained  increasing  recog- 
nition and  acceptance  because  of  its  ease  of 
use  and  safety.  In  1957  Giorgio  Menghini  of 
Perugia,  Italy,  described  his  improved  tech- 
nic, utilizing  a needle  only  1.2  mm.  in  thick- 
ness, comparable  to  a 20  gauge  needle.^  The 
point  of  the  needle  has  been  ground  to  facili- 
tate entrance  of  a core  of  tissue  into  its  lumen. 
A short,  loose-fitting  stylette,  that  prevents 
the  specimen  from  being  aspirated  into  a 
syringe,  is  fitted  into  the  needle  at  the  hub.** 

T echnic 

The  patient  is  prepared  for  biopsy  lying 
supine  in  the  hospital  bed.  The  skin  overlying 
the  lateral  liver  surface  is  first  washed  with 
soap  and  water  and  then  with  antiseptic  solu- 
tion. Sterile  towels  are  draped  about  the  area. 
The  patient’s  right  arm  is  adducted  across  the 
chest  with  the  right  hand  grasping  the  left 
edge  of  the  bed  or  side  rail.  The  head  and 
body  are  turned  slightly  to  the  left.  The 
biopsy  is  generally  made  through  the  9th  or 
10th  intercostal  space  between  the  mid  and 
anterior  axillary  lines  in  the  area  of  maxi- 
mum dullness  to  percussion.  After  injecting 
a local  anesthetic  into  the  skin  and  subcu- 
taneous tissue,  the  skin  is  punctured  with  a 
stylette.  Needles  of  three  diameters  (1,  1.2 
and  1.5  mm.)  are  available.  We  have  used 
the  1.2  needle  exclusively.  The  biopsy  needle, 
which  is  attached  to  a 10  cc.  Luerlock  syringe 
containing  6 cc.  of  saline,  is  introduced 
through  the  skin  into  the  intercostal  muscle. 

*Department  of  Medicine,  Western  Montana  Clinic,  Mis- 
soula, Montana.  Dr.  Wilson’s  present  address  is  City  of 
Hope  Medical  Center,  Duarte,  California. 

**The  Menghini  needle  may  be  ordered  from  surgical 
supply  firms  in  the  United  States  or  directly  from  Italy: 
Societa  Italiano,  ’TCO”  S.p.A.,  P.  O.  Box  333,  Bologna,  Italy. 


One  CC.  of  saline  is  then  expelled  from  the 
system  to  clear  the  needle.  The  plunger  of 
the  syringe  is  then  withdrawn  to  produce  3 
to  5 cc.  of  continuous  negative  pressure  or 
suction  during  the  biopsy.  The  patient  is 
instructed  to  exhale  and  hold  his  breath.  With 
a continuous  motion,  the  needle  is  then 
plunged  approximately  5 cm.  into  the  liver 
and  immediately  withdrawn  with  an  elapsed 
time  of  less  than  one  second.  No  rotation  of 
the  needle  should  be  allowed  as  it  enters  and 
leaves  the  liver.  The  specimen  is  then  easily 
pushed  out  of  the  needle  by  expressing  saline 
from  the  syringe  into  a bottle  of  10  percent 
formalin.  Length  of  the  biopsy  specimen  is 
usually  controlled  by  the  depth  of  penetration 
of  the  needle  into  the  liver. 

A second  biopsy  is  sometimes  taken  in 
another  site  if  inadequate  tissue  is  obtained 
or  if  metastatic  malignancy  is  suspected.  Fol- 
lowing the  biopsy,  the  patient  is  asked  to  lie 
on  his  right  side  for  at  least  an  hour  and 
remain  in  bed  with  frequent  determination 
of  blood  pressure  and  pulse  for  24  hours. 
Examination  of  the  gross  specimen  is  of  value. 
Fragmentation  of  the  core  of  tissue  usually 
indicates  cirrhosis.^’-  Pigmentation  should  be 
noted. 

Indicatiofis  and  contraindications 

Indications  for  biopsy  of  the  liver  are 
familiar  to  most  clinicians  and  have  been 
thoroughly  discussed  in  other  publications. 
The  technic  is  particularly  effective  in  estab- 
lishing the  diagnosis  of  hepatitis,  fatty  liver, 
cirrhosis,  and  malignant  disease.  Biopsy  is 
also  useful  in  excluding  hepatic  disease  in 
the  presence  of  apparent  hepatomegaly,  in 
excluding  hepatic  disease  in  the  presence  of 
abnormal  “liver  function  tests,”  in  the  dis- 
tinction between  medical  and  surgical  jaun- 
dice, in  observing  the  natural  course  of  liver 
disease  and  evaluating  effectiveness  of  ther- 
apy, in  the  diagnosis  of  granulomatous  disease 
including  tuberculosis,  and  in  elucidating  the 
cause  of  hepatomegaly.^ 

Contraindications  include  the  presence  of 
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a bleeding  diathesis  and  high  grade  obstruc- 
tive jaundiced  Fatal  post-biopsy  bleeding  has 
been  reported  infrequently  and  represents 
the  greatest  hazard  of  the  technicd-  ^ Bile 
peritonitis  has  also  been  reported  in  the  pres- 
ence of  high  grade  obstruction  of  the  biliary 
tract.  Pleural  shock  has  also  been  reported 
and  was  seen  in  one  of  our  patients,  but  it  is 
almost  always  reversible.  Other  complica- 
tions reported  include  pain,  pneumothorax, 
pulmonary  embolism  and  penetration  of  ab- 
dominal viscera.^'  ^ Prothrombin  time  is  rou- 
tinely obtained  and  biopsy  is  not  done  if 
prothrombin  time  is  greater  than  18  seconds 
with  a control  of  12-13  seconds.  The  risk  of 
bleeding  from  any  cause  must  be  assessed. 

Results 

The  authors  biopsied  a total  of  39  patients 
during  a three-year  period  beginning  in  1964. 
In  addition,  case  histories  and  biopsy  tissue 
of  nine  additional  cases  during  the  same 
period  were  made  available  by  three  associ- 
ates. Several  patients  were  biopsied  on  two 
occasions.  In  a number  of  other  patients  two 
cores  of  liver  tissue  were  obtained  from  two 
biopsy  sites  at  the  same  sitting.  All  specimens 
were  examined  by  a pathologist.  All  biopsies 
were  obtained  by  the  Menghini  needle. 

DIAGNOSIS  BY  NEEDLE  OF  48  PATIENTS 


Portal  cirrhosis 3 

Biliary  cirrhosis  1 

Fatty  liver 1 

Melanoma 2 

Carcinoma  7 

Lymphoma  . 1 

Undifferentiated  malignancy  1 

Subacute  or  chronic  hepatitis 3 

Acute  hepatitis  ^ 3 

Obstructive  jaundice 1 

Increased  iron  stores  1 

Nonspecific  changes  or  nondiagnostic  9 

Normal  13 

Inadequate  or  unsatisfactory  specimen 2 


No  deaths  or  serious  complications  were 
encountered.  One  patient  bled  intraperito- 


neally  and  required  two  units  of  blood. 
Metastatic  carcinoma  was  present  in  the  bi- 
opsy specimen.  One  episode  of  transient 
pleural  shock  was  encountered,  and  one  pa- 
tient developed  hemoptysis  which  was  self- 
limited. Known  malignancy  was  missed  in 
one  case.  The  diagnosis  of  metastatic  car- 
cinoma from  the  stomach  was  established  at 
laparotomy  subsequent  to  biopsy.  In  another 
case  anaplastic  malignancy  was  found  in  a 
second  liver  biopsy  one  week  after  the  first 
biopsy  which  had  revealed  only  normal  liver 
tissue.  In  at  least  two  other  cases  of  double 
biopsy,  one  of  the  cores  of  tissue  was  normal, 
the  other  revealed  carcinoma. 

A single  biopsy  demonstrated  metastatic 
cancer  in  patients  proved  to  have  hepatic 
metastasis  in  about  65  per  cent  with  a range  of 
47  to  91  per  cent  in  seven  reported  series.^ 
The  yield  increases  when  the  liver  is  palpably 
enlarged.  Conn  and  Yesner®  found  that  there 
was  no  significant  difference  in  the  per  cent 
of  positive  biopsies  between  the  lateral  trans- 
thoracic and  infracostal  approaches,  however, 
the  addition  of  the  second  biopsy  increased 
the  yield  from  47  to  58  per  cent. 

Summary 

Needle  biopsy  of  the  liver  by  Menghini 
needle  has  been  described  and  has  been  found 
to  be  a useful  tool  in  establishing  diagnosis 
of  liver  disease  with  a minimum  risk.  The 
results  of  biopsies  of  48  patients  have  been 
reported.  In  24  of  the  cases  a definite  diag- 
nosis of  significant  disease  was  made.  No 
fatalities  occurred.  The  advantage  of  this 
technic  is  the  low  incidence  of  complications 
due  to  use  of  a needle  of  small  bore  and  to 
the  short  time  required  for  the  needle  to  be 
in  the  liver.  • 
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New  Mexico  Medical  Society 

May  18-20,  1967 
Santa  Fe,  New  Mexico 


WEDNESDAY,  MAY  17 

La  Fonda  Hotel 

2:00  p.m.  Council  Meeting 

7:00  p.m.  Council  Dinner 

THURSDAY,  MAY  18 

ORIENTATION  COURSE  FOR  NEW  MEMBERS 

9:00  a.m.  “You,  too,  May  Be  President  of  New 
Mexico  Medical  Society” 

Tom  L.  Carr,  M.D.,  President,  NMMS 

9:30  a.m.  “How  Did  You  Arrive  at  Usual  and  Cus- 
tomary Fees?” 

John  J.  Corcoran,  Jr.,  M.D.,  Chairman, 
Fee  Committee,  NMMS 

10:00  a.m.  “1967  Medical-I^gal  Decisions” 

Jackson  G.  Akin,  LL.B.,  Chairman,  New 
Mexico  Bar  Association’s  Committee  to 
Correlate  Mutual  Problems  with  the 
Medical  Society 

10:50  a.m.  “Forms,  Forms,  Forms — 38-24-36?” 

Stuart  W.  Adler,  M.D.,  Past  President 
(1956),  NMMS  and  Medical  Consultant 
to  Blue  Shield 

11:20  a.m.  “Non-Medical  Practice  of  Medicine” 

Hugh  B.  Woodward,  M.D.,  Speaker,  House 
of  Delegates 


2:00  p.m. 

First  House  of  Delegates  Meeting 

3:30  p.m. 

Reference  Committee  Meetings 

7:00  p.m. 

Cocktails — Dutch-treat 

8:00  p.m. 

New  Mexico  Medical  Political  Action  Com- 
mittee Banquet 

FRIDAY, 

MAY  19 

8:30  a.m. 

Opening  Ceremonies 

Presiding:  Robert  P.  Beaudette,  M.D., 

Immediate  Past-President 

Welcome:  James  L.  McCrory,  M.D.,  Pres- 
ident, Santa  Fe  County  Medical  Society 

Presidential  Address:  “Medicine  Is  Chang- 
ing— Are  You?” 

Tom  L.  Carr,  M.D.,  President,  NMMS 

FIRST  CLINICAL  SESSION 

Presiding:  Tom  L.  Carr,  M.D.,  President 

9:00  a.m.  “Alcohol  and  Heart  Disease” 

Martin  Brandfonbrener,  M.D.,  University 
of  New  Mexico  School  of  Medicine 

9:35  a.m.  “Use  of  Diuretics  and  Digitalis  in  the  Treat- 
ment of  Congestive  Heart  Failure” 

George  E.  Burch,  M.D.,  Tulane  University 
School  of  Medicine 


11:40  a.m.  “Continuing  Medical  Education” 

Robert  S.  Stone,  M.D.,  University  of 
New  Mexico  School  of  Medicine 


12:15  p.m.  Luncheon  Program:  “To  Be  Ethical  Is 
More” 

Edwin  J.  Holman,  LL.B.,  Secretary,  AMA 
Judicial  Council 


10:10a.m.  “The  Evaluation  of  the  Anuric  Patient” 

Solomon  Papper,  M.D.,  University  of  New 
Mexico  School  of  Medicine 


11:15  a.m.  “Management  of  Coronary  Occlusion” 
George  E.  Burch,  M.D. 


11:45  a.m.  Questions  and  Answers 


George  E.  Burch,  M.D. 
Tulane  University 
School  of  Medicine 
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Karlis  Adamsons,  M.D. 
Columbia  University 
College  of  Physicians 
and  Surgeons 


Eli  Gold,  M.D. 
Western  Reserve 
University 


William  H.  Gordon,  M.D. 
Physician-Author 
Lubbock,  Texas 


Charles  Smart,  M.D. 
University  of  Utah 
School  of  Medicine 
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SECOND  CLINICAL  SESSION 

Presiding:  Emmit  M.  Jennings,  M.D., 
President-Elect 


2:00  p.m.  “Evaluation  of  Children  With  Murmurs” 

Robert  F.  Castle,  M.D.,  University  of 
New  Mexico  School  of  Medicine 


2:35  p.m.  “Diagnosis  and  Treatment  of  Prenatal  Dis- 
orders”' 

Karlis  Adamsons,  M.D.,  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons 


3:05  p.m.  “Hospital  Staphylococcus” 

Edward  Mortimer,  M.D,,  University  of 
New  Mexico  School  of  Medicine 

4:00  p.m.  “The  Herpetic  Diseases” 

Eli  Gold,  M.D.,  Western  Reserve  Univer- 
sity 


7:00  p.m.  Cocktails — Dutch-treat 

8:00  p.m.  Presidential  Banquet 

Presiding:  Robert  P.  Beaudette.  M.D., 
Immediate  Past-President 


Honoring:  Members  who  have  practiced 
over  50  years  and  Tom  L.  Carr,  M.D.. 
retiring  President 

“The  Path  of  Medical  Discovery” 

William  H.  Gordon,  M.D.,  Lubbock,  Texas 
(Dancing  following  banquet) 


SATURDAY,  MAY  20 
THIRD  CLINICAL  SESSION 

Presiding:  Earl  B.  Flanagan,  M.D.,  Vice 
President 

9:00  a.m.  “Renal  Function  Studies  in  Surgical  Dis- 
eases” 

Ian  C.  S.  Knight,  M.D.,  University  of  New 
Mexico  School  of  Medicine 


9:35  a.m.  “Electrolyte  Abnormalities  in  Clinical 
Practice” 

Charles  Smart,  M.D..  University  of  Utah 
School  of  Medicine 

10:05  a.m.  “Head  Injuries” 

Michael  Pallay,  M.D.,  University  of  New 
Mexico  School  of  Medicine 

1 1:15  a.m.  “Useful  Cancer  Chemotherapy” 

Charles  Smart,  M.D. 

SATURDAY  AFTERNOON, 

MAY  20,  1:00-3:00 

WORKSHOP  ON  ELECTROCARDIOLOGY 
Conducted  by: 

George  E.  Burch,  M.D.,  New  Orleans 
Martin  Brandfonbrener,  M.D.,  Albuquerque 

This  course  will  deal  with  twenty-seven  interesting 
cases  for  in-depth  study 

WORKSHOP  ON  CURRENT  USES  OF  BLOOD  AND 
BLOOD  FRACTIONS 
Conducted  by: 

William  R.  Hardy,  M.D. 

Ernest  Simon,  M.D. 

Robert  E.  Anderson,  M.D. 

University  of  New  Mexico  School  of  Medicine 

Limited  enrollment  of  25  physicians  for  each  course. 
$10.00  enrollment  fee. 

2 hours.  Category  1,  AAGP  credits  available. 

You  must  make  advance  reservations  to  take  either  of 
these  courses  and  checks  must  be  made  payable  to  New 
Mexico  Medical  Society. 

3:00  p.m.  Second  House  of  Delegates  Meeting 

6:00  p.m.— SPECIALTY  SOCIETY  MEETINGS 


Commercial  firms  financially  supporting  this  meeting  of  the  New  Mexico  Medical  Society  are: 


ABBOTT  LABORATORIES 
AMPEX  CORPORATION 
AYERST  LABORATORIES 
BUSINESS  MACHINES,  INC. 
COCA-COLA 


ELI  LILLY  AND  COMPANY 
MERCK  SHARPE  AND  DOHME 
NEACT  CORPORATION 
PARKE,  DAVIS  AND  COMPANY 
PIERCE-POOLER  INSURANCE  PROGRAMS 


A.  H.  ROBINS  CO. 

J.  B.  ROERIG  CO. 

SMITH  MILLER  AND  PATCH 
SOUTHWESTERN  SURGICAL  SUPPLY 
THE  UPJOHN  COMPANY 
WYETH  LABORATORIES 


rom 


University  of  New  Mexico  School  of  Medicine 


Martin 

Brandfonbrener,  M.D. 
Associate  Professor  of 
Medicine 


Solomon  Papper,  M.D. 
Professor  and  Chairman, 
Dept,  of  Medicine 


Robert  F.  Castle,  M.D. 
Associate  Professor  of 
Pediatrics 


Edward  Mortimer,  M.D. 
Professor  and  Chairman, 
Dept,  of  Pediatrics 


Ian  C.  S.  Knight,  M.D. 
Assistant  Professor  of 
Surgery 


Michael  Pollay,  M.D. 
Assistant  Professor  of 
Surgery 
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for  May  1967 


Al)8tract  of  Minutes* 

House  of  Delegates  of 

The  Colorado  Medical  Society 

32nd  COLORADO  WINTER  CLINICS 

February  28-March  3,  1967 

The  House  held  two  meetings  at  its  32nd  Winter 
Clinics  Session  at  the  Brown  Palace  Hotel  in 
Denver.  Speaker  M.  L.  Gibson  and  Vice-Speaker 
John  Wood  alternated  in  presiding  throughout. 

FIRST  MEETING 

Tuesday,  February  28,  1967 

The  House  was  called  to  order  by  Speaker 
Gibson  at  9.00  a.m.  Dr.  Abraham  Kauvar,  member 
of  the  Committee  on  Medicine  and  Religion,  de- 
livered the  Invocation: 

OUR  FATHER  WHO  ART  IN  HEAVEN,  we  are  gathered 
here  in  convocation  to  discuss  our  destiny  as  physicians. 
May  it  be  with  thy  help  and  inspiration  to  do  the  best 
that  is  within  us.  There  are  times,  O Lord,  that  we 
ask  if  thy  light  is  still  shining  and  there  are  some  amongst 
us  who  question  if  the  Lord  above  still  exists.  Allow  us 
to  understand,  that  although  we  sometimes  doubt  and 
wonder,  rather  should  we  say  with  the  Psalmist — 
YEHUDA  HA  LEVI: 

“Oh  Lord,  where  shall  I find  Thee? 

All  hidden  and  exalted  is  thy  place; 

And  where  shall  I not  find  Thee? 

Full  of  thy  glory  is  the  infinite  space. 

Longing  I sought  thy  presence 

Lord,  with  my  whole  heart  did  I call  and  pray. 

And  going  out  toward  Thee, 

I found  Thee  coming  to  me  on  the  way.” 

Teach  us  that  as  long  as  thy  spirit  hovers  over  the  universe 
and  guides  our  judgment,  we  can  but  do  our  mortal  best. 
In  Thy  name,  we  ask  these  things.  AMEN 

President  Myron  C.  Waddell  led  the  House  in 
the  Pledge  of  Allegiance.  Dr.  Terry  J.  Gromer, 
Sergeant-at-Arms,  reported  101  Delegates  present, 
including  substitute  Alternates  accredited  by  the 
Credentials  Committee.  (See  detailed  roll  call  at 
the  end  of  these  minutes.) 

President  Waddell  and  Speaker  Gibson  pre- 
sented honored  guests.  Dr.  John  Conger,  Dean  of 
University  of  Colorado  School  of  Medicine,  and 
Arthur  W.  Seeds,  A.M.A.  Field  Service  Division. 

Vice-Speaker  Wood  introduced  Dr.  Matthew 
Gibson,  who  delivered  the  opening  address  to  the 
House  and  stressed  the  importance  of  the  combined 
efforts  of  Colorado  Medical  Society  members  to 
“promote  the  science  and  the  art  of  Medicine  and 
to  work  for  the  betterment  of  public  health.”  Dr. 
Gibson  also  announced  the  appointment  of  Dr. 
William  Takahashi  to  the  Reference  Committee 
on  Constitution,  By-Laws  and  Credentials. 

* All  amended  reports,  supplemental  and  verbal  reports, 
Reference  Committee  Reports  and  Resolutions  are  on  file  with 
the  Secretary  of  each  Component  Society,  or  copies  may  be 
obtained  upon  request  from  the  Executive  Office.  A complete 
digest  of  actions  of  the  House  was  carried  in  the  March  31, 
1967,  issue  of  Colorado  Medicine. 


Secretary  Donald  Derry  reviewed  changes  in 
the  Handbook  format.  Minutes  of  the  Annual 
Session  meeting  were  approved  as  published  in 
the  December,  1966  issue  of  the  Rocky  Mountain 
Medical  Journal. 

Reports  of  officers.  Boards,  Councils  and  Com- 
mittees were  received  as  published  in  the  official' 
Handbook  and  were  referred  to  the  indicated 
Reference  Committees.  A short  verbal  report  on 
the  Clinical  Meeting  of  the  A.M.A.  House  of  Dele- 
gates held  in  Las  Vegas  was  given  by  Drs.  Harlan 
E.  McClure,  Gatewood  C.  Milligan  and  Irvin  E. 
Hendryson.  Dr.  Harry  Hughes,  President  of  Colo- 
rado Medical  Service,  presented  his  annual  report. 
Resolutions  1 through  6 were  introduced  by  com- 
ponent societies  and  referred  to  appropriate  refer- 
ence committees.  Actions  of  the  House  on  reports 
and  resolutions  will  be  detailed  in  the  minutes  of 
the  second  meeting. 

The  following  physicians  were  elected  as  mem- 
bers of  the  Nominating  Committee:  Drs.  Carlton 
Dean,  Denver;  Vernon  L.  Bolton,  Colorado  Springs; 
Alan  Bortz,  Littleton;  Byron  Yost,  Longmont; 
Joseph  Friedland,  Denver;  Vernon  Price,  Steam- 
boat Springs;  and  Robert  O’Dell,  Aurora. 

SECOND  MEETING 
Friday,  March  3,  1967 

The  House  was  called  to  order  at  9:30  a.m.  by 
Speaker  Gibson.  Ninety-six  Delegates  answered 
the  roll  call,  including  substitute  Alternates  cred- 
ited by  the  Credentials  Committee.  (See  detailed 
roll  call  at  the  end  of  these  minutes.)  Reading  of  _ 
the  minutes  of  the  first  meeting  was  dispensed  ^ 
with  on  motion.  f 

DEFINITIVE  ACTIONS  > 

Reports  of  Reference  Committees  were  pre-  ^ 
sented,  with  actions  by  the  House  as  follows:  I 

Reference  Committee  on  Board  of  Trustees  ^ 
and  Executive  Office  ‘ 

Approved  Board  of  Trustees  Report  A,  “Prog-  ■' 
ress  Report,”  and  Report  A of  the  Executive  Secre-  < 
tary,  “Semiannual  Report,”  as  carried  in  the  Hand- 
book.  ; 

Reference  Committee  on  Legislation 
and  Public  Relations 

Approved  Report  B of  Board  of  Trustees,  “Bill- 
ing Procedures  Under  PL  89-97”  in  its  entirety. 

Approved  amended  Report  C of  the  Board  of 
Trustees,  “Remuneration  for  Service  on  Utilization 
Review  Committees,”  substituting  the  following 
for  the  last  three  paragraphs  of  this  report: 

“It  is  recommended  that  the  Colorado  Medical  Society 
adopt  a policy  wherever  possible,  that  physicians  not 
be  compensated  for  serving  on  Utilization  Review  Com- 
mittees for  Extended  Care  Facilities.  However,  it  is  felt 
that  situations  will  develop  in  small  communities  where 
remuneration  for  service  and  time  involved  in  serving 
on  Utilization  Review  Committees  will  be  necessary. 
Therefore,  we  would  advise  the  component  medical 
societies  to  work  this  out  on  a local  level.  In  adopting 
this  policy,  we  feel  that  voluntary  Utilization  Review 
Committees  will  be  able  to  retain  their  independence 
in  serving  without  pay  and  an  individual  is  not  subject  to 
the  dictates  of  such  facilities  who  are  paying  for  such  , \ 
services.” 

Approved  unanimously  and  in  its  entirety 
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Report  E of  the  Board  of  Trustees,  “Physician’s 
Office  as  the  Center  of  Medical  Care.” 

Approved  unanimously  Report  F of  the  Board 
of  Trustees,  “Physician’s  Fee  Index  Survey,”  as 
printed  in  the  Handbook. 

Approved  Report  L of  the  Board  of  Trustees, 
“Result  of  Meeting  with  Hospital  Association.” 

Approved  Report  A of  the  Council  on  Interpro- 
fessional Relations,  with  special  commendation  to 
the  Committee  on  Nursing  Affairs  for  its  thorough 
review  of  the  Licensed  Practical  Nurses  Act  and 
current  legislation  to  be  presented  to  the  Legisla- 
ture. 

Approved  Report  A,  Council  on  Legislation, 
“Legislative  Activities.” 

Approved  Report  D of  the  Council  on  Legisla- 
tion except  the  paragraph  dealing  with  H.B.  1266. 
The  Reference  Committee  completely  opposed  this 
bill  on  the  basis  that  it  would  by-pass  the  Medical 
Practice  and  Basic  Science  Acts  and  that  the  cir- 
cumstance it  covers  is  peculiar  to  a problem  exist- 
ing in  Denver;  therefore,  it  should  be  solved  by 
the  City  and  County  of  Denver  and  not  by  legisla- 
tion. The  House,  recognizing  the  demands  of 
political  expediency,  reaffirmed  its  support  of  the 
Council  on  Legislation  in  both  its  past  and  future 
actions. 

Approved  Report  A of  the  Council  on  Medical 
Service,  “Free  Choice  of  Licensed  Physicians  in 
Care  of  Government  Sponsored  Programs,  not  Ex- 
cluding Crippled  Children.” 

Approved  Report  C of  the  Council  on  Medical 
Service,  “Revision  of  Colorado  Relative  Value 
Study.” 

Approved  Report  D of  the  Council  on  Medical 
Service,  “Position  Paper — Title  XIX,”  as  pub- 
lished. 

Approved  Report  H of  the  Council  on  Medical 
Service,  “State  Welfare  Department  Affairs  Com- 
mittee — Over-the-Counter  and  Psychotropic 
Drugs.” 

Approved  Report  I of  the  Council  on  Medical 
Service,  “State  Welfare  Department  Affairs — Im- 
plementation of  Title  XIX,”  as  printed  in  the 
Handbook. 

Approved  Report  C of  the  Coimcil  on  Public 
Health,  “Incarceration  and  Treatment  Centers  for 
Chronic  Alcoholic  Drivers.” 

Approved  Report  E of  the  Council  on  Public 
Health,  “Fee  Schedule.” 

Approved  Report  F of  the  Council  on  Public 
Health,  “Mental  Health  Legislation.” 

Disapproved  Resolution  No.  1,  “Direct  Billing,” 
as  presented  by  Boulder  County  Medical  Society, 
since  amendments  to  the  Social  Security  Act  are 
necessary  in  order  to  obtain  direct  billing  under 
Title  XIX,  and  it  would  seem  that  this  could  best 
be  accomplished  through  efforts  of  individual 
physicians  who  take  time  to  inform  their  congress- 
men of  their  desire  for  such  amendments. 

Disapproved  Resolution  No.  2,  “Usual  and  Cus- 
tomary Fee  Survey,”  without  comment. 

Disapproved  Resolution  No.  3,  “Utilization  of 


Nursing  Homes  and  Extended  Care  Facilities,”  pre- 
sented by  the  Boulder  County  Medical  Society, 
with  the  suggestion  that  component  societies  work 
with  State  Society’s  Utilization  Review  Committee 
in  establishing  guidelines. 

Approved  Amended  Resolution  No.  4,  “United 
Mine  Workers,”  presented  by  the  Boulder  County 
Medical  Society,  instructing  that  the  words,  “a 
closed  panel  and  an  approved  carrier”  in  the  first 
paragraph  be  deleted.  The  remainder  of  the  resolu- 
tion is  unchanged. 

Disapproved  Resolution  No.  5,  “Welfare  Depart- 
ment Drug  Program,”  presented  by  the  El  Paso 
County  Medical  Society.  House  feels  that  Councils 
and  Committees  are  alert  to  these  problems  and 
that  the  situation  is  being  closely  monitored  and 
the  Welfare  Department  has  also  assured  that 
problems  with  the  program  will  be  worked  out. 
Reference  Committee  on  Insurance  and 
Prepayment  Plans 

Approved  Preliminary  Report  D,  “Creation  of 
a Council  on  Medical  Payments,”  with  the  follow- 
ing amendments: 

Page  1 — New  section  to  be  inserted  in  Consti- 
tution and  By-Laws  to  read  as  follows: 

“Section  10,  Council  on  Medical  Payments;  Council  to 
consist  of  8 members  (to  be  consistent  with  the  present 
Council  system)  with  each  Committee’s  being  represented 
by  at  least  one  member  on  the  Council.” 

Amend  page  2,  paragraph  1,  to  read: 

“Committee  on  Fees:  Duties  to  interpret  reasonableness  of 
medical  fees  on  the  basis  of  a study  of  entire  fee  structure 
of  community,  state,  and  nation.  Suggest  subcommittees 
on  Fee  Surveys,  Relative  Value  Scale  and  Cost  of  Living.” 

Substitute  the  following  for  paragraph  2 on 
page  2: 

“Committee  on  Government  Insurance:  Duties — to  promote 
CMS  fee  concepts  in  all  fee  relations  of  physicians  with 
government,  its  carriers  or  fiscal  intermediaries.  To 
mediate  disagreements  regarding  fees  between  physicians 
and  government,  its  carriers  or  fiscal  intermediaries,  as 
feasible.  When  relative  to  a specific  problem,  to  advise 
physicians,  carriers,  and  related  persons  and  agencies  of 
reasonableness  of  fees.” 

Delete  the  last  two  paragraphs  on  page  2 and 
substitute  the  following  sentence: 

“This  necessary  change  shall  be  referred  to  the  Organiza- 
tional Study  Committee  for  development  of  the  required 
amendments.” 

Approved  the  Supplement  to  Preliminary  Re- 
port D,  with  the  following  amendment.  Delete 
paragraph  3,  page  1 and  substitute  the  following 
paragraph: 

“Since  creation  of  new  Council  cannot  take  effect  until 
September,  1968,  and  since  urgency  of  adoption  of  a 
plan  of  unified  direction  for  all  problems  relating  to  fees 
was  expressed  in  the  Minority  Report,  a method  of  opera- 
tion prior  to  1968  is  recommended.  Next  September  (1967) 
the  By-Laws  shall  be  amended  to  remove  from  the 
appropriate  sections  (primarily  Council  on  Medical  Service) 
all  language  giving  any  existing  Administrative  Council 
jurisdiction  over  policies  related  to  medical  fees,  thereby 
leaving  creation  and  supervision  of  any  and  all  such 
subjects  to  the  Board  of  Trustees.  Amendment  of  the 
By-Laws  can  be  accomplished  in  one  Annual  Session.  It  is 
now  further  recommended  that  the  Board  of  Trustees 
create  a committee  structure  essentially  the  same  as  the 
proposed  new  Council  and  to  serve  with  provisional 
prerogatives  of  the  proposed  ‘Council  on  Medical  Payments’ 
— until  formalized  by  Constitution  and  By-Law  changes.” 

With  this  paragraph  inserted,  the  final  three 
paragraphs  of  Supplement  to  Preliminary  Report  D 
become  informational  only. 
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Approved  Substitute  Report  D,  “Creation  of  a 
Council  on  Medical  Payments”  with  special  com- 
mendation to  Mr.  Harvey  Sethman  as  to  its  his- 
torical value. 

Approved  Report  G of  Council  on  Medical  Serv- 
ice, “Annual  Report  of  Senior  Representative  to 
Blue  Cross.” 

Approved  Report  A from  the  President  of  Colo- 
rado Medical  Service,  Inc.  (Blue  Shield),  entitled 
“Annual  Report — February  28,  1967.” 

Approved  Report  J of  Council  on  Medical  Serv- 
ice, “Report  of  Blue  Shield  Advisory  Committee,” 
and  endorses  the  proposed  request  to  discontinue 
the  active  offering  of  Standard  A Plan  and  study 
for  the  development  of  a new  plan,  giving  due 
consideration  to  the  adoption  of  the  “usual  and 
customary”  concept  as  the  basis  for  determining 
payments  for  professional  services. 

Reference  Committee  on  Professional  Relations 
Approved  Board  of  Trustees  Reports  G,  “Com- 
mittee on  Project  Viet  Nam”;  H,  “Health  Careers 
Council”;  and  J,  “Utilization  of  Retired  Physicians 
and  Inactive  Nurses.” 

Approved  Report  A of  the  Judicial  Council, 
“Progress  Report,”  and  Report  A of  the  Grievance 
Committee,  “Progress  Report.” 

Approved  the  Handbook  Reports  A,  B and  C 
of  the  American  Medical  Association  delegation. 

Approved  as  amended,  Report  B of  the  Council 
on  Interprofessional  Relations,  “Progress  Report,” 
with  the  addition  of  a fourth  clause  in  the  second 
paragraph,  as  follows: 

“4.  The  ‘Medicoleg:al  Screening  Panel’  which  is  now  func- 
tioning in  the  Metropolitan  area  is  working  admirably 
well.  Representatives  from  the  medical  and  bar  professions 
have  enthusiastically  endorsed  this  approach.  It  is  recom- 
mended that  this  Panel  be  expanded  on  a state-wide  basis.” 

Approved  Report  B of  the  Council  on  Legisla- 
tion, “Legislative  Forums,”  and  Report  C of  the 
Council  on  Legislation,  “Dental  School.” 

Approved  Report  E of  the  Council  on  Medical 
Service,  “Rules  and  Regulations  for  Medical  Staffs 
of  Small  Hospitals,”  and  Report  F of  the  Council 
on  Medical  Service,  “Standards  for  Hospital  and 
Medical  Facilities.” 

Approved  Report  A of  the  Committee  on  Nurs- 
ing Affairs,  “Progress  Report,”  endorsing  advan- 
tages of  local  medical  participation  in  problems 
and  seminars  for  nurses. 

Approved  Progress  Report  A of  the  Interorgan- 
izational  Advisory  Council  and  recommended  its 
continuation  as  a source  of  communication  and 
liaison  between  the  groups  involved  and  the  appro- 
priate committees  of  the  Colorado  Medical  Society. 
Requested  Board  of  Trustees  to  re-evaluate  Medical 
Society’s  role  in  this  Council. 

Approved  Report  B of  the  Organizational  Study 
Committee,  “Dates  Elected  Officers  of  Component 
Societies  Assume  Office,”  and  endorsed  recom- 
mendation that  component  societies  amend  their 
by-laws  to  allow  for  assumption  of  office  uniformly 
in  September  or  October  of  each  calendar  year. 
Reference  Committee  on  Scientific  Work 

Endorsed  Report  D of  the  Council  on  Public 
Health,  “Scientific  Meetings,”  recommending  that 


State  Society  procure  speakers  on  subjects  of  re- 
habilitation and  air  and  water  pollution  problems 
for  the  Annual  Meeting  and  that  State  Society  co- 
sponsor the  Rocky  Mountain  Academy  of  Industrial 
Medicine  annual  meetings  on  industrial  medicine 
rather  than  conducting  a separate  annual  meeting 
on  industrial  medicine. 

Approved  Progress  Report  A of  the  Council  on 
Scientific  Education  as  carried  in  the  Handbook 
and  endorsed  the  dates  of  July  14  and  15,  1967  for 
the  Rocky  Mountain  Cancer  Conference  to  be  held 
at  the  Brown  Palace  Hotel,  Denver. 

Approved  Report  C of  the  Council  on  Scientific 
Education,  “State  Society  Meetings,”  and  endorsed 
Committee’s  suggestion  to  study  plans  for  future 
meetings  in  an  effort  to  improve  attendance,  but 
urged  careful  consideration  of  available  space  for 
delegate  housing  as  well  as  scientific  and  technical 
exhibits. 

Approved  Report  D of  the  Council  on  Scientific 
Education,  “Millis  Report,”  and  recommended  ap- 
pointment of  an  ad  hoc  committee  to  implement 
gathering  and  dissemination  of  Millis  Report  and 
formulate  a policy  that  delegates  can  take  to  June 
American  Medical  Association  meeting. 

Approved  enthusiastically  Council  on  Scientific 
Education  Report  E,  “Sponsors  for  Medical  Stu- 
dents,” which  recommends  that  individual  physi-  ; 
cians  sponsor  one  medical  student  in  his  junior 
year  and  introduce  him  to  the  private  practice 
of  medicine. 

Reference  Committee  on  Public  Health 

Approved  Council  on  Medical  Service  Report  B, 
“American  National  Red  Cross  is  an  Instrumen- 
tality of  the  Federal  Government,”  as  published 
in  the  Handbook. 

Approved  Report  A of  the  Council  on  Public 
Health,  “Progress  Report,”  with  the  following 
amendments: 

Page  1,  paragraph  3,  “Environmental  Health 
and  Rehabilitation  Committee,”  approved  as  noted 
in  Handbook,  but  quoted  paragraph  is  amended  to 
read: 

"The  Council  on  Public  Health  of  the  Colorado  Medical 
Society  wishes  to  emphasize  that  in  modern  society  no 
surface  water  can  be  considered  safe  to  drink  unless  it 
has  been  properly  treated  and  distributed.” 

The  remainder  of  the  paragraph  is  to  be  deleted. 

Page  2,  paragraph  3,  “Maternal  and  Child 
Health  Committee,”  approved,  with  following  addi- 
tion after  the  second  sentence: 

“The  follow-up  reporting  on  Perinatal  Mortality  from 
local  hospitals  and  medical  societies  has  been  extremely 
disappointing.  The  Perinatal  Mortality  report  forms  are 
not  being  completed  by  the  attending  physicians  and  are 
not  being  returned  to  the  State  Perinatal  Mortality  Com- 
mittee. Without  all  of  the  complete  forms  no  conclusion 
and  henceforth  no  recommendation  can  be  made  by  this 
committee.  We  strongly  urge  that  the  component  medical 
societies,  the  Rocky  Mountain  Pediatric  Society,  the  j 
Colorado  Academy  of  General  Practice,  and  the  Colorado  , 
Ob-Gyn  Association  press  their  members  to  complete  and  ! 
return  these  forms  as  previously  requested.” 

There  is  no  change  in  the  remainder  of  the  para- 
graph. 

Approved  Report  B of  Council  on  Public  Health, 

Rocky  Mountain  Medical  Journal  ! 
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“Augmented  Program  of  Driver  Training”  and  comiionent  society 

endorsed  suggestions  submitted  for  better  driver 
I training. 

Approved  Amended  Report  B of  the  Council 
on  Scientific  Education,  “Statewide  Papanicalaou 
Smear  Program,”  deleting  the  last  four  sentences 
of  the  report  and  amending  as  follows; 

■‘The  Colorado  Division  of  Public  Health  will  offer  the 
services  of  its  local  health  officers  and  nurses,  when 
requested  by  local  societies.  The  Colorado  Society  of 
Clinical  Pathologists  has  offered  the  services  of  its 
members  for  the  interpretation  of  all  Papanicalaou  Smears 
r that  are  done  without  charge  by  the  attending  physician. 

! The  facilities  of  local  hospitals  and  health  units  will  be 

available  at  the  request  of  component  societies.” 

' Disapproved  Resolution  6 co-sponsored  by  the 
I Clear  Creek,  Adams- Aurora  and  Weld  County 
, Medical  Societies,  “Encroachment  of  the  Public 
Health  Department  into  the  Private  Practice  of 
Medicine.”  Reference  committee  reported  that  in 
, a meeting  with  committee  members,  representa- 
tives of  Department  of  Public  Health  stated  there 
is  no  imminent  danger  of  a measles  epidemic  and 
it  was  the  desire  of  that  department  that  a measles 
immunization  program  should  not  be  made  a public 
program,  but  rather  an  educational  effort  with 
immunizations  carried  out  in  the  private  physi- 
cian’s office  utilizing  the  brand  of  vaccine  he  pre- 
fers. The  Papanicalaou  Smear  Program  was  ap- 
proved in  a previous  section  of  the  report  for  the 
Reference  Committee  on  Public  Health. 

Reference  Committee  on  Constitution, 

By-Laws  and  Credentials 

Approved  Report  A of  the  Organizational  Study 
Committee  entitled  “Progress  Report,”  as  reported 
in  the  Handbook  and  which  recommends  increasing 
L the  size  of  the  Board  of  Trustees  by  two. 

I Reference  Committee  on  Miscellaneous  Business 


Approved  Report  I of  the  Board  of  Trustees, 
“Colorado  Centennial,”  with  suggestions  for  early 
planning  for  the  Colorado  Medical  Society’s  Cen- 
tennial Year. 

Approved  Report  K of  the  Board  of  Trustees, 
“Public  Relations  Committee — Amigos  de  las 
Americas,”  as  reported  in  the  Handbook. 


HOUSE  OF  DELEGATES  ROLL  CALL 
COLORADO  WINTER  CLINICS,  FEB.  28-MARCH  3,  1967 


Component  Society 

Delegates 

Alternates 

Fremont 

.\dams  County-Aurora 

O'Dell,  Robert  (1)  (2) 

Joseph,  Norman 

Garfield 

Palmieri,  Anthony  (1)(2) 

Cersonsky,  H,  Sol 

Huerfano 

.\rapahoe 

Borts,  Alan  (2) 

Hughes,  Clarence 

Brittain,  Robert 

Shugart,  Ralph 

Lake 

Fraser,  Charles  (2) 

Carver,  Robert  (1) 

La  Plata 

Gnmd.  Walter  (1)  (2) 

Brinton,  Thomas 

Jobe,  William  (2) 

Melzer,  Robert  (1) 

Larimer 

Boulder 

Kahn,  Kenneth  (1)  (2) 

Amoroso,  Christian 

Kerkhoff,  Stanley  (1)(2) 

Hardenberg,  Firmon 

McCurdy,  Robert  (1)(2) 

Gillett,  Warren 

McFarland,  Robert  (1)(2) 

Aver>',  John 

Las  Animas 

Takahashi,  William  (1)(2) 

Strenge,  Henry 

Yost,  Byron  (1)  (2) 

Wherry,  Harry 

Mesa 

Chaffee 

Leonard!.  Leo  (1) 

McNamara,  B.  E. 

Clear  Creek  Valley 

Ansley,  Robert  (1)  (2) 

Markham,  Allen 

Dean,  Carlton  (1) 

Bridgeman,  John  (2) 

Montelores 

Doyle.  John  (1) 

Carpenter,  David  (2) 

Driver,  Thomas  (1)(2) 

Walker,  H.  B. 

Durham.  Morgan  (1)(2) 

Eaton,  Wyley 

Montrose 

Maruyama,  Herbert  (1) 

Traylor,  Prank  ( 2 ) 

Morgan 

Sadler,  Dean  (1)  (2) 

Haynes,  Robert 

Sontag,  Stanley  (1)  (2) 

Chamberlin,  John 

Northeast 

Wotkyns,  Roger  (1)  ( 2 1 

Gjellum,  George 

Delegates 
Bennett,  Robert 
Amesse,  John  (1)  (2) 

Atkins,  Dale  (1)  (2) 

Badger,  E.  Bruce  (1)(2) 
Blandford,  Sidney  (1)(2) 
Bosworth,  Robert  (1)  (2) 
Bramley,  Howard  (1){2) 
Buchtel,  Henry 
Butterfield,  Joseph  (1)(2) 
Chisholm.  R.  Neil  (1)  (2) 
Clarke,  J.  Philip  (1)(2) 
Condon.  William  (1)(2) 
Coppinger,  William  (1)(2) 
Covode,  William 
Earley,  Thomas  (1)(2) 
Eisele.  C.  Wesley  (l)(a) 
Elliott,  Robert  (1)(2) 
Frangos,  Pete  (1)  (2) 

Freed,  Charles  G. 

Friedland,  Joseph  (1)(2) 
Gromer,  Terry  ( 1 ) ( 2 ) 
Hamilton,  Paul  (2) 

Isbell,  N.  Paul  (1)  (2) 
Kovarik,  Joseph  (1)(2) 

Lewis,  Henry  M. 

Liggett.  Robert  (1)  (2) 
Lipscomb,  William  (1)(2) 
Livingston,  Wallace  (1)(2) 
Longwell,  Freeman  (1)(2) 
Mahony,  Thomas  (1)(2) 
McCurdy,  Robert  (1){2) 
McGlone,  Frank 
Meiklejohn,  Gordon  (1)(2) 
Mitchell,  Roger 
Nelson,  John  (1)  (2) 

Perkins,  James  (1)  (2) 
Philpott,  James  Jr.  ( 1 ) 
Philpott,  Osgoode,  Jr.  (1)(2) 
Rothenberg,  Herbert 

Stanfield,  Clyde  (1)(2) 
Strain,  James  (1)  (2) 

Toll.  Henry 

Tyner,  George  (1)  (2) 

Virtue.  Robert  (1)  (2) 

Wilson,  William 


Ross,  C.  L. 

Bolton,  Vernon  (1)  (2) 
Crawford,  Lewis  (1)  (2) 
Donald,  James  (1)  (2) 
Hays.  John  (1)(2) 

King,  Otis  (1)  (2) 

Liddle,  E.  B.  (1)  (2) 
Paap,  Jack  (1)  (2) 

Pierce,  Alson  ( 1 ) ( 2 ) 
Wiggins,  Milton  (1)(2) 

Miller,  Howard  (1)  (2) 
Hendrick,  Harry 
Merritt,  William 
Stanley,  Geoige  (1)  (2) 
Murray,  Menard  ( 1 ) ( 2 ) 

Anderson,  William  (1)(2) 
Codd,  Richard  (1)  (2) 
Hansen.  Richard  (1)(2) 
Robertson,  Ian  (1)  (2) 

Donnelly,  James 

Huskey.  Harlan  {1)(2) 
Linnemeyer.  R.  E.  {1)(2) 
Troy,  Richard  (1)  (2) 

Gardner.  Vincent  (2) 


Greenwood.  Richard 
Mellinger,  William  (1)(2) 

Brehm,  Gill  (1)  (2) 
Manganaro.  Carl  (1)(2) 


Alternates 

Hick,  L.  L. 

Kempe,  C.  Henry 
Tucker,  Warren 
Williams,  Ben 
Tyler,  Monroe 
.\ppelbaum,  Jerry 
Reimers,  Wilbur 
Fisher,  H.  Calvin 
Sawyer,  Kenneth,  Jr. 
Freedman,  Marshall 
Edwards,  John 
Roessing,  Lawrence 
Pear,  Bertram 
Lasater,  Gene  (1)  (2) 
Blanchet,  David 
Johnson,  Melvin 
Coleman,  Thomas 
Hoch,  Peter 
Sawyer,  Robert  ( 1 ) ( 2 ) 
Zarlengo,  Roland 
Brock,  L.  Loring 
Alexander.  C.  Houston 
Dafoe,  Charles*  (1) 
Ashe,  S.  M.  Prather 
Baker,  William 
Anderson,  Martin  (1) 
Githens,  John 
Bronson,  Howard 
Rademacher,  Raymond 
Hermann,  Gilbert 
Cotton,  Ralph 
Benedict,  Daniel 
Gipson,  Bernard  (1)(2) 
Dafoe,  Charles 
Blackwood,  Charles  (1) 
Bouslog,  John 
Massa,  Emil 
List,  James 
Talbott,  Richard 
Kukral,  Albert 

Benedict,  Daniel*  (1) 
Curry,  Marcia 
Campbell.  Horace 
Wherry,  Franklin  (2) 
Talbott.  Richard*  (1) 
Harvey.  Richard 
Becker,  Harold 
Kaplan,  Max  (2) 

Curry,  Marcia*  ( 1 ) 

Straub,  .John  (1)  (2) 

Lovell,  Kenneth 
Larimer,  Craig 
O'Donnell,  James 
Presti,  Matthew 
Worlton,  James 
Uoesler,  Paul 
Ryder,  William 
Edwards,  James 
Stafford,  Robert 

Christie,  George 
.Mueller,  Edward 
Lamme,  James  Jr.  ( 1 ) 
Surges,  Lloyd 
Swanson,  Robert 

Murray,  Douglas 
Unfug,  Harry 

Vialpando,  A.  B. 

Wilson.  Charles 
Parker.  J.  James 
Rigg,  James  P. 

.Merritt,  Edward 
Donesky.  Paul*  (1) 

Balderston,  George  (2) 
Woodward,  Paul 

Mackey,  Jack 
Carter,  Billy 


for  May  1967 
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Component  Society 

Delegales 

Alternates 

Northwestern 

Prire.  Vernon  (1)  (2) 

Crawford,  M.  L. 

Otero 

Sisson,  William 

Samp.son,  Lloyd 

Prowers 

Likes.  Edwin  (1)  (2) 

Blease,  E.  B. 

Pueblo 

Beckwith.  Richard  (2) 
Childers,  Stanley  (1)(2) 
Farabaugh,  Leonard  (1)(2) 
McKinnon.  George 

Swartz.  Carl  (1)  (2) 

Vickery.  Don  (1)  (2) 

Braukman,  Ernest 

Tice,  Frederick 

Hurley.  Grant 

Staats,  R.  E.  (1)  (2) 
Capek.  Richard 

Hopkins,  William 

San  Luis  Valley 

Rechnitz,  Fred  (1)  (2) 
Anderson.  V.  V. 

Bradshaw,  Robert 

Cassidy,  Charles  (1)(2) 

\Vashington-Yuma 

Waski.  A.  T. 

Good.  Gilbert 

Weld 

AUely.  Donald  (1)  (2) 
Kadlub,  Edwin  (1)  (2) 

Shore.  Roy 

Weaver.  Phillip  (1) 

Cook.  Donald 

Bates.  David 

Wolach.  Bernerd 

Cook.  Donald*  (1) 
Miller.  Burdette  (2) 

♦Indicates  appointed  substitute  Alternate  in  absence  of  both  elected  Delegate 
and  Alternate. 


Physicians  in  the  News 

John  T.  Hurly,  M.D.,  Billings,  has  been  ap- 
pointed a member  of  the  Montana  State  Board  of 
Medical  Examiners  by  Governor  Babcock  for  the 
term  ending  February,  1974.  Doctor  Hurly  succeeds 
H.  D.  Rossiter,  M.D.,  Sheridan,  who  completed  a 
seven-year  term  as  a member  of  the  State  Board 
of  Medical  Examiners  during  February,  1967.  . . . 
Colvin  H.  Agnew,  M.D.,  Billings,  has  been  elected 
president  of  the  Yellowstone  County  Tuberculosis 
Association;  David  K.  Drill,  M.D.,  Billings,  was 
re-elected  a member  of  its  Board  of  Directors.  . . . 
Bob  E.  Hulit,  M.D.,  Billings,  has  been  named 
chairman  of  the  Fifty  Million  Fund  Campaign  in 
the  Synod  of  the  Rockies  of  the  United  Presby- 
terian Church. 


Marcus  Smith,  M.D.,  New  Mexico  Scientific 
Editor  of  our  Rocky  Mountain  Medical  Journal, 
is  herewith  extending  an  invitation  to  any  member 
to  prepare  a scientific  article  for  publication  in 
the  SEPTEMBER  issue,  which  is  the  NEW  MEX- 
ICO issue  of  this  Journal.  Articles  should  be 
forwarded  to  Dr.  Smith  by  July  1. 


UTAH 

USMA  Briefs 

Dr.  Thomas  L.  Hannum,  Brigham  City  physician 
and  surgeon,  volunteered  his  services  to  the  “Vol- 
unteer Physicians  for  Vietnam”  project.  Under  this 
program,  physicians  may  volunteer,  through  the 
A.M.A.,  for  a 60-day  period  of  voluntary  service 
to  the  people  of  Vietnam.  Dr.  Hannum  departed 
for  Vietnam  on  March  31,  1967;  his  period  of 
service  will  extend  from  April  3 to  June  1. 


I 

V 
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* * * 

A plaque,  memorializing  four  doctors  who  per- 
ished in  a plane  crash  15  months  ago,  was  placed 
in  the  new  pediatrics  section  of  the  Cottonwood 
Hospital.  Named  on  the  plaque  are:  Dr.  J.  Bernard 
Critchfield,  Dr.  Marion  E.  Probert,  Dr.  Roger  W. 
Parkinson,  and  Dr.  Antoine  A.  Dalton.  Inscribed 
on  the  plaque  are  these  words:  “The  leadership  of 
these  physicians  in  assistance  to  their  fellow  men 
and  to  the  growth  of  the  Cottonwood  Hospital 
will  always  be  remembered.”  The  four  perished  in 
a plane  crash  while  on  their  way  to  Albuquerque. 


PICKER  X-RAY, 

ROCKY  MOUNTAIN,  INC. 

3890  ELM  STREET  — TEL 

388-5731  — DENVER,  COLORADO  80207 

Offices  also  in: 

Colorado  Springs,  Colorado 

(M?') 

1202  Kingsley  Drive,  635-8768  ^ 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262  Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 
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Colorado 

Dr.  Harry  Clarence 
Bryan  was  stricken  with 
a massive  cerebral  hem- 
orrhage on  Friday  after- 
noon, March  17,  1967, 

aboard  the  luxury  liner, 

S.S.  Brasil,  near  Suez.  He 
1 died  the  next  day,  Satur- 
I day,  March  18,  in  the  Red 
Crescent  Hospital  in  Su- 
r ez.  He  was  73  years  old 
( at  the  time  of  his  death. 

; Dr.  Bryan  and  his  wife 
left  Colorado  Springs  on 
\ February  5 for  a cruise 
[ down  the  east  coast  of 
. the  west  coast  of  Africa  and  then  into  the  Mediter- 
' ranean.  They  had  planned  to  return  home  on 
April  15. 

' Dr.  Bryan  was  born  in  Greer  County,  Okla- 
I homa,  December  24,  1893,  the  son  of  Eugene  F. 
t and  Alice  Jefferson  Bryan.  He  received  his  primary 
r and  secondary  education  in  the  public  schools  of 
[ Texas.  He  started  his  college  work  at  Clarendon 
1 College  in  Texas  in  1911,  but  transferred  to  the 
j University  of  Texas  School  of  Pharmacy  in  1913 
1 and  graduated  from  that  institution  with  a Ph.G. 
! Degree  in  pharmacy  in  1915.  Following  his  gradua- 
; tion  from  the  University  of  Texas  School  of 
[ Pharmacy,  Dr.  Bryan  was  employed  for  several 
years  by  the  Eli  Lilly  Drug  Company. 

He  resigned  his  position  with  the  drug  company 
! in  1926  to  prepare  for  a career  in  medicine  at  the 
' University  of  Southern  California.  Later  he  trans- 
ferred to  the  pre-medical  department  of  Colorado 
College  in  Colorado  Springs.  Following  completion 
of  his  premedical  work  he  entered  the  University 
of  Colorado  College  of  Medicine  in  the  fall  of 
1927.  He  received  his  doctor  of  medicine  degree 
from  the  University  of  Colorado  in  1931.  Following 
graduation  he  interned  at  Colorado  General  Hos- 
pital, and  became  a surgical  resident  at  the  same 
hospital. 

He  completed  his  residency  in  surgery  in  1933 
and  then  began  the  practice  of  medicine  and 
surgery  in  Colorado  Springs,  where  he  remained 
in  active  practice  until  the  time  of  his  death. 

Dr.  Bryan  was  an  active  member  and  past  presi- 
dent of  the  El  Paso  County  Medical  Society.  He 
served  as  president  of  the  Colorado  Medical  Society 
in  1951  and  1952.  He  was  active  in  the  civic  and 
medical  affairs  of  Colorado  Springs  and  served 
for  many  years  on  the  staff  of  Colorado  Springs 
Memorial  Hospital.  St.  Francis  Hospital,  and  the 
Glockner  Penrose  Hospital. 


He  served  one  term  as  vice  president  of  the 
American  College  of  Surgeons  and  was  a member 
also  of  the  Missouri  Pacific  Hospital  Association, 
the  Colorado  Springs  Clinical  Club,  and  the  Ameri- 
can Medical  Association.  He  served  for  several 
years  on  the  Board  of  Trustees  of  the  Presbyterian 
Church,  the  Board  of  Directors  of  the  Colorado 
Springs  Memorial  Hospital,  the  Board  of  Directors 
of  the  Rocky  Mountain  Rehabilitation  Center,  and 
the  Board  of  Directors  of  the  Colorado  Division  of 
the  American  Cancer  Society. 

He  was  an  active  member  and  past  president 
of  the  Colorado  Springs  Rotary  Club  and  the  First 
Presbyterian  Church  of  Colorado  Springs.  He  was 
also  a 32nd  Degree  Mason. 

Dr.  Bryan  was  married  August  23,  1916,  to 
Mary  M.  Dodson.  He  is  survived  by  his  widow  and 
one  daughter,  Patricia  (Mrs.  Harry  Waldrop)  of 
Boulder,  two  grandchildren,  Andra  and  Kathleen 
Waldrop,  also  of  Boulder,  and  a niece,  Mrs.  Mar- 
shall Morin  of  Colorado  Springs. 

Montana 

Sidney  Alexander  Cooney,  M.D.,  Helena,  Mon- 
tana, died  at  his  home  in  Helena,  after  a brief 
illness.  Dr.  Cooney  was  born  at  Canyon  Ferry, 
Montana,  September  19,  1881.  He  received  his 
M.D.  degree  from  Jefferson  Medical  College  of 
Philadelphia  in  1905  and  immediately  returned  to 
Helena  to  engage  in  the  general  practice  of  medi- 
cine. He  continued  the  active  practice  of  medicine 
in  Helena  until  his  death,  a period  of  62  years. 
Dr.  Cooney  was  most  active  in  medical  affairs  and 
served  for  a number  of  years  as  secretary  of  the 
Lewis  and  Clark  County  Board  of  Health  and  as 
a member  of  the  Advisory  Committee  to  the  secre- 
tary of  the  State  Board  of  Health.  In  addition,  he 
served  on  several  occasions  as  acting  executive 
officer  of  the  State  Board  of  Health.  Dr.  Cooney 
served  as  a member  and  as  secretary  of  the  State 
Board  of  Medical  Examiners  for  over  thirty-five 
years.  He  was  a member  of  the  Legislative  Com- 
mittee of  the  Montana  Medical  Association  for 
many  years  and  represented  the  physicians  of 
Montana  in  the  halls  of  the  Capitol  Building  during 
many  sessions  of  the  Legislative  Assembly.  He 
also  served  as  third  vice  president  of  this  Associa- 
tion during  1913-14  and  as  its  president  during 
1945-46.  During  his  lifetime,  innumerable  accom- 
plishments, milestones,  and  honors  marked  his 
years  of  service  in  medical,  public  health,  and 
athletic  affairs. 

Utah 

Dean  A.  Moffat,  M.D.,  Salt  Lake  City  allergist, 
died  Monday,  March  13,  1967,  at  the  age  of  59. 

Dr.  Moffat  was  born  August  4,  1907,  in  Murray, 
Utah,  the  son  of  David  W.  and  Sarah  E.  H.  Moffat. 
Graduating  from  the  University  of  Utah  in  1928 
with  an  A.B.  degree,  he  later  received  his  M.D. 
degree  from  the  Rush  Medical  School  in  Chicago. 
He  married  Margaret  Short  in  Murray  on  July  18, 
1933. 
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Beginning  his  medical  practice  in  Magna  in 
1935,  he  served  as  a general  practitioner  for  eight 
years.  He  then  spent  two  years  of  special  study 
at  New  York  Postgraduate  School;  Columbia  Uni- 
versity; and  Johns  Hopkins  University,  subse- 
quently returning  to  Salt  Lake  City  to  practice 
in  the  specialty  of  allergy. 

Dr.  Moffat  was  a member  of  many  medical 
organizations,  which  include:  American  Medical 
Association;  Utah  State  Medical  Association;  Salt 
Lake  County  Medical  Society;  American  College  of 
Physicians;  American  Society  of  Internal  Medicine; 
American  Medical  Society  of  Vienna;  American 
Academy  of  Allergy;  American  College  of  Allergy; 
West  Coast  Allergy  Society;  and  the  Internationa] 
Congress  of  Allergy.  He  served  as  a former  presi- 
dent of  the  attending  staff  of  St.  Mark’s  Hospital, 
and  also  as  consultant  in  allergy  at  Primary  Chil- 
dren’s Hospital. 

He  was  also  a member  and  past  president  of 
Rock  Artisans  of  Utah;  a member  of  the  Wasatch 
Gem  Society  of  Utah;  and  a member  of  the  Audu- 
bon Society. 

He  is  survived  by  his  widow;  a son,  Michael 
Dean  Moffat,  Salt  Lake  City;  a daughter,  Janet 
Margaret  Moffat,  San  Antonio,  Texas;  and  a 
brother,  D.  Howe  Moffat,  Salt  Lake  City. 

* * * * 

Richard  S.  Tanner,  M.D.,  Salt  Lake  City  obste- 
trician, and  former  president  of  the  L.D.S.  Southern 
Australian  Mission,  died  March  16,  1967,  at  the 
age  of  50. 

Dr.  Tanner  was  born  July  10,  1916,  in  Salt 
Lake  City,  the  son  of  William  C.  and  Clara  Sutton 
Tanner.  He  married  Anna  Dale  Storrs  in  the  Salt 
Lake  L.D.S.  Temple  on  March  3,  1939.  Graduating 
with  honors  from  the  University  of  Utah  in  1940 
with  a B.S.  degree,  he  later  received  his  M.D. 
degree  from  Northwestern  University,  and  then 
completed  postgraduate  courses  in  obstetrics  and 
gynecology  at  the  Harvard,  Johns  Hopkins,  and 
New  York  Universities.  He  subsequently  returned 
to  Salt  Lake  City,  where  he  practiced  for  13  years. 

A former  member  of  the  board  of  directors 
of  the  American  Cancer  Society,  Utah  division, 
Dr.  Tanner  held  membership  in  various  medical 
organizations,  and  served  as  treasurer  of  the  Salt 
Lake  County  Medical  Society  during  1957. 

He  held  the  rank  of  Captain  in  the  U.  S.  Army 
medical  corps  from  1945  to  1947,  being  stationed 
at  Fort  Leavenworth,  Kansas. 

Dr.  Tanner  is  survived  by  his  widow;  three 
sons  and  two  duaghters,  Robert  S.,  Richard  L., 
Michael  W.,  Mrs.  Michael  J.  (Merrilee)  Preece,  all 
of  Salt  Lake  City,  and  Mrs.  Howard  R.  (Deanne) 
Francis,  Provo.  Also  surviving  him  are  his  mother 
and  a brother,  William  C.,  Jr.,  both  of  South 
Pasadena,  California. 


Doctor . . . Heal  Thyself 

Take  your  own  advice,  and  find  some  relief  from  that 
everyday  stress. 

How  often  have  you  and  the  family  talked  about  o 
place  to  get  away  from  the  pressures?  This  is  the  year 
to  do  something  about  it.  Not  some  day  in  the  future, 
NOW. 

Just  25  miles  south  of  Morrison  on  Hiway  285  is 
ROLAND  VALLEY,  a mountain  subdivision  of  spectocular 
one-acre  building  sites,  close  enough  to  the  city  for 
year-round  living,  if  desired,  but  ideally  located  for  your 
WEEKLY  VACATIONS.  You  can  leave  the  city  and  be 
sitting  down  to  your  evening  meal  within  an  hour,  and 
start  to  unwind.  Go  back  to  the  office  .Monday  morning 
feeling  renewed. 

Send  the  coupon  below  for  brochure  and  other  informo- 
tion  . . . call  Dick  West  at  1 — 838-5131  ...  or 
come  up  anytime  and  just  look  around,  ask  any  questions 
you  like  and  see  how  easy  it  is  to  get  into  this  new 
way  of  life. 

As  you  well  know,  we  are  making  more  people  all  the 
time,  but  we  can't  make  any  more  land.  Good  land  is 
getting  harder  to  find,  so  see  us  soon  and  let's  talk 
about  your  plan. 


Roland  Valley  Subdivision 

Box  45  Bailey,  Colorado 

Scenic  Mountain  Home  Sites 
Just  40  miles  S.W.  of  Denver  on  U.  S.  285 

Name 

Address 

City  and 

State - Zip 
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Rocky  Mountain  Medical  Journal 


Medical  Audiology 

The  department  of  Speech  Pathology  and  Audi- 
ology, University  of  Montana,  announced  a Sem- 
inar in  Medical  Audiology,  June  19-22  at  its 
Missoula  campus.  A special  two-day  Workshop  in 
Medical  Audiology  will  be  held  June  23-24  at 
Flathead  Lake. 

Lectures  and  case  demonstrations  will  be  pre- 
sented by  Dr.  Francis  I.  Gatlin,  Associate  Pro- 
fessor of  Otolaryngology  at  Johns  Hopkins  Uni- 
versity School  of  Medicine. 

Recreational  and  housing  facilities  for  families 
are  available.  A limited  number  of  reservations 
are  available,  so  application  should  be  received 
before  May  1,  1967.  Traineeships  are  offered  by 
the  U.  S.  Office  of  Education  (PL-85-926)  to  quali- 
fied applicants.  For  further  information,  write: 
Dr.  Charles  Parker,  Department  of  Speech  Pathol- 
ogy and  Audiology,  University  of  Montana,  Mis- 
soula, Montana  59801. 

^ ^ ^ 

Annual  Otolaryngologic  Assembly 

The  Annual  Otolaryngologic  Assembly  of  1967 
will  be  held  October  14  through  20,  1967,  in  the 
new  Illinois  Eye  and  Ear  Infirmary  at  the  Medical 
Center,  Chicago.  The  Department  of  Otolaryngol- 
ogy of  the  College  of  Medicine  of  the  University  of 
Illinois  offers  a condensed  postgraduate  basic  and 
clinical  program  for  practicing  otolaryngologists 
under  the  direction  of  Dr.  Emanual  M.  Skolnik. 
It  is  designed  to  bring  to  specialists  current  infor- 
mation in  medical  and  surgical  otorhinolaryngol- 
ogy. 


A separate,  but  correlated  course  entitled  “Head 
and  Neck  Radiology  Conference,”  will  be  conducted 
by  the  Department  of  Radiology  for  two  full  days 
just  preceding  the  Assembly,  Thursday  and  Friday, 
October  12  and  13,  1967. 

Interested  physicians  should  direct  communica- 
tions to  Department  of  Otolaryngology,  P.  O.  Box 
6998,  Chicago,  Illinois  60680. 

* * * * 

American  College  of  Physicians 
Postgraduate  Courses,  1967 
CLINICAL  APPLICATIONS  OF  RECENT 
ADVANCES  IN  ELECTROPHYSIOLOGY 
OF  THE  HEART 
May  22-25 

New  York  University  School  of  Medicine  and 
Medical  Center 
New  York,  New  York 

INTERNAL  MEDICINE:  CURRENT 
PHYSIOLOGICAL  CONCEPTS  IN 
DIAGNOSIS  AND  TREATMENT 

June  12-16 

University  of  Cincinnati  College  of  Medicine 
Cincinnati,  Ohio 

CLINICAL  APPLICATIONS—RECENT 
ADVANCES  IN  PHARMACOLOGY 

June  19-21 
University  of  Iowa 
Iowa  City,  Iowa 

These  courses  are  made  possible  by  the  generous 
cooperation  of  the  directors  and  institutions  in- 
volved. Tuition  fees:  Members,  $60.00;  Nonmem- 
bers, $100.  Registration  forms  and  requests  for 
information  are  to  be  directed  to:  Edward  C. 
Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Executive  Director, 
American  College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pa.  19104. 


Announcing  . . . 

the  availability  of  the  tenth  guide  in  the  series,  “Guides  to  the  Evaluation  of  Permanent  Im- 
pairment” developed  by  the  Committee  on  Rating  of  Mental  and  Physical  Impairment.  It  is 
entitled:  “Guides  to  the  Evaluation  of  Permanent  Impairment — Mental  Illness.” 

This  guide,  like  all  the  others  in  the  series,  has  been  designed  primarily  for  use  by 
physicians.  The  guide  is,  however,  of  interest  and  use  to  all  concerned  with  the  medical, 
administrative,  or  judicial  aspects  of  programs  for  the  disabled.  The  previously  published 
guides  in  the  series  deal  with  the  extremities  and  back;  the  visual  system;  the  cardiovascular 
system;  ear,  nose,  throat,  and  related  structures;  the  central  nervous  system;  the  digestive 
system;  the  peripheral  spinal  nerves;  the  respiratory  system;  and  the  endocrine  system. 

A limited  number  of  copies  of  this  guide  may  be  obtained,  without  charge,  upon  written 
request  to  the  Committee  on  Rating  of  Mental  and  Physical  Impairment,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610. 
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lild  mood  depression, 
oor  appetite,  little 
iterest  in  the  present  or 
iture.  Does  this  picture 
lean  that  she’s  giving  in 
) functional  fatigue? 

When  functional  fa- 
gue  is  part  of  her  proh- 
;m,  Alertonic  can  help 
ounteract  accompanying 
pathy  and  inertia.  It 
elps  lift  mood,  stimulate 
ppetite,  and  establish 
ew  interest  in  daily  life. 


Pleasant-tasting  Alertonic  combines  pipradrol  hydro- 
chloride—a gentle  cerebral  stimulant— with  an  excel- 
lent vitamin  and  mineral  formula,  in  a satisfying  1 5 % 
alcohol  vehicle. 

Especially  in  the  aging  patient,  nothing  fosters 
confidence  and  a sense  of  well-being  better  than  your 
own  personal  warmth,  understanding,  and  encourage- 
ment. Between  visits,  however,  your  prescription  for 
Alertonic  can  help  keep  your  patient  from  giving  in  to 
functional  fatigue. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before  meals 
. . . tastes  best  chilled. 

And  for  your  patient's  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%,  pipradrol 
hydrochloride,  2 mg.;  thiamine  hydrochloride  (vitamin  Bj)  (10 
MDR*),  10  mg.;  riboflavin  (vitamin  B^)  (4  MDR),  5 mg.;  pyri- 
doxine  hydrochloride  (vitamin  Br),  1 mg.;  niacinamide  (5  MDR), 
50  mg.;  choline, t 100  mg.;  inositol,!  100  mg.;  calcium  glycero- 
phosphate, 100  mg.  (supplies  2%  MDR  for  calcium  and  for 
phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate), 
and  molybdenum  (as  ammonium  molybdate). 


‘Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

IThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 


Indications:  1.  Functional  fatigue  such  as  that  often  associated 
with:  a depressing  experience  or  stressful  time  of  life;  advanc- 
ing years;  convalescence;  limited  activity  or  confinement.  2.  Poor 
appetite  and  vitamin-mineral  deficiency  as  they  occur  in:  patients 
having  faulty  eating  habits;  geriatric  patients  who  are  losing  interest 
in  food;  patients  convalescing  from  debilitating  illness  or  surgery. 
Contraindications:  As  with  other  drugs  with  CNS  stimulating 
action,  Alertonic  is  contraindicated  in  hyperactive,  agitated  or 
severely  anxious  patients  and  in  chorea  or  obsessive  compulsive 
states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to 
2 teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 


^Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 
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even  better  together 
in  mild  hypertension 

Serpasil-Esidrix’ 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


Serpasii-Esidrix  combines  reserpine  (the  original,  and  most  widely  used, 
rauwolfia  alkaloid  developed  by  CIBA)  with  hydrochlorothiazide  (the  most 
widely  used  oral  diuretic,  also  a product  of  CIBA  research). 


Heven  better  blood  pressure 
reduction— because  2 
anti  hypertensive  agents 
of  choice  often  work 
better  together 

One  drug  potentiates  the  antihypertensive  action  of  the  other.  Blood 
pressure  is  generally  controlled  with  relatively  low  dosages  of  each  com- 
ponent, often  resulting  in  minimized  side  effects. 

Although  each  component  alone  may  provide  adequate  therapy  in  many 
cases  of  mild  hypertension,  the  combination  offers  advantages  which  can- 
not be  achieved  with  single-drug  therapy. 

a even  more  patient  benefits- 
because  complementary 
actions  of  2 antihypertensive 
agents  extend  the  range 
of  advantages 

Reserpine,  in  addition  to  lowering  blood  pressure,  provides  central  calm- 
ing action  to  help  relieve  anxiety  and  tension;  provides  bradycrotic  action 
to  slow  the  rapid  heart. 

Hydrochlorothiazide,  in  addition  to  lowering  blood  pressure,  relieves 
edema;  permits  relaxation  of  salt  restriction. 

The  combination  provides  medication  in  one  tablet  instead  of  two;  one 
prescription  instead  of  two— encourages  patient  adherence  to  the  regimen, 
offers  economy. 

for  your  next  patient 
with  mild  hypertension 

Rx  Serpasii-Esidrix 

Combination  Tablets 

Please  see  following  page  for  prescribing  information. 


Serpasir-Esidrix’ 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


INDICATIONS:  Mild  to  moderate  hypertension,  especially 
when  complicated  by  anxiety,  tachycardia,  or  edema. 

SIDE  EFFECTS  AND  PRECAUTIONARY  MEASURES 

Serpasil®  (reserpine  CIBA) 

Occasional  side  effects:  lassitude,  drowsiness,  nasal 
congestion,  looseness  of  stools,  increased  frequency  of 
defecation.  Rare  side  effects:  anorexia,  headache,  bi- 
zarre dreams,  nausea,  dizziness,  skin  rash. 

Severe  mental  depression  has  appeared  in  a small  per- 
centage of  patients,  primarily  in  a dosage  above  1 mg 
daily.  When  the  drug  is  discontinued,  depression  usually 
disappears,  but  hospitalization  and  shock  therapy  are 
sometimes  required. 

Caution:  Withdraw  reserpine  2 weeks  before  surgery,  if 
possible.  For  emergency  surgical  procedures,  give  vagal 
blocking  agents  parenterally  to  prevent  or  reverse  hypo- 
tension and/or  bradycardia. 

Because  reserpine  may  increase  gastric  secretion  of 
hydrochloric  acid,  use  cautiously  in  patients  with  peptic 
ulcer. 

Use  cautiously  with  digitalis,  quinidine,  or  guanethidine. 
Not  recommended  for  aortic  insufficiency. 

Esidrix®  (hydrochlorothiazide  CIBA) 

Contraindictions:  Oliguria,  renal  shutdown,  progressive 
hepatic  disease,  and  allergy  to  thiazides. 

Warnings:  Stenosis,  hemorrhage,  and  ulceration  of  the 
small  bowel  have  occurred  with  coated  potassium  tab- 
lets. Discontinue  such  medication  when  used  with  Esidrix 
if  gastrointestinal  disturbances  arise. 

Pay  special  attention  to  electrolyte  balance  of  patients 
with  severe  renal  or  hepatic  insufficiency.  In  patients 
with  cirrhosis  and  ascites,  watch  for  symptoms  of  im- 
pending hepatic  coma.  Thiazides  may  decrease  glucose 
tolerance;  use  cautiously  in  diabetics.  Hyperuricemia 
may  occur  but  is  readily  reversed  by  a uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes  result  in 
nitrogen  retention,  particularly  in  patients  with  impaired 


renal  function.  Dosage  titration  is  necessary  in  such 
patients. 

Precautions:  Watch  for  signs  of  fluid  or  electrolyte  im- 
balance. Further  electrolyte  depletion  may  cause  hypo- 
chloremic alkalosis  and  hypokalemia.  Since  the  latter 
may  precipitate  digitalis  intoxication,  watch  carefully  pa- 
tients who  are  taking  digitalis  or  its  glycosides  or  those 
with  cardiac  arrhythmias.  In  severe  hypokalemia,  large 
oral  or  intravenous  doses  of  potassium  may  be  required. 

A few  infants  born  of  mothers  who  received  thiazides 
during  pregnancy  have  shown  bone  marrow  depression 
with  thrombocytopenia.  Hydrochlorothiazide  decreases 
responsiveness  to  exogenous  norepinephrine  and  in- 
creases responsiveness  to  tubocurarine.  Hypotensive 
episodes  under  anesthesia  have  been  observed  in  some 
patients  receiving  thiazides. 

Side  Effects:  In  addition  to  those  above,  nausea,  ano- 
rexia, headache,  restlessness,  constipation,  dizziness, 
paresthesias,  fatigue,  increased  sweating,  cramps  in 
arms  and  legs,  diarrhea,  abdominal  pain.  Rare  reactions: 
purpura  with  or  without  thrombocytopenia,  skin  rash, 
photosensitivity,  urticaria.  Sometimes  associated  with 
hydrochlorothiazide;  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  pancreatitis,  jaundice,  necrotizing  vasculitis. 

DOSAGE 

Average  dosage  is  2 Tablets  #2  daily.  For  patients 
requiring  less  hydrochlorothiazide,  substitute  Tablets 
#1.  For  maintenance,  reduce  dosage  to  lowest  effective 
level.  When  necessary,  more  potent  antihypertensive 
agents  may  be  added  gradually  in  reduced  dosages. 

SUPPLIED 

Tablets  #2  (light  orange),  each  containing  0.1  mg  reser- 
pine and  50  mg  hydrochlorothiazide:  bottles  of  100  and 
1000.  Tablets  #1  (light  orange),  each  containing  0.1  mg 
reserpine  and  25  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.C  I B A 
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nursing  care  for  cancer  patients- 

...a  major  concern  for  their  families,  and  for  their  physicians.  In  a unique  pioneering 
service,  the  American  Cancer  Society  is  deeply  involved  in  finding  a solution. 
Recognizing  the  phenomenal  growth  of  nursing  homes  — aware  of  the  shortage  of 
nurses  — knowing  the  implications  of  the  extended  care  benefits  of  Medicare  — the 
Society  has  launched  a dramatic  educational  demonstration  project  on  cancer  nursing 
for  nursing  home  staff.  Special  emphasis  is  on  colostomy  irrigation,  care  of  the  laryn- 
gectomized  patient,  care  of  an  ileal  bladder,  and  emergency  nursing.  To  achieve 
maximum  application  of  this  plan,  a cadre  of  nurses  is  being  trained  by  the  Society  to 
conduct  cancer  nursing  courses  in  nursing  homes  throughout  the  nation. 

This  endeavor  has  been  warmly  endorsed  by  the  American  Nurses  Association  and 
other  professional  organizations.  We  feel  sure  that  such  a program,  bringing  skilled 
nursing  care  to  the  bedside  of  the  cancer  patient,  will  be  enthusiastically  received  by 
the  medical  profession. 


AMERICAN  CANCER  SOCIETY 


THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 
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A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


DENVER  MEDICAL  SOCIETY  LIBRARY 


The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned  libraries  in  the 
country. 

It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo- 
rado Medical  Society,  for  the  use  of  physicians  whose  state  Associations  participate  in  the  publication  of 
the  Rocky  Mountain  Medical  Journal. 

The  collection  contains  approximately  50,000  volumes  and  recei\’es  more  than  600  medical  journals 
monthly. 

The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in- 
structed). Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests  for  material.  Items  will  be 
mailed  on  the  day  requested,  if  at  all  possible.  Cost:  Postal  rates  for  “Educational  Material,”  presently 
10c  first  pound  and  5c  each  additional  pound  or  fraction.  Photocopies  of  articles  can  be  supplied  at  10c 
per  page. 

Denver  Medical  Society  Library,  1601  East  19th  Avenue,  Denver,  Colorado  80218 

Phone;  222-5817  (Area  Code  303) 
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New  hooks  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


I Recent  Acquisitions 

Antihypertensive  Therapy:  Ciba  Foundation  Symposium.  Ber- 
lin, 1966,  Springer-Verlag.  632  p.  Gift. 

The  Art  of  Predictive  Medicine:  Edited  by  Webster  L.  Marxer. 
Springfield.  111.,  1967,  Thomas.  358  p.  Price:  $15.75. 

The  Boys  of  Boise:  By  John  Gerassi.  N.Y.,  1966,  Macmillan. 
328  p.  Price;  $5.95. 

I Care  of  the  Trauma  Patient:  Edited  by  G.  Tom  Shires.  N.Y., 
1966,  Blakiston.  696  p.  Price:  $19.50. 

Cell  Physiology:  By  Arthur  C.  Giese.  2d  ed.  Phila.,  1962, 
Saunders.  592  p.  Gift. 

Comparative  Anatomy:  By  William  Montagna.  N.Y.,  1959, 

John  Wiley.  397  p.  Gift. 

I Hormones  and  Hypertension:  Edited  by  William  Muir  Manger. 
Springfield,  111.,  1966,  Thomas.  265  p.  Price:  $12.75. 
Immunological  Aspects  of  Viral  Oncolysis:  By  Jean  Linden- 
mann.  v.  9,  Recent  Results  in  Cancer  Research.  84  p.  Price; 
$4.50. 

International  Encyclopedia  of  Veterinary  Medicine:  Edited  by 
Sir  Thomas  Bailing.  Edinburgh,  1966.  W.  Green.  5 v.  Price: 
$150.00. 

The  Medical  Staff  in  the  Modern  Hospital:  Edited  by  C. 
Wesley  Eisele.  N.Y.,  1967,  Blakiston.  523  p.  Price:  $15.95. 
Mendelian  Inheritance  in  Man:  By  Victor  A.  McKusick.  Balt., 
1966,  Johns  Hopkins  Pr.  344  p.  Price:  $8.00. 

Pioneering  for  Research:  By  Mark  R.  Everett.  Oklahoma  City, 

1966,  Univ.  Oklahoma  Medical  Center.  83  p.  Gift. 

The  Salicylates:  By  M.  J.  H.  Smith.  N.Y.,  1966,  Interscience. 
313  p.  Gift. 

Shock:  Chemistry,  Physiology  and  Therapy:  By  William  C. 
Shoemaker.  Springfield,  111.,  1967,  Thomas.  306  p.  Price:  $11.50. 
Surgical  Treatment  of  Congenital  Heart  Disease:  By  Denton 
A.  Cooley.  Phila.,  1966,  Lea  & Febiger.  213  p.  Price:  $12.50. 
The  Ureter:  Edited  by  Harry  Bergman.  N.Y.,  1967,  Hoeber. 
683  p.  Fh-ice:  $30.00. 

Veterinary  Clinical  Pathology:  By  Embert  H.  Coles.  Phila., 

1967,  Saunders.  455  p.  Price:  $15.00. 


1 Book  Reviews 

1 Medical  Terminology  for  the  Nonprofessional  Employee:  By 
' Mary  Lyle.  1st  ed.  Walnut  Creek,  Calif.,  1967,  The  Mail  Box. 

1 186  pp.  Price:  $4.25. 

This  book  is  composed  of  words,  phrases, 
• sentences  and  terminology  heard  daily  in  hospitals, 
! clinics  and  doctors’  offices.  It  also  includes  words 
and  phrases  frequently  misunderstood. 

The  surgical  index  assists  the  surgical  secretary, 
; and  the  same  terminology  contained  in  this  section 
provides  the  anatomical  index  for  histories,  physi- 
cals, consultations,  discharge  summaries,  progress 
notes,  x-ray  and  pathological  reports. 

This  would  be  a good  desk  reference  for  the 
medical  secretary,  but  would  not  be  of  value  for 
one  with  no  knowledge  of  basic  terminology 
fundamentals. 

Doris  M.  Corey,  Coordinator 
The  University  Clinic  Annex 
University  of  Colorado  Medical  Center 


Synopsis  of  Dermatology:  By  William  D.  Stewart,  Julius  L. 
Danto,  and  Stuart  Maddin.  St.  Louis,  1966,  Mosby.  664  pp. 
Price:  $10.85. 

The  authors  state  that  this  new  book  is  “for 
the  nondermatologist  who  wishes  concise  but  per- 
tinent information,  methods  of  diagnosis,  and  treat- 
ment of  common  and  some  uncommon  skin  dis- 
orders.” It  seems  to  this  reviewer  that  they  have 
hit  the  mark.  This  is  not  just  another  short  outline 
made  up  primarily  of  illustrations,  it  runs  over  600 
pages  and  covers  all  except  the  rarest  of  dermato- 
logic entities. 

The  first  short  section  is  devoted  to  anatomy, 
embryology  and  physiology  and  covers  the  high 
spots  of  current  thought.  Short  sections  on  general 
therapeutics  and  dermatologic  techniques  are  also 
included.  A section  on  regional  diagnosis  offers 
the  nonspecialist  a quick  summation  of  the  various 
conditions  which  should  be  considered  when  con- 
fronted with  a skin  problem  in  a particular  area 
of  the  body. 

The  organization  and  grouping  of  disease  enti- 
ties appears  to  be  on  a random  basis,  however,  the 
presentation  of  material  within  each  entity  is 
concise  and  well  organized.  Each  chapter  contains 
information  about  the  general  nature  of  the  disease 
followed  by  a brief  microscopic  description  if  it  is 
pertinent.  This  is  followed  by  a differential  diag- 
nosis and  finally  by  an  outline  of  treatment.  The 
latter  is  up  to  date  and  concise  and  includes  such 
new  drugs  as  thiobendazole,  tolnaftate  and  metho- 
trexate for  psoriasis.  The  place  of  occlusive  plastic 
dressings  is  discussed  as  well  as  mention  of  the 
value  of  phlebotomy  for  Porphyria  Cutanea  Tarda. 
One  of  the  nice  features  about  the  sections  on 
treatment  is  that  the  authors  give  specific  recom- 
mendations regarding  a course  to  follow  without 
forcing  the  reader  to  make  a choice  from  a wide 
ranging  discussion  of  various  possible  alternative 
methods  of  therapy. 

The  chapter  on  viruses  contains  information 
not  available  in  older  texts  regarding  classification 
and  viral  composition.  Also,  newly  recognized 
clinical  entities  such  as  “hand,  foot  and  mouth 
disease”  are  included. 

The  number  of  illustrations  is  ample  and  the 
full  page  color  plates  which  are  liberally  distrib- 
uted throughout  the  book  are  superb.  The  index 
is  comprehensive  and  a short  list  of  references  for 
each  general  area  is  included  if  the  reader  desires 
to  investigate  a particular  subject  in  greater  depth. 

This  book  is  not  encyclopedic,  but  it  has  much 
more  to  it  than  the  usual  manual  or  outline  we 
all  knew  as  students.  It  would  seem  to  be  a valu- 
able addition  to  the  library  of  the  nondermatologist 
who  encounters  and  treats  skin  disorders  with 
any  frequency. 

Richard  K.  Park,  M.D. 
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Cardiac  Surgery:  Edited  by  John  C.  Norman,  N.Y.,  1967, 
Appleton-Century-Crofts.  603  pp.  Price;  $15.00. 

This  book  is  unusual  by  its  very  up-to-date 
nature  and  refreshingly  different  format. 

It  is  most  comprehensive  in  all  aspects  of  science 
relating  to  cardiac  surgery.  Each  portion  is  com- 
plete and  concise  without  undue  emphasis  on  trivia. 
The  illustrations  are  clear  and  pertinent. 

Two  of  the  contributors  are  from  Colorado 
(Doctors  Rosenkrantz  and  Paton)  who  have  writ- 
ten the  section  on  the  results  of  cardiac  surgery  on 
infants  and  children.  This  section  is  clearly  written 
and  covers  their  assigned  topic  very  completely. 

By  fragmentation  of  a subject  and  having  the 
fragments  covered  by  different  investigators  from 
various  areas,  its  comprehension  is  extended  far 
more  than  had  one  author  from  one  institution 
covered  an  entire  single  subject.  This  book  is  a 
“must”  for  cardiac  surgeons  and  those  cardiologists 
and  other  personnel  closely  associated  with  the 
management  of  cardiac  surgery  patients.  It  is  an 
excellent  reference  for  all  other  physicians  and 
those  involved  in  the  medical  sciences. 

W.  Gerald  Rainer,  M.D. 


Surgical  Treatment  of  Congenital  Heart  Disease;  By  Denton 
A.  Cooley  and  Grady  L.  Hallman.  Phila.,  1966,  Lea  & Febiger. 
213  pp.  Price:  $12.50. 

This  is  basically  a beautiful,  detailed  atlas  of 
cardiac  surgery  in  congenital  heart  disease.  More 
than  the  usual  atlas,  each  section  has  an  excellent 
narrative  of  the  pertinent  data  of  congenital  heart 
lesions  without  being  overly  wordy. 

The  drawings  by  Herbert  R.  Smith,  Director 
of  Medical  Illustration,  Baylor  University  College 
of  Medicine,  are  excellent. 

Emphasis  is  placed  not  only  on  detailed  and 
illustrated  surgical  technique  but  also  x-ray  ap- 
pearance of  almost  all  of  the  congenital  heart 
lesions  that  are  encountered  in  clinical  practice. 
The  need  for  this  particular  format  has  been  ap- 
parent for  a long  time  and  we  can  only  hope  that 
these  same  authors  will  use  this  same  approach 
to  the  surgical  treatment  of  acquired  cardiac 
disease. 

W.  Gerald  Rainer,  M.D. 


Synopsis  of  Neurology:  By  Francis  M.  Forster.  2d  ed.  St. 
Louis,  1966,  Mosby.  218  pp.  Price:  $7.50. 

This  book  is  designed  for  the  medical  student 
beginning  clinical  work  in  neurology.  Its  simplicity 
and  brevity  are  commendable,  but  detail  is  obvi- 
ously lost.  The  book  certainly  serves  its  purpose 
as  a primer  in  neurology;  no  more  should  be 
expected  of  it. 

Sidney  Duman,  M.D. 


FREE  YOUR  PATIENTS  from 
/ deficient  neutraliiation 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSir  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitro^, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste— A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (l<f  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  Tti- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  • St.  Louis,  Missouri  63102 
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LOMOTIL 


Each  tablet  and  each  5 cc.  of  liquid  contains : 

diphenoxylate  hydrochloride  ............  2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate 0.025  mg. 


LIQUID /TABLETS 


in  childhood  diarrhea  associated  with:  Gastroenteritis  • Spastic 
bowel  • influenza-like  infections  • Antibiotic  administration 


Lomotil  gets  children  with  diarrhea  off  toast  and  tea  and  back  to  normal  diets  and 
normal  activity  with  gratifying  dispatch. 

Lomotil  slows  the  rapid  propulsion  of  overstimulated  Intestines,  permits  absorp- 
tion of  excess  fluid  and  controls  diarrhea  with  notable  promptness  and  effectiveness. 

Moreover,  lowered  motility  achieved  with  Lomotil  relieves  the  abdominal  cramps 
and  discomfort  so  distressing  to  children. 


Do$age:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 


Chiidren:  Total  Daily  Dosage 


6-12  mo.  .Vz  tsp.  q.i.d.  (4  mg.) 


1- 2yr.  . . .1/2  tsp.  5 times  daily  (5  mg.)  q a i 0 4 

2- 5 yr.  . . .1  tsp.  t.i.d.  (6  mg.)  | | | 

5-8yr.  . . .1  tsp.  q.i.d.  (8  mg.)  | | | | 

8-12 yr.  . .1  tsp.  5 times  daily  (10  mg.)i  I | | | 

Adults:  . .2  tsp.  5 times  daily  (20  fT'g-)||  ||  ||  ||  || 
(or  2 tablets  q.i.d.) 

♦Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the 
initial  daily  dosage. 


Precautions:  Lomotil  is  a Federally  exempt  nar- 
cotic preparation  of  very  low  addictive  potential. 
Recommended  dosages  should  not  be  exceeded, 
and  medication  should  be  kept  out  of  reach  of 
children.  Should  accidental  overdosage  occur 
signs  may  include  severe  respiratory  depression, 
flushing,  lethargy  or  coma,  hypotonic  reflexes, 
nystagmus,  pinpoint  pupils  and  tachycardia. 
Lomotil  should  be  used  with  caution  in  patients 
with  Impaired  hver  function  or  those  taking  ad- 
dicting drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively  uncom- 
mon but  among  those  reported  are  gastrointes- 
tinal irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness,  insomnia,  numb- 
ness of  the  extremities,  headache,  blurring  of 
vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That’s  why  we’re  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — -RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it’s  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 

•I 

Denver,  Colorado  S0215  'i 


MEMBER 


PREMIUM 

QUALITY 


AT  ITS  BEST... 


Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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I Colorado  Medical  Society 

I.  OFFICERS  1966-61 — Terms  of  Officers  and  Committeemen 
1 expire  at  the  Annual  Session  of  the  year  Indicated.  Where  no 
I year  is  indicated  the  term  is  for  one  year  and  expires 
Sept.  23,  1967,  at  the  Annual  Session  in  Colorado  Springs. 
President:  Myron  C.  Waddell,  Denver. 

I President-elect:  Henry  H.  Zeigel,  Collbran. 

Vice  President:  Eugene  B.  Ley,  Pueblo. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitntlonal  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trnstees:  Carl  H.  McLauthlin,  Denver,  1967; 
Kenneth  A.  Platt,  Westminster,  1967;  William  A.  H.  Rettberg, 
; Denver,  1968;  Robert  W.  Ludwick,  Sterling,  1969. 

Delegates  to  the  American  Medical  Association:  Harlan  E. 
McClure,  Lamar,  Dec.  31,  1967  (Alternate,  Vernon  L.  Bolton, 
Colorado  Springs,  Dec.  31,  1967) ; Gatewood  C.  Milligan, 
Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Wltham,  Craig, 
Dec.  31,  1967) ; Kenneth  C.  Sawyer,  Denver,  Dec.  31,  1968 
(Alternate,  Robert  E.  McCurdy,  Denver,  Dec.  31,  1968). 
Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Vice  Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver 
Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS- — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Albert  L.  Vadheim,  Bozeman. 

President-elect:  Alfred  M.  Fulton,  Billings 
Vice  President:  Mark  B.  Listerud,  Wolf  Point. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Hugh  V.  Anderson,  Great  Falls 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings 
Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Albert  L.  Vadheim,  Bozeman;  Alfred 
M.  Fulton,  Billings;  Mark  B.  Listerud,  Wolf  Point;  Oscar  A. 
Swenson,  Sidney;  Hugh  V.  Anderson,  Great  Falls;  Robert  W 
Thometz,  Butte;  Paul  J.  Gans,  Lewistown;  Robert  K.  West, 
Cut  Bank. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal;  Warren 
D.  Bowman,  Jr.,  Billings 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings,  59103.  Office  Telephone  259-2585. 

Standing  Committees 

COMMITTEE  ON  BLOOD:  Elmer  W.  Koneman,  Billings,  Chair- 
I man;  Orville  J.  Andersen,  Helena;  Samuel  Dachs,  Great  Falls; 
Raymond  D.  Grondahl,  Butte;  Bernard  J.  McLaverty,  Missoula; 
William  G.  Shull,  Great  Falls. 

CANCER  COMMITTEE:  Ernest  J.  Eichwald,  Great  Falls.  Chair- 
man; Richard  J.  Best,  Butte;  Roger  H.  Brus,  Libby;  Eugene 
J.  P.  Drouillard,  Missoula:  William  E.  Harris,  Livingston; 
Elmer  W.  Koneman,  Billings;  Richard  E.  Lauritzen,  Great 
Palls;  Fred  M.  Long,  Great  Falls;  Bruce  C.  McIntyre,  White- 
fish;  John  A.  Newman,  Butte;  James  L.  Patterson,  Jr.,  Butte; 
V.  W.  Steele,  Bozeman;  Robert  K.  West,  Cut  Bank. 


ECONOMIC  COMMITTEE:  Hollis  K.  Lefever,  Lewistown, 
Chairman;  Hugh  V.  Anderson,  Great  Falls;  William  F. 
Antonioli,  Butte;  Perry  M.  Berg,  Billings;  Richard  L.  Cole, 
Bozeman;  Allan  L.  Goulding,  Billings;  Everett  R.  Lensink, 
Bozeman:  Neil  I.  Meyer,  Billings;  Wilfred  S.  Miller,  Whltefish; 
George  G.  Sale,  Missoula;  Lloyd  M.  Taylor,  Great  Falls; 
James  R.  Thompson,  Miles  City;  Thomas  A.  Treanor,  Havre. 

FRACTURE  AND  ORTHOPEDIC  COMMITTEE:  Robert  P.  Yost. 
Missoula,  Chairman;  Perry  M.  Berg,  Billings;  Harris  D.  Hanson, 
Helena;  Francis  J.  Kelly,  Bozeman;  John  J.  Lipinskl,  Kaiispell; 
James  R.  Markette,  Cut  Bank;  Howard  I.  Popnoe,  Great  Falls; 
John  C.  Wolgamot,  Great  Falls. 

COMMITTEE  ON  HISTORY  OF  MEDICINE:  Harold  W.  Gregg, 
Butte,  Chairman;  E.  Roy  Grigg,  Bozeman;  Edmund  A.  Welden, 
Lewistown. 

COMMITTEE  ON  HOSPITAL  RELATIONS:  C.  A.  Kirkpatrick, 
Bozeman,  Chairman;  Oscar  W.  Baltrusch,  Billings;  F.  Hanly 
Burton,  Butte;  George  M.  Donich,  Anaconda:  Chester  W. 
Lawson,  Havre;  Bernard  J.  McLaverty,  Missoula. 

INDUSTRIAL  WELFARE  COMMITTEE:  Sterling  R.  Hayward, 
Billings,  Chairman;  L.  H.  Blattspieler,  Helena;  F.  Ervin  King, 
Missoula;  Robert  D.  MacKenzle,  Libby;  John  T.  Whalen, 
Whitefish;  Richard  A.  Whitney,  Forsyth;  Millington  O.  Young, 
Bozeman. 

INTERPROFESSIONAL  RELATIONS  COMMITTEE:  B.  C. 
Farrand,  Jordan,  Chairman;  Richard  S.  Buker,  Jr.,  Chester; 
Deane  C.  Epler,  Bozeman;  William  E.  Hadcock,  Conrad; 
William  E.  Harris,  Livingston;  Carlton  W.  Shaw,  Bozeman; 
C.  H.  Swanson,  Jr.,  Columbus. 

LEGAL  AFFAIRS  COMMITTEE:  F.  D.  Hurd,  Great  Falls, 
Chairman,  1968;  John  R.  Burgess,  Jr.,  Helena,  1967;  Porter  S. 
Cannon,  Conrad,  1969;  Raymond  L.  Eck,  Lewistown,  1968; 
Robert  S.  Hagstrom,  Billings,  1967;  M.  E.  K.  Johnson,  Kaiispell, 
1967;  Harry  W.  Power,  Great  Falls,  1969;  S.  C.  Pratt,  Helena, 
1969;  Allen  N.  Wiseley,  Missoula,  1968. 

SUBCOMMITTEE  ON  CORONER’S  AND  MEDICAL  EXAM- 
INER’S LAWS:  John  P.  Pfaff,  Jr.,  Great  Falls,  Chairman; 
Orville  J.  Andersen,  Helena;  Charles  E.  Magner,  Great  Falls; 
John  A.  Newman,  Butte;  V.  W.  Steele,  Bozeman. 

LEGISLATIVE  COMMITTEE:  Hugh  V.  Anderson,  Great  Falls, 
Chairman;  Warren  D.  Bowman,  Jr.,  Billings;  Harry  C.  Gibson, 
Kaiispell;  Richard  B.  Griffing,  Great  Falls;  Alan  Iddles,  Boze- 
man; James  J.  McCabe,  Helena;  Daniel  E.  Staples,  Butte; 
John  W.  Strizich,  Helena. 

NOTE:  All  members  of  this  Association,  it  is  anticipated,  will 
serve  as  ex-offico  members  of  this  committee  and  will  be 
delegated  to  contact  the  elected  representatives  of  the  Montana 
Legislative  Assembly  and  to  testify  upon  particular  legislative 
measures,  as  necessary,  before  the  appropriate  committee  of 
either  the  Montana  Senate  or  House  of  Representatives. 

MATERNAL  AND  CHILD  WELFARE  COMMITTEE:  Donald 
L.  Gillespie,  Butte,  Chairman;  Thomas  T.  Bednarek,  Billings; 
Paul  R.  Crellin,  Billings;  John  A.  Fisher,  Bozeman;  Bob  E. 
Hulit,  Billings:  R.  Dale  Hunsaker,  Helena;  Marian  A.  Jones, 
Billings;  John  A.  Ross,  Great  Falls;  Harold  C.  Schwartz, 
Missoula;  Robert  A.  Spierling,  Missoula;  S.  Ray  Sumsion, 
Great  Falls;  Marshall  L.  Whitehair,  Bozeman;  Robert  C. 
Whitesitt,  Helena. 

MEDIATION  COMMITTEE:  Mark  B.  Listerud,  Wolf  Point, 
Chairman,  1967;  J.  Kent  Boughn,  Helena,  1967;  James  K.  Cope, 
Forsyth,  1969;  James  E.  Elliott,  Havre,  1969;  John  F.  E\ilton, 
Missoula,  1968;  John  T.  Hurly,  Billings,  1968;  Thomas  C. 
Power,  Great  Falls,  1967;  Warren  H.  Randall,  Miles  City,  1969; 
J.  Jerome  Wlldgen,  Kaiispell,  1968. 

COMMITTEE  ON  MENTAL  HYGIENE:  William  S.  Prunty, 
Bozeman,  Chairman;  George  J.  Gelernter,  Great  Falls;  Donald 
L.  Harr,  Billings;  Gladys  V.  Holmes,  Missoula:  Bryce  G. 
Hughett,  Billings;  William  G.  Tobin,  Helena;  Roger  K.  White, 
Great  Falls;  Stanley  J.  Rogers,  Warm  Springs,  Ex-Officio. 

NOMINATING  COMMITTEE:  Albert  W.  Axley,  Havre,  Chair- 
man, 1967;  M.  .A.  Gold,  Butte,  1970;  M.  E.  K.  Johnson,  Kaiispell, 
1971;  John  A.  Layne,  Great  Falls,  1969;  James  R.  Thompson. 
Miles  City,  1968. 
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PROGRAM  COMMITTEE— 1S61:  John  A.  Evert,  Missoula, 
Chairman;  Eugene  J.  P.  Drouillard,  Missoula;  William  J. 
McDonald,  Missoula;  William  A.  Reynolds,  Missoula;  Robert 
A.  Spierling,  Missoula. 

PROGRAM  COMMITTEE— 1968;  Edward  W.  Gibbs,  Billings, 
Chairman;  Colvin  H.  Agnew,  Billings;  Paul  R.  Crellin, 
Billings;  Elmer  W.  Koneman,  Billings;  Frank  R.  Mohs,  Billings. 

PUBLIC  HEALTH  COMMITTEE:  Alfred  M.  Fulton,  Billings, 
Chairman;  Ernest  J.  Eichwald,  Great  Falls;  B.  C.  Farrand, 
Jordan;  Merle  D.  Fitz,  Scobey;  Donald  L.  Gillespie,  Butte; 
James  F.  Graham,  Libby;  Sterling  R.  Hayward,  Billings; 
C.  A.  Kirkpatrick,  Bozeman;  Hollis  K.  Lefever,  Lewistown; 
Duane  V.  Mohr,  Bozeman;  John  H.  O’Leary,  Havre;  James  L. 
Patterson,  Jr.,  Butte;  Harry  W.  Power,  Great  Falls;  William 
S.  Prunty,  Bozeman;  Robert  P.  Yost,  Missoula. 

PUBLIC  RELATIONS  COMMITTEE;  Richard  C.  Nelson,  Bil- 
lings, Chairman;  John  M.  Fritts,  Missoula;  William  E.  Hadcock, 
Conrad;  Donald  L.  Harr,  Billings;  John  W.  McMahon,  Helena; 
George  A.  Sexton,  Great  Falls;  David  E.  Siewert,  Bozeman; 
C.  H.  Swanson,  Jr.,  Columbus. 

RHEUMATIC  FEVER  AND  HEART  COMMITTEE:  Hollis  K. 
Lefever,  Lewistown,  Chairman;  Harold  A.  Braun,  Missoula; 
Lawrence  A.  Campodonico,  Miles  City;  Roger  W.  Clapp, 
Butte;  Thomas  R.  Clemons,  Livingston;  John  A.  Curtis,  Great 
Falls;  Deane  C.  Epler,  Bozeman;  Frank  J.  Friden,  Great  Falls; 
Frank  R.  Mohs,  Billings;  Malcolm  D.  Winter,  Jr.,  Miles  City; 
Mary  E.  Soules,  Helena,  Ex-Officio. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  COMMITTEE: 
Eugene  J.  P.  Drouillard,  Missoula,  Chairman,  1987;  Harold  C. 
Habein,  Billings,  1970;  John  G.  Kane,  Butte,  1969;  George  J. 
Moffitt,  Livingston,  1971;  J.  Jerome  Wildgen,  Kalispell,  1968; 
A.  L.  Vadheim,  Bozeman,  and  Oscar  A.  Swenson,  Sidney, 
Ex-Officio. 

RURAL  HEALTH  COMMITTEE:  Merle  D.  Fitz,  Scobey,  Chair- 
man; B.  C.  Farrand,  Jordan;  Vernon  D.  Standish,  Big  Timber; 
Gaylen  J.  Stoner,  Plentywood;  C.  H.  Swanson,  Jr.,  Columbus. 

TUBERCULOSIS  COMMITTEE:  Harry  W.  Power,  Great  Falls, 
Chairman;  Richard  L.  Cole,  Bozeman;  John  M.  Fritts,  Missoula; 
William  S.  Harper,  Helena;  Edward  L.  King,  Manhattan; 
Arthur  C.  Knight,  Deer  Lodge;  John  H.  Schaeffer,  Billings; 
Lloyd  M.  Taylor,  Great  Falls;  Mary  E.  Soules,  Helena,  Ex- 
Officio. 

Special  Committees 

COMMITTEE  ON  AGING:  F.  John  Allaire,  Great  Falls,  Chair- 
man; C.  George  DeBelly,  Columbus;  John  F.  Fulton,  Missoula; 
Ross  E.  Lemire,  Jr.,  Billings;  Malcolm  D.  Winter,  Jr.,  Miles 
City. 

ARTHRITIS  AND  RHEUMATISM  COMMITTEE:  John  W. 
Strizich,  Helena,  Chairman;  I'.  Hughes  Crago,  Great  Falls; 
George  M.  Donich,  Anaconda;  James  E.  Gouaux,  Missoula; 
James  L.  Patterson,  Jr.,  Butte. 

AD  HOC  COMMITTEE  ON  BYLAWS:  John  A.  Layne,  Great 
Falls,  Chairman;  Leonard  W.  Brewer,  Missoula;  Herbert  T. 
Caraway,  Billings. 

COMMITTEE  ON  CONTRACT  NEGOTIATION:  Allan  L. 
Goulding,  Billings,  Chairman;  Albert  W.  Axley,  Havre; 
Leonard  W.  Brewer,  Missoula;  James  K.  Cope,  Forsyth;  John 
A.  Evert,  Missoula;  George  H.  Gould,  Kalispell;  Edwin  C. 
Segard,  Billings;  James  J.  Shea,  Great  Falls;  Robert  W. 
Thometz,  Butte. 

COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICE:  Duane 
V.  Mohr,  Bozeman,  Chairman;  Edward  E.  Bertagnolli,  Man- 
hattan; Matthew  W.  Calvert,  Laurel;  Yoklchi  Itoh,  Livingston; 
James  D.  Morrison,  Billings;  Leonard  J.  Rotondi,  Butte; 
Vernon  D.  Standish,  Big  Timber. 

COMMITTEE  ON  HIGHWAY  SAFETY:  Thomas  R.  Clemons, 
Livingston,  Chairman;  Leonard  M.  Benjamin,  Deer  Lodge; 
Donald  H.  Cheever,  Bozeman;  Robert  G.  Kroeze,  Butte; 
Edward  C.  Maronick,  Helena;  Warren  J.  McKinstry,  Missoula. 

COMMITTEE  ON  INDIAN  HEALTH:  Ward  E.  Benkelman, 
Poison,  Chairman;  James  E.  Elliott,  Havre;  Alan  Fletcher, 
Poplar;  Arthur  C.  Knight,  Deer  Lodge;  Mark  B.  Listerud, 
Wolf  Point;  Robert  F.  Stanchfield,  Shelby;  Edward  M. 
Urbanich.  Great  Falls;  Robert  R.  Whiting,  Jr.,  Hardin. 


ADVISORY  COMMITTEE  TO  THE  INDUSTRIAL  ACCIDENT 
BOARD:  James  J.  McCabe,  Helena,  Chairman;  Harris  D. 
Hanson,  Helena;  Arthur  R.  Kintner,  Missoula;  Raymond  O. 
Lewis,  Helena;  Robert  F.  Muller,  Kalispell. 

AD  HOC  COMMITTEE  ON  INTEREST  AND  PARTICIPATION 
IN  THE  MONTANA  MEDICAL  ASSOCIATION:  Wyman  J. 
Roberts,  Great  Falls,  Chairman;  Albert  W.  Axley,  Havre; 
Perry  M.  Berg,  Billings;  Paul  J.  Gans,  Lewistown;  Donald  L. 
Gillespie,  Butte;  Everett  H.  Lindstrom,  Helena;  Harry  W. 
Power,  Great  Falls;  George  G.  Sale,  Missoula. 

COMMITTEE  ON  THE  MEDICAL  ASPECTS  OF  SPORTS: 
Edward  J.  Purdey,  Bozeman,  Chairman;  Walter  F.  Anderson, 
Billings;  Matthew  W.  Calvert,  Laurel;  Joseph  P.  Fraser, 
Lewistown;  Harry  C.  Gibson,  Kalispell;  John  R.  Halseth, 
Great  Falls;  John  C.  Hanley,  Great  Falls;  Sidney  J.  Hayes, 
Billings;  James  E.  McGreevey,  Butte;  George  W.  Nelson, 
Billings;  Bruce  C.  McIntyre,  Whitefish;  George  D.  Waller, 
Cut  Bank. 

COMMITTEE  ON  CONTINUING  MEDICAL  EDUCATION: 
George  J.  Moffitt,  Livingston,  Chairman;  Leonard  W.  Brewer, 
Missoula;  John  T.  Hurly,  Billings;  Frank  L.  McPhail,  Great 
Falls;  James  L.  Patterson,  Jr.,  Butte;  Roger  K.  White,  Great 
Falls. 

LIAISON  COMMITTEE  TO  THE  MONTANA  OSTEOPATHIC 
ASSOCIATION:  Everett  H.  Lindstrom,  Helena,  Chairman; 
James  J.  Bulger,  Great  Falls;  Raymond  L.  Eck,  Lewistown. 
COMMITTEE  ON  NATIONAL  LEGISLATION:  David  Gregory. 
Glasgow,  Chairman;  C.  H.  Fredrickson,  Kalispell;  Frank  L. 
McPhail,  Great  Falls. 

ADVISORY  COMMITTEE  ON  STATE  INSTITUTIONS:  David 
Gregory,  Glasgow,  Chairman;  Gordon  A.  Anderson,  Deer 
Lodge;  Terrance  D.  Callan,  Anaconda;  George  J.  Gelernter, 
Great  Falls;  Bryce  G.  Hughett,  Billings;  Robert  W.  Poundstone, 
Dillon;  Roger  K.  White,  Great  Falls. 

Nevada  State  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  William  M.  Tappan,  Reno. 

President-elect:  Richard  A.  Petty,  Carson  City. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Immediate  Past  President:  Joseph  M.  George,  Jr.,  Las  Vegas. 
Delegate  to  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Scientific  Editor  for  Nevada.  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 

Journal;  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane. 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1967  Annual  Session. 

President:  Tom  L.  Carr,  Albuquerque. 

President-Elect:  Emmit  M.  Jennings,  Roswell. 

Vice  President:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Robert  P.  Beaudette,  Raton 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Councilors  for  Three  Years:  Don  R.  Clark,  Roswell;  Alvin  S. 
Hartz,  Farmington;  Samuel  E.  Neff,  Clovis. 

Councilors  for  Two  Years:  Harry  D.  Ellis,  Santa  Fe;  Armin 
T.  Keil,  Raton. 

Councilors  for  One  Year:  W.  W.  Kridelbaugh,  Albuquerque; 
Richard  C.  Sherman,  Alamogordo. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 

Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 

Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 
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Rocky  Mountain  Medical  Journal 


Utah  State  Medical  Associaiion 

OFFICERS — 19(>6-(iT — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Wliere  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Paul  A.  Clayton.  Salt  Lake  City 

President-elect:  Drew  M.  Petersen,  Ogden 

Past  President:  L.  V.  Broadbent,  Cedar  City 

Honorary  President:  Juel  E.  Trowbridge,  Bountiful 

Secretary  ’67;  Rus»Sll  M.  Nelson,  Salt  Lake  City 

Treasurer  ’69:  Ralph  C.  Richards,  Salt  Lake  City 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo 

President,  Medical  Service  Bureau:  Wilford  G.  Biesingei . 

Springville 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan 
Alternate  Speaker,  House  of  Delegates:  William  R. 
Christensen.  Salt  Lake  City 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Alan  E. 
Lindsay,  Salt  Lake  City 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL  5-7477. 


Wyoming  State  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Ray  K.  Christensen,  Powell 
President-elect:  Laurence  W.  Greene,  Jr.,  Laramie 
Vice  President:  Henry  N.  Stephenson,  Newcastle 
Secretary:  Raymond  E.  Kunkel,  Thermopolis 
Treasurer:  Elmer  S.  McKay,  Lander 
Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler. 
Casper 

Speaker  of  the  House:  John  H.  Froyd,  Worland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Mr.  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.  O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 


THE  EMORY  JOHN  BRADY  HOSPITAL 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Lahoratoiy  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Conde,  M.D. 

Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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WANT  ADS 


NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,000  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
466-6111.  1-3-TFB 


OFFICE  SUITES  AVAILABLE — 1000  sq.  ft.,  consultation  room, 
three  examining  rooms,  business  area  and  waiting  room, 
near  hospital  in  Casper,  Wyoming.  Community  active  medically 
with  enlarging  hospital.  Inquire  C.  Robertson,  1150  Payne 
Ave.,  Casper,  Wyo.  Phone  307-234-1442  2-2-5B 


RITTER  examining  table — used.  In  good  condition.  $700.00. 
Call  Mrs.  Chauncey  Hager,  322-9359,  Denver.  2-3-TF 


PRIME  LOCATION  EVERGREEN,  COLORADO  ACREAGE. 

Lot  sizes  one  acre  and  over.  Jefferson  County  approved 
subdivision.  County  maintained  roads.  Fabulous  view  of 
Denver  and  high  range.  Homes  in  process,  invest  or  build. 
Protective  covenants.  Private  party.  Phone  466-3813  or 
SK  6-6826  after  6.  3-11-3B 


YOUNG  GROWING  PARTNERSHIP,  2 GPs  and  Board  Sur- 
geon seeks  GP  and/or  Surgeon  with  Chest  Qualifications. 
New  air  conditioned  building,  modern  lab  and  X-ray  facilities. 
Growing  southwestern  New  Mexico  city  of  9,000,  drawing 
area  30,000.  Accredited  hospital.  Four  year  university.  Objec- 
tive full  partnership.  Salary  during  trial  period.  Contact  Drs. 
Cobb-Walsh-Wille,  114  W.  11th  St.,  Silver  City,  N.  M.  Area 
Code  505-538-2981.  3-9-6 


HUMBUG  HOUSE  is  a curiously  spacious  Victorian  in 
BRECKENRIDGE,  Colorado,  an  ideal  summer  retreat  for 
the  busy  physician  with  a large  family  who  yearns  for  a week 
in  an  old  mountain  town.  There  are  4 bedrooms,  2 baths, 
and  NO  PHONE.  Breckenridge  is  in  the  center  of  the  high 
country,  nestled  in  the  axilla  of  the  Rocky  Mountains  just 
minutes  from  ghost  towns,  jeep  trails,  high  passes,  glacier 
lakes  and  in  the  midst  of  millions  of  wild  flowers.  Write  to 
Joe  Butterfield,  M.D.,  2198  South  Jackson,  Denver.  4-1-2B 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 


OUTSTANDING  OPPORTUNITY  for  physician  to  join  busy 
four-man  general  group  in  Torrington,  Wyoming.  Salary 
arrangement  for  one  year  followed  by  full  partnership  in  two 
additional  years.  Initial  salary  based  on  previous  experience. 
John  B.  Krahl,  M.D.,  Joe  R.  Volk,  Jr.,  M.D.,  Kayo  Smith,  M.D., 
Gerald  Rounsborg,  M.D.  4-2-3 


ASSOCIATE  WANTED  FOR  GENERAL  PRACTITIONER. 

Office  adjacent  to  well  equipped  hospital;  generous  financial 
arrangement:  early  partnership.  Skiing  and  hunting  nearby. 
Reply  to  A.  N.  Spencer,  M.D.,  Box  847,  Carrizozo,  New  Mexico 
88301.  3-12-4 


WANTED — GENERAL  PRACTITIONER  to  assume  a busy  solo 
practice  July  1.  Large  gross  income.  Most  beautiful  part  of 
Colorado,  one  hour  from  Denver.  Fully  accredited  hospital 
nearby.  Reply  to  Box  3-4-3,  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Avenue,  Denver,  Colorado  80218.  3-4-3 


THREE  PROFESSIONAL  StHTES  for  M.D.’s  in  Medical  Wing 
of  new  building.  Has  reception-waiting  room,  panelled  office 
and  several  examining  rooms.  Air  conditioned,  janitorial 
services  supplied.  Park  Hill  Business  Center,  2810-2850  East 
Pikes  Peak  Ave.,  Colorado  Springs,  Colo.  Phone  633-8641, 
write  to  2848  Country  Club  Drive,  Colorado  Springs,  Colorado. 

5-8-3B 


WANTED:  General  Practitioner  to  take  over  fully  equipped 
and  air  conditioned  ground  floor  office  of  recently  deceased 
M.D.  Two  fully  accredited  100  bed  hospitals,  center  of  large 
wheat  and  cattle  country  and  division  point  of  Great  Northern 
Railway.  Can  rotate  weekends  off  with  three  other  GP’s. 
Reply  to  Office  of  N.  A.  Franken,  M.D.,  Medical  Arts  Building, 
Havre,  Montana.  5-7-1 


ONE  SUITE  LEFT — In  established  Cherry  Creek  Medical  & 
Dental  Bldg. — has  complete  most  modem  laboratory  and 
X-ray  facilities.  May  be  leased  or  purchased  with  minimal 
investment.  128  Steele  Street,  Denver  80206,  Phone  388-2409. 

5-6-lB 


FOR  SALE:  Furnished  Chalet  (Duplex)  Matterhorn  Village, 
Vail,  Colorado.  By  Owner.  Box  5-4-lB,  Rocky  Mountain 
Medical  Journal,  1809  East  18th  Ave.,  Denver,  Colorado  80218. 

5-4-lB 


EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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COMPLETING  INTERNSHIP  at  Hennepin  County  General 
Hospital  July  1,  1967.  35  years  old,  service  obligation  com- 
pleted. Desire  position  in  small  group  practice  with  surgery 
as  qualified.  Particularly  interested  in  Colorado  and  Montana. 
Contact  Robert  Nelson.  Hennepin  County  General  Hospital, 
Minneapolis,  Minnesota.  Write  only.  5-5-2B 


FOR  SALE— R.  C.  ALLEN  POSTING  MACHINE.  Complete 
bookkeeping  system.  Also  Pegboard  Bookkeeping  system. 
For  information,  contact  office  of  Drs.  Huff,  Rossa  and  Van 
Buskirk,  3600  South  Logan,  Englewood.  Colorado.  Telephone 
761-0901.  5-3-1 


ESTABLISHED  INTERNAL  MEDICINE  PRACTICE  for  sale. 

Eastern  slope  Colorado  community.  Expected  net  income  for 
first  year  would  be  in  the  neighborhood  of  $30,000.  Office 
facilities  and  entire  practice  equipment  for  sale  and  records 
available.  Reply  to  Box  5-2-1,  Rocky  Mountain  Medical 
Journal,  1809  East  18th  Ave.,  Denver,  Colorado  80218.  5-2-1 


CERTIFIED,  UNIVERSITY-TRAINED  SURGEON  desires  posi- 
tion, preferably  group  offering  opportunity  for  busy  practice. 
Experience  in  solo  and  group  practice.  Reply  to  Box  5-1-2B, 
Rocky  Mountain  Medical  Journal,  1809  E.  18th  Ave.,  Denver, 
Colorado  80218.  5-1-2B 


SELF-EMPLOYED 
RETIREMENT 
TAX  ADVANTAGE 

Call 

Lou  Lagrave 

Serving  Medical  Profession 
Over  Twenty  Years 

Hilton  Hotel  Bldg. 
Albuquerque,  N.  M.  247-4045 

Rauscher  Pierce  Securities  Corp. 


Member  New  York  Stock  Exchange  and  other  leading 
Exchanges 


DENVER’S  GREEN  MOUNTAIN 
SUBURB  NEEDS  DOCTORS 

The  Green  Mountain  Medical  Center  has  the  Space 
1500  families  Ideal  Location 

We  offer  you  the  best  package  in  town 
* All  Partitioning 

* All  Utilities  and  Maintenance 
* Air  Conditioning 

• Electric  Typewriter 

* Adding  Machine 

NO  RENT  UNTIL  JANUARY  1,  1968 

For  information  call  985-1236  or  825-2293 
15  minutes  from  downtown  and  hospitals 
Write  Suite  203,  Green  Mountain  Medical  Center 
345  So.  Union  Blvd.  et  Alameda 
Denver,  Colorado  80228 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  In  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

/^\ 

309  1 6th  Street  f /mm\  j Telephone 

Denver  80202  534-8714 


You 

Can 

Order 

REPRINTS 

of  any  feature  or  advertisement 
appearing  in 

The  Rocky  Mountain  Medical  Journal. 

Orders  must  be  placed  within  15  days  after 
date  of  publication.  Minimum  charge  applies 
for  100  copies  or  less. 

The  cost  is  very  reasonable. 

For  further  information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 
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You  Know  How  Sickness  or  Accident 
Can  Hurt  a Family  Financially  . . . 


As  a doctor,  you've  seen  far  too  often  what  a 
disastrous  effect  the  loss  of  income  can  have  on 
a family  when  the  breadwinner  is  disabled. 

When  sickness  or  accident  strikes  you,  how  will 
you  provide  for  your  family's  welfare?  There's  a 


low-cost  way  — through  the  Colorado  Medical 
Society's  approved  Income  Protection  plan.  Pays 
you  up  to  $800.00  a month  when  sickness  or 
accident  keeps  you  from  practicing  your  profes- 
sion. For  complete  information,  mail  the  coupon 
below  today! 


underwritten  by 


Mutual  (({ 

OF  OMAHA 


I 

I 

I 

I 


Vincent  Anderson  Agency 
Snd  Floor,  Railway  Exchange  Bldg. 

Denver,  Colorado  80202 

Please  rush  information  on  the  Colorado  Medicol  Society 
Income  Protection  Plan. 


Mutuol  of  Omaha  Insurance  Company 
Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office;  Omaha,  Nebraska 

5-11-67 
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PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

• 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press^  Inc.  Seso  S tr 

1830  CURTIS  DENVER  534-4257 


HIRSCHFELD’S 

rwuuMwic,  \y^c. 

Speer  at  Acoma  • Denver  • 534-0631 


r Discriminating  Doctors 
everywhere  specify 

SXEELCASE 

Custonn  Line 

Office  Furniture 

Doctors  are  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  In  soon— or  phone  and  our  representative  will  call 
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BROADMOOR 


for  the  pure  pleasure  of  it  all. 

^"'Bro^dmoor 

Colorado  Springs,  Colo. 


Prompt,  professional  service  24  hours 
a day,  every  day!  A complete  line  of 
hospital  beds,  wheelchairs,  traction 
equipment,  oxygen,  crutches,  walkers, 
commodes,  lamps,  whirlpools  — every- 
thing to  help  patients  get  well  faster. 

We  Process  MEDICARE  Equipment  Claims 

DENVER 

733-5521 

350  Broadway 

COLORADO  SPRINGS 

473-3230 

333  N.  Circle  Drive 

Franchise  Holder 

ALBUQUERQUE 
268-6736  (Days) 

137  San  Pedro  Drive  N.E. 

Franchise  Holder 


®e  places  to  send  your  ophthalmic  patients 

—with  confidence! 


^ Qualified  dispensers  Finest,  first  quality  lenses 
^ Wide  selection  of  frames  at  various  prices 


I DENVER 

I 218  16th  St 222-2611 

I 1955  Penn 255-7979 

^ Franklin  Medical  Center 

I 2045  Franklin 623-8181 

I 1801  High 355-1815 


303  Josephine 355-0033 

2465  S.  Downing 777-2424 

LITTLETON 

6200  S.  Broadway 798-6888 


\ 


AURORA 

1 

10115  E.  Colfax 

...366-1307 

1 

LAKEWOOD 

1 

2530  Youngfield 

. ..233-9093 

1 

BOULDER 

1 

Medical  Arts  Bldg. 
1136  Alpine 

. . .444-2770 

1 

\ 
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IT'S  SMART  TO 


Shadford  * Fletcher 

DIVISION  OF  BENSON'S 

RELY  ON  ® QUALITY  EYEWEAR 
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whatever  their  color 


shape,  or  size... 

Benadryl 


(diplieniiydramiiietiydrocfilorifle) 

PARKE-DAVIS 


for  control  of 
allergic  symptoms 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatic  relief  with 
BENADRYL— the  potent  antihistamine  with  antispas- 
modic  action.  INDICATiONS:  Antihistaminic,  anti- 
spasmodic,  antitussive,  and  antiemetic  therapy. 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, or  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 

The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride. ADVERSE  REACTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 

BENADRYL  is  available  in  Kapseals®  of  50  mg.  and 
Capsules  of  25  mg.  sues? 


PARKE-DAVIS 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  hulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.®’  ® 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request 
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Soyalac  solves  the  problem 


...and  BABY  APPROVES  ! 

Baby  has  a thing  or  two  to  say  about  a hypo-allergenic,  milk- 
free  diet! 

Soyalac  is  the  good-tasting,  fibre-free  formula  that  infants  read- 
ily accept.  The  exclusive  Soyalac  process  results  in  a consist- 
ency much  like  milk,  with  a light,  creamy  color  — and  nut-like 
flavor  but  without  a trace  of  sediment. 

Soyalac  satisfies  the  infant.  Strikingly  similar  to  mother’s  milk, 
it  provides  protein  of  high  biologic  value  and  balanced  nutri- 
ents. Clinical  data  furnish  evidence  of  Soyalac’s  excellence  in 
promoting  normal  growth  and  development. 
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Soyalac 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


a product  of 

LOMA  L.INDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA  -- 
Mount  Vernon,  Ohto,  U.  S.  A. 
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In  managing  tense,  anxious  patients 
here’s  one  combination  that  makes  sense:  j 
your  understanding  counsel 

and  Serax® 

(oxazepam)  Wyeth 


When  prescribing,  carefully  observe 
dosage  recommendations  and 
appropriate  precautions,  especially 
as  pertaining  to  the  elderly  (see 
Wyeth  literature  or  PDR  as  well  as 
"IN  BRIEF”  below). 

IN  BRIEF. 

Contraindications:  History  of  previous 
hypersensitivity  to  oxazepam.  Oxazepam  is 
not  indicated  in  psychoses. 

Precautions:  Hypotensive  reactions  are 
rare,  but  use  with  caution  where  complica- 
tions could  ensue  from  a fall  in  blood 
pressure,  especially  in  the  elderly.  With- 
drawal symptoms  upon  discontinuation 
have  been  noted  in  some  patients  exhibiting 
drug  dependence  through  chronic  over- 
dose. Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to 
overdose:  excessive,  prolonged  use  in 
susceptible  patients  (alcoholics,  ex-addicts, 
etc.)  may  result  in  dependence  or  habitua- 
tion. Reduce  dosage  gradually  after  pro- 
longed excessive  dosage  to  avoid  possible 
epileptiform  seizures.  Withdrawal  symp- 
toms following  abrupt  discontinuance  are 
similar  to  those  seen  with  barbiturates. 
Caution  patients  against  driving  or  oper- 
ating machinery  until  absence  of  drowsiness 
or  dizziness  is  ascertained.  Warn  patients 
of  possible  reduction  in  alcohol  tolerance. 
Safety  for  use  in  pregnancy  has  not 
been  established. 

Not  indicated  in  children  under  6 years; 
absolute  dosage  for  6-  to  12-year-olds- 
not  established. 

Side  Effects:  Therapy-interrupting  side 
effects  are  rare.  Transient  mild  drowsiness 
is  common  initially;  if  persistent,  reduce 
dosage.  Dizziness,  vertigo  and  headache 
have  also  occurred  infrequently;  syncope, 
rarely.  Mild  paradoxical  reactions  (excite- 
ment, stimulation  of  affect)  are  reported 
in  psychiatric  patients.  Minor  diffuse  rashes 
(morbilliform,  urticarial  and  maculopapular) 
are  rare.  Nausea,  lethargy,  edema,  slurred 
speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage 
reduction.  Although  rare,  leucopenia  and 
hepatic  dysfunction  including  jaundice 
have  been  reported  duringtherapy.  Periodic 
blood  counts  and  liver  function  tests  are 
advised.  Ataxia,  reported  rarely,  does  not 
appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related 
compounds,  are  not  yet  reported:  para- 
doxical excitation  with  severe  rage  reac- 
tions, hallucinations,  menstrual  irregular- 
ities, change  in  EEG  pattern,  blood 
dyscrasias  (including agranulocytosis),  blur- 
red vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever  and  euphoria. 

Availability:  Capsules  of  10,  15  and  30 
mg.  oxazepam. 

Photograph  posed  by  professional  models. 
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To  help  you  relieve  anxiety  and  tension 

Serair 

(oxazepam) 

Wyeth  Laboratories  Philadelphia.  Pa 


DICKENS* 


in  Pickwick  Papers 


IS  THE  FIRST  RECORDED  CASE  OF 
OBESITY  WITH  NARCOLEPSY 

DR.  C.  SIDNEY  BURNELL  COINED  THE  , 
TERM  "PICKWICKIAN  SYNDROME" IN  1955! 


"T^Cost  of 

mm  EXTINTABS 

IS  APPROXIMAFELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 


AN  mPORTANT  mCTW , 

m itm-mm  rmmPY/ 


in  En^isfgr^llS 


RECORD  FOR  EATING 


DAKIN6 

MATTHSW^^  12 

WHO,  m 1743, 
ODieUMED  384  LBS. 
OF  FOOD  W , 
SIX  DAYS' 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOS) 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR'2 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (I  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indicationss  Amba ; 
® suppresses  appetite  and  helps  offset  emc  j 
tional  reactions  to  dieting.  Contraindlca  | 
tions:  Hypersensitivity  to  barbiturates  o 
sympathomimetics;  patients  with  advancei 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau 
tion  in  the  presence  of  cardiovascular  disease  or  hypertensior 
Side  Effects:  Nervousness  or  excitement  occasionally  notec  ’ 
but  usually  infrequent  at  recommended  dosages.  Slight  drows 
iness  has  been  reported  rarely.  See  package  insert  for  furthe 
details.  a.  h.  robins  company,  AH 


RICHMOND,  VA.  23220 


I'l^OBIN! 


In  peptic  ulcer.. 

antacid 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS- 
FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE- 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains;  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg. ; simethicone,  20  mg.  Dosage : one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 


Stuart 
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Geigy 


Tandearil*  helps  osteoarthritic 
oxyphenbutazone  jojnts  iTiove  again 


3 out  of  4 osteoarthritics  com- 

pletely  or  markedly  improved 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary. 

Sperling,  I.L.:  3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6:117,  1964. 

76.9%  of  407  patients 

TA-4919  PC 

Watts.  T.W..  Jr.:  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone, Clin.  Med.  73:65,  1966. 

84.6%  of  39  patients 

Tandearir 

oxyphenbutazone 


Therapeutic  Eltects:Jan6ean\  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal,  hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsiey,  New  York 


You 

Can 

Order 

REPRINTS 

of  any  feature  or  advertisement 
appearing  in 

The  Rocky  Mountain  Medical  Journal. 

Orders  must  be  placed  within  15  days  after 
date  of  publication.  Minimum  charge  applies 
for  100  copies  or  less. 

The  cost  is  very  reasonable. 

For  further  information  write  to — 

The  Roeky  Mountain 
Medieal  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 


PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 


EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc.  Keso  vogur 

1830  CURTIS  DENVER  534-4257 
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"‘When  I couldn’t  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you,  Doc.” 
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Maybe  he  doesn't  know  when  he's  well  off.  But 
you  might  want  to  prescribe  long-acting  Nova- 
histine  LP  anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  day  and  night  relief  by  helping 
to  clear  congested  air  passages  for  normal,  free 
breathing.  Novahistine  LP  is  formulated  to  provide 
continuous  therapeutic  effect  for  8 to  12  hours. 
The  decongestant  ingredients  help  restore  normal 
mucus  secretion  and  ciliary  activity— physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINriP 


PITMAIM-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


mme  site  of;«g 
(where  it  cot^B 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^  ^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations. Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone. 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 

700121 


Erythromycin  Estolate 


{ See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description : Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci ) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  i 
characterized  by  increased  direct-reacting  bilirubin,  ek  .( 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cej  \ 
flocculation  and  thymol  turbidity  tests,  elevated  serum  gk  [ 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  an  i 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  h,  i 
been  reported  in  other  patients  taking  prolonged  courses  t 
medication.  Patients  with  chronic  infection  have  been  give  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  month  a 
patients  with  rheumatic  fever  have  taken  prophylactic  do  j 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  gn  ^ 
144  patients  who  received  the  drug  daily  for  two  years,  no  j 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  i 
patients’  families,  who  were  not  taking  the  drug,  had  ep ) 
of  jaundice  during  the  study  period. 

'Transaminase  and  serum  alkaline  phosphatase  levels  i 
determined  in  a group  of  fifty-four  adults  and  children  wh  ; 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  mon  i 
rheumatic  fever  prophylaxis.  The  results  were  comparec  j 
those  of  a similar  group  of  forty-four  patients  who  receive  ) 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Ele  I 
of  SGPTand  serum  alkaline  phosphatase  levels  during  the': 
of  treatment  was  observed  in  one  patient  treated  with  1 1 
and  in  two  patients  treated  with  penicillin.  Seven  other  pa 
in  the  group  receiving  Ilosone  and  four  others  in  the  per 
group  showed  elevations  in  one  of  the  tests  at  some  time  c: 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity, 
reported  in  102  pediatric  patients  who  received  short-term 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus 
tions.  Results  of  liver  function  tests  in  these  patients  werr 
parable  to  those  in  a similar  control  group  who  had  re 
penicillin.  ' 

Gastro-intestinal  disturbances  not  associated  with  hepa 
fects  are  observed  in  a small  proportion  of  individuals  as  a 
of  a local  stimulating  effect  of  the  medication  on  the  alimt 
tract;  however,  the  normal  intestinal  gram-negative  bai 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  t 
of  erythromycin,  there  have  been  occasional  reports  of  urti 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  o 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  houi 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushe 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  ( 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythro 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dos 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to 
days.  Close  follow-up  of  the  patient  is  necessary  since  er 
mycin  drugs  have  not  had  adequate  evaluation  in  all  sta 
syphilis.  Examinations  of  spinal  fluid  are  recommended  a 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  da; 
recommended.  In  the  treatment  of  gonorrhea,  patients  ^ 
suspected  lesion  of  syphilis  should  have  a dark-field  exami 
before  receiving  antibiotics,  and  monthly  serologic  tests  f 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  2* 
(equivalent  to  base) , in  bottles  of  24  and  100. 

'Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  ! 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.E,  125  mg.  (equi' 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  pad 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.,  2i7;6!! 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  I2:Z9i 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  259.198, 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis,  Indiana  ^6206. 
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B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  Bj  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B,  (Riboflavin)  10  mg 

Vitamin  B,  (Pyridoxine  HCI)  2 mg 

Vitamin  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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INFLAMMATION 


t 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
I comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
‘ mine)  take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
[These  toxins,  in  turn,  cause  disinte- 
Igration  of  other  cells  (such  as  fibro- 
1 blasts)  and  the  release  of  additional 
I toxic  material.  Capillaries,  too,  take 
I up  water  and  leak  unformed  blood 
'elements,  causing  edema.  And  poly- 
(morphonuclears,  lymphocytes  and 
jjperithelial  cells  invade  the  inflamed 
[jsite.  As  a result  of  all  these  changes, 
Ithe  cellular  environment  reaches  a 
i state  of  turmoil. 

1 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  ( after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications.  precautians^d^^MEitl^Mnddtm^ 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


Hydrocortisone 


Fluocinolone  Acetonide 


(Synalar) 

□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
17-a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 

L 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 


# 

% 

• 

m 

m 

0 

# 

« 

m. 

m 

• 

* 

• 

• 

4^ 

C#' 

€t 

m 

ff 

% 

• 

• 

m 

C/' 

m 

• 

m 

m 

m 

m 

# 

% 

% 

• 

• 

• 

<• 

m 

• 

* 

# 

m 

* 

» 

# 

• 

% 

# 

m 

• 

• 

m 

% 

n 

The  Thymus  Involution  AssaV"^ 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


The  Antigranuloma  Assay^”*  also 
utilizes  adrenalectomized  rats.  Graii 
ulomas  are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  oi 
granuloma  formation  achieves 
with  hydrocortisone  and  Synalai 
(fluocinolone  acetonide).  Untreatec 
controls  (A)  show  large,  red  gram 
lomas  adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  anc 
Group  C,  receiving  fluocinolone  act 
tonide,  show  little,  if  any,  granulomi 
formation.  Fluocinolone  acetonidt 
produced  the  same  effect  as  hydre 
cortisone  with  only  1/ 500th  the  dost 
This  assay,  as  well  as  the  thymu( 
involution  assay,  measures  systemii 
rather  than  topical  corticosteroid  ai 
tivity.  Nevertheless,  results  by  thes( 
methods  correlate  well  with  other  a 
says  and  with  the  milligram  potej 
cies  of  topical  steroids  in  curren 
clinical  use. 


Worldwide 
clinical 
experience 
coniirms  the 
predictable 
therapeutic 
potential  of 
Synalar 


t is  particularly  gratifying  that  the 
•romise  of  the  advanced  chemical 
lesign  and  high  order  of  bioassay  ac- 
ivity  of  Synalar  (fluocinolone  ace- 
onide)  has  been  confirmed  by 
ddespread  therapeutic  application, 
ndeed,  the  impressive  clinical  re- 
ponse  rate  of  Synalar  has  been  docu- 
aented  in  no  fewer  than  232  papers 
rom  22  countries. 


Representative  Clinical  Results  with  Synalar* 


Efficacy  Documented  in  over  4,(M)0  Patients 

Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Irnprovcmenff 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

‘Complete  bibliography  on  request.  tExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


’BESCRIBING  INFORMATION 
'or  initiation  of  therapy:  Cream  0.025%, 
and  15  Gm.  tubes,  425  Gm.  jars;  for 
mollient  effect:  Ointment  0.025%,  15 
fm.  tubes;  for  maintenance  therapy: 
I'ream  0.01%,  15  and  45  Gm.  tubes,  120 
Im.  jars;  for  intertriginous  or  hairy 
ites:  Solution  0.01%,  20  cc.  and  60  cc. 
lastic  squeeze  bottles;  for  infected  in- 
ammatory  dermatoses:  Neo-Synalar® 

* fream  (0.025%  fluocinolone  acetonide, 
0 feomycin  sulfate,  equivalent  to  0.35% 
ei  reomycin  base),  5 and  15  Gm.  tubes, 
al  'ONTRAiNDiCATiONS:  Tliberculous,  fungal, 
jij-ad  most  viral  lesions  of  the  skin,  (in- 
j ||hding  herpes  simplex,  vaccinia,  and 
iaricella).  Not  for  ophthalmic  use.  Con- 
'aindicated  in  individuals  with  a his- 

lj(  *1 

)ry  of  hypersensitivity  to  any  of  the 
bmponents.  Precautions:  Synalar  prep- 
® ‘rations  are  virtually  nonsensitizing  and 
iii  Onirritating.  However,  the  solution  may 
1®  iroduce  burning  or  stinging  when  ap- 
jj(  ilied  to  denuded  or  fissured  areas.  In 
jj;  .)me  patients  with  dry  lesions,  the  solu- 
■ Lon  may  increase  drymess,  scaling  or 
iching.  WhOe  topical  steroids  have  not 
*1  Jen  reported  to  have  an  adverse  effect 
I pregnancy,  the  safety  of  their  use  on 
tS^egnant  females  has  not  absolutely 
itB  hen  established.  Therefore,  they  should 
ej:  ut  be  used  extensively  on  pregnant  pa- 
^ents,  in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects;  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.;  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  publish^. 


fluoctnolons  acetonide — an  original  steroid  from 

SYNTEXS 

(.ABOPATORIES  INC„  PALO  ALTO,  CALIF. 


For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Spalar 

(fluocmolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


Penicillin-Sensitive 
Staphylococci 


Streptococci 


V-Cillin  K*"  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 

Median  Ronge 

MIC  (meg. /ml.) 

Median  Range 

MIC  (meg. /ml.) 

Medion  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adopted  from  Klein,  J.  O.,  and  Finlond,  M.:  New  Englond  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adopted  from  Griffith,  R.  S.,  ond  Block,  H.  R.:  Current  Ther.  Res.,  6.253,  1964. 


V-Cillin  K 


700867 


Massium  Phenoxymethyl  Penicillin 


fSee  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


! 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  1 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  j 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  stu 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowtl 
penciliin-insensitive  organisms.  In  such  cases,  its  administration  shi 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
common  with  administration  of  oral  penicillin  than  with  intramusc 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a sic 
cant  index  of  sensitization.  The  following  hypersensitivity  react 
associated  with  the  use  of  penicillin  have  been  reported:  skin  ra 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis,- 
caria,-  and  reactions  resembling  serum  sickness,  including  chills,  f( 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphy 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  th 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects 
are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cill 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  t 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  inf 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  tim 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prc 
development  of  rheumatic  fever  and/or  other  serious  complicat 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a hi 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  1 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  shouf 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  ani 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  me 
ately  severe  pneumococcus  pneumonia  has  been  treated  effec, 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  (I 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  p 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hou 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  1 
for  six  doses  are  recommended.  Refractory  infections  generally  res 
to  a second  treatment  three  to  four  days  following  completion  c 
first.  Treatment  of  gonorrhea  with  severe  complications  shoul, 
individualized,  with  prolonged  and  intensive  treatment.  Patients  v 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatio 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimL 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  unit: 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  50C 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


Picture  of 
bursitis 

arafon  Forte  helps  to  relieve  pain, 

jestore  mobility . . . stop  pain-spasm  feedback 

I 

liere  is  why.  Parafon  Forte  provides : 

I nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
pain/'2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
[lerapy^ 

'id  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
I hour  span  of  action/-®  and  to  retain  effectiveness 
I /en  on  continued  administration/-'^  but  which  does  not 
i ave  the  central  effects  of  tranquilizing  compounds. 

rescribe  Parafon  Forte  for  lasting  spasmolysis 
fcid  analgesia  in  sprains,  strains,  myalgias,  low  back 
’tain,  bursitis  and  other  musculoskeletal  disorders. 
I^Dur  patients  will  appreciate  the  I'estored  comfort 
j/d  lasting  freedom  of  movement  it  usually  provides. 

t 


treated  with 
Parafon  Forte^LEis 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 

Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  J4:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.i  Gastroenterology  .4^:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  195:340,  1960.  5.  Settel,  E.:  Clin.  Med.  8 :1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 

T^TTTI  I Syst.  25  :430,  1964.  7.  Darienzo,  C.:  Ibid., 

Iwl  1 . Fl  I I I I 27:189,1966.  s.  no.  2,895.877 

McNEIL  laboratories,  INC.,  FORT  Washington, FA. 


Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  liHlicaiions:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinfie  for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125.000  u.  nystatin.  5 ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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Rocky  Mountain  Medical  Journal 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Va  02.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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brand 


POLYiYXIl  B-BACITRICII-IEOiYCIN 

OINTMENT 


BURROUQHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Mild  mood  depression, 
poor  appetite,  little 
interest  in  the  present  or 
future.  Does  this  picture 
mean  that  she’s  giving  in 
to  functional  fatigue? 

When  functional  fa- 
tigue is  part  of  her  proh- 
em, Alertonic  can  help 
counteract  accompanying 
apathy  and  inertia.  It 
helps  lift  mood,  stimulate 
appetite,  and  establish 
lew  interest  in  daily  life. 


Pleasant-tasting  Alertonic  combines  pipradrol  hydro- 
chloride—a gentle  cerebral  stimulant— with  an  excel- 
lent vitamin  and  mineral  formula,  in  a satisfying  15  % 
alcohol  vehicle. 

Especially  in  the  aging  patient,  nothing  fosters 
confidence  and  a sense  of  well-being  better  than  your 
own  personal  warmth,  understanding,  and  encourage- 
ment. Between  visits,  however,  your  prescription  for 
Alertonic  can  help  keep  your  patient  from  giving  in  to 
functional  fatigue. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before  meals 
. . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%,  pipradrol 
hydrochloride,  2 mg.;  thiamine  hydrochloride  (vitamin  Bj)  (10 
MDR*),  10  mg.;  riboflavin  (vitamin  B^)  (4  MDR),  5 mg.;  pyri- 
doxine  hydrochloride  (vitamin  Bg),  1 mg.;  niacinamide  (5  MDR), 
50  mg.;  choline, t 100  mg.;  inositol,!  100  mg.;  calcium  glycero- 
phosphate, 100  mg.  (supplies  2%  MDR  for  calcium  and  for 
phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate), 
and  molybdenum  (as  ammonium  molybdate). 

*Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated 
with:  a depressing  experience  or  stressful  time  of  life;  advanc- 
ing years;  convalescence;  limited  activity  or  confinement.  2.  Poor 
appetite  and  vitamin-mineral  deficiency  as  they  occur  in:  patients 
having  faulty  eating  habits;  geriatric  patients  who  are  losing  interest 
in  food;  patients  convalescing  from  debilitating  illness  or  surgery. 
Contraindications:  As  with  other  drugs  with  CNS  stimulating, 
action,  Alertonic  is  contraindicated  in  hyperactive,  agitated  or 
severely  anxious  patients  and  in  chorea  or  obsessive  compulsive 
states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to 
2 teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrefl  Inc. 

Cincinnati, Ohio45215 
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even  better  together 
in  mild  hypertension 

Serpasil-Esidrix' 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


! 

1 

Serpasil-Esidrix  combines  reserpine  (the  original,  and  most  widely  used, 
ii  rauwolfia  alkaloid  developed  by  CIBA)  with  hydrochlorothiazide  (the  most 
ij  widely  used  oral  diuretic,  also  a product  of  CIBA  research). 

Km  even  better  blood  pressure 
1 reduction— because  2 
anti  hypertensive  agents 
of  choice  often  work 
better  together 

One  drug  potentiates  the  antihypertensive  action  of  the  other.  Blood 
pressure  is  generally  controlled  with  relatively  low  dosages  of  each  com- 
; ponent,  often  resulting  in  minimized  side  effects. 

Although  each  component  alone  may  provide  adequate  therapy  in  many 
cases  of  mild  hypertension,  the  combination  offers  advantages  which  can- 
not be  achieved  with  single-drug  therapy. 

even  more  patient  benefits- 
because  complementary 
actions  of  2 anti  hypertensive 
agents  extend  the  range 
of  advantages 

Reserpine,  in  addition  to  lowering  blood  pressure,  provides  central  calm- 
ing action  to  help  relieve  anxiety  and  tension;  provides  bradycrotic  action 
to  slow  the  rapid  heart. 

Hydrochlorothiazide,  in  addition  to  lowering  blood  pressure,  relieves 
edema;  permits  relaxation  of  salt  restriction. 

The  combination  provides  medication  in  one  tablet  instead  of  two;  one 
prescription  instead  of  two—encourages  patient  adherence  to  the  regimen, 
offers  economy. 

for  your  next  patient 
with  mild  hypertension 

Rx  Serpasil-Esidrix 

Combination  Tablets 

Please  see  following  page  for  prescribing  information. 


Serpasil-Esidrix’ 

(reserpine  and  hydrochlorothiazide  CIBA)] 

Combination  Tablets 


INDICATIONS;  Mild  to  moderate  hypertension,  especially 
when  complicated  by  anxiety,  tachycardia,  or  edema. 

SIDE  EFFECTS  AND  PRECAUTIONARY  MEASURES 

Serpasil®  (reserpine  CIBA) 

Occasional  side  effects;  lassitude,  drowsiness,  nasal 
congestion,  looseness  of  stools,  increased  frequency  of 
defecation.  Rare  side  effects;  anorexia,  headache,  bi- 
zarre dreams,  nausea,  dizziness,  skin  rash. 


renal  function.  Dosage  titration  is  necessary  in  such] 
patients.  | 

Precautions:  Watch  for  signs  of  fluid  or  electrolyte  im-l 
balance.  Further  electrolyte  depletion  may  cause  hypo-’ 
chloremic  alkalosis  and  hypokalemia.  Since  the  latter 
may  precipitate  digitalis  intoxication,  watch  carefully  pa- 
tients who  are  taking  digitalis  or  its  glycosides  or  those" 
with  cardiac  arrhythmias.  In  severe  hypokalemia,  large 
oral  or  intravenous  doses  of  potassium  may  be  required. 


Severe  mental  depression  has  appeared  in  a small  per- 
centage of  patients,  primarily  in  a dosage  above  1 mg 
daily.  When  the  drug  is  discontinued,  depression  usually 
disappears,  but  hospitalization  and  shock  therapy  are 
sometimes  required. 

Caution:  Withdraw  reserpine  2 weeks  before  surgery,  if 
possible.  For  emergency  surgical  procedures,  give  vagal 
blocking  agents  parenterally  to  prevent  or  reverse  hypo- 
tension and/or  bradycardia. 

Because  reserpine  may  increase  gastric  secretion  of 
hydrochloric  acid,  use  cautiously  in  patients  with  peptic 
ulcer. 

Use  cautiously  with  digitalis,  quinidine,  or  guanethidine. 
Not  recommended  for  aortic  insufficiency. 


A few  infants  born  of  mothers  who  received  thiazides  i 
during  pregnancy  have  shown  bone  marrow  depression’  i 
with  thrombocytopenia.  Hydrochlorothiazide  decreases  : 
responsiveness  to  exogenous  norepinephrine  and  in-  i 
creases  responsiveness  to  tubocurarine.  Hypotensive  ; 
episodes  under  anesthesia  have  been  observed  in  some  ' 
patients  receiving  thiazides. 

Side  Effects:  In  addition  to  those  above,  nausea,  ano- 
rexia, headache,  restlessness,  constipation,  dizziness.  : 
paresthesias,  fatigue,  increased  sweating,  cramps  in 
arms  and  legs,  diarrhea,  abdominal  pain.  Rare  reactions: 
purpura  with  or  without  thrombocytopenia,  skin  rash,  ; 
photosensitivity,  urticaria.  Sometimes  associated  with 
hydrochlorothiazide;  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  pancreatitis,  jaundice,  necrotizing  vasculitis. 


Esidrix®  (hydrochlorothiazide  CIBA) 

Contraindictions:  Oliguria,  renal  shutdown,  progressive 
hepatic  disease,  and  allergy  to  thiazides. 

Warnings:  Stenosis,  hemorrhage,  and  ulceration  of  the 
small  bowel  have  occurred  with  coated  potassium  tab- 
lets. Discontinue  such  medication  when  used  with  Esidrix 
if  gastrointestinal  disturbances  arise. 

Pay  special  attention  to  electrolyte  balance  of  patients 
with  severe  renal  or  hepatic  insufficiency.  In  patients 
with  cirrhosis  and  ascites,  watch  for  symptoms  of  im- 
pending hepatic  coma.  Thiazides  may  decrease  glucose 
tolerance;  use  cautiously  in  diabetics.  Hyperuricemia 
may  occur  but  is  readily  reversed  by  a uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes  result  Fn 
nitrogen  retention,  particularly  in  patients  with  impaired 


DOSAGE 

Average  dosage  is  2 Tablets  #2  daily.  For  patients 
requiring  less  hydrochlorothiazide,  substitute  Tablets 
#1.  For  maintenance,  reduce  dosage  to  lowest  effective 
level.  When  necessary,  more  potent  antihypertensive 
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The  American  Medical  Association  proposed 
that  Congress  set  up  a National  Commission  on 
Health  Resources  and  Medical  Manpower  with 
broad  powers  to  supervise  the  drafting  of  physi- 
cians for  military  service. 

The  AMA  recommendation  was  presented  by 
Dr.  Albert  H.  Schwichtenberg,  chairman  of  the 
AMA  Council  on  National  Security,  at  a Senate 
Armed  Services  Committee  hearing  on  S.  1432 
which  would  provide  for  a four-year  extension  of 
the  present  draft  law  expiring  June  30. 

Other  AMA  recommendations  for  modification 
of  the  doctor  draft  program  included: 

— Expansion  of  the  physician  draft  pool  to  in- 
clude women  doctors. 

— Making  subject  to  draft  call  foreign  physi- 
cians under  35  years  of  age,  with  permanent  visas 
or  who  have  subsequently  become  citizens,  and 
who  may  not  be  subject  to  call  because  they  were 
not  deferred  from  induction  while  imder  age  26. 

— Limiting  credit  for  fulfillment  of  the  draft 
obligation  to  only  service  performed  in  the  armed 
services.  (Under  the  old  law,  service  in  the  Public 
Health  Service  could  satisfy  a physician’s  obliga- 
tion for  active  military  duty.) 

— Routine  transfer,  upon  completion  of  an  in- 


ternship, of  the  jurisdiction  of  physicians  to  the 
local  araft  board  serving  the  area  in  which  the 
physician  is  engaged  in  training  or  practice. 

— Changes  in  the  pay  and  promotion  policies 
for  military  physicians  designed  to  increase  the 
retention  of  career  military  physicians. 

“Our  primary  recommendation  ...  is  the 
creation  of  a National  Commission  on  Health  Re- 
sources and  Medical  Manpower,”  Dr.  Schwichten- 
berg said.  “This  Commission  would  replace  and 
be  responsible  for  the  functions  of  the  present 
National  Advisory  Committee  and  the  Health  Re- 
sources Advisory  Committee.  This  new  Commis- 
sion, under  the  direction  of  the  President,  would 
have  the  responsibility  of  maintaining  a proper 
balance  of  health  personnel,  within  existing  re- 
sources, among  the  Armed  Forces,  other  Govern- 
ment agencies,  and  the  civilian  population.  Re- 
quests of  the  Secretary  of  Defense  for  health 
manpower  in  the  military  would  be  reviewed  and 
approved  by  the  Commission.  The  Commission 
would  establish  for  the  Selective  Service  System 
criteria  for  classifying,  reclassifying  and  determin- 
ing the  order  of  selection  for  health  personnel. 
Under  this  proposal,  the  present  State  Advisory 
Committees  would  be  redesignated  as  State  Health 
Manpower  Committees,  whose  activities  would  be 
coordinated  by  the  National  Commission.  It  is 
further  recommended  that  the  Commission  should 
be  constituted  from  among  persons  of  outstanding 
national  reputation  in  the  health-care  fields,  and 
its  composition  should  include  substantial  repre- 
sentation from  physicians  in  private  practice.” 
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f Oecause  one  reaches  his  65th  birthday,  the 
government  automatically  becomes  financial- 
ly responsible  for  the  major  part  of  his  health 
care.  To  many  of  us  this  fact  seems  ridiculous! 
Nevertheless,  age  65  has  a significance  which 

we  dare  not  forget. 

Age  65 — Its  Real  Problems  and  issues 

Significance  rarely  reduced  to 

their  basic  premises, 
especially  in  politics 
and  government.  The  basic  proposition  of 
the  Medicare  Law  is  that  certain  citizens 
shall  be  guaranteed  free  health  care  by  the 
government,  and  the  cost  of  the  same  shall 
j be  paid  by  all  the  citizenry,  at  present  by 
j the  taxation  of  the  employed.  This  concept 
I is  Socialism.  However,  we  were  never  al- 
lowed specifically  to  debate  Socialism  as  an 
issue;  the  Medicare  Law  was  passed  by  the 
89th  Congress  for  innumerable  expedient, 
sentimental,  and  political  reasons  with  little 
discussion  of  its  premise. 

However,  this  adoption  by  the  govern- 
ment of  a socialistic  concept  has  a well-known 
antecedent.  In  the  early  days  of  our  nation 
we  accepted  a law  with  a similar  basis- 
public  education.  It  was  proposed  that  all 
children  had  the  right  to  free  schooling,  and 
that  the  cost  of  their  education  would  be 
borne  by  all  taxpayers,  whether  or  not  they 
had  children  of  their  own.  There  was  great 
argument,  heated  debate,  and  public  excite- 
ment over  the  merit,  the  cost  and  the  fairness 
of  the  proposition — relatively  more  activity 
than  that  related  to  Medicare.  In  the  end, 
the  argument  that  education  of  youth  was 
vital  for  the  safety,  strength,  and  growth  of 
the  nation  won  the  day  for  the  adherents  of 
public  education. 

Norman  Thomas  says,  “Socialism  is  both 
a doctrine  and  a movement  which  seeks  to 
place  in  the  hands  of  the  people,  either  di- 


rectly or  through  their  government,  the  own- 
ership and  control  of  the  principal  means 
of  production  and  distribution.”  Many  activi- 
ties in  a democracy  are  socialistic.  The  pro- 
portion of  this  activity  to  the  total  activity 
and  to  the  total  economy  of  a government 
determines  whether  or  not  the  government 
is  socialistic.  Politicians  tend  to  avoid  this 
measurement  of  their  schemes  of  govern- 
mental action.  Use  of  federal  funds  is  so  much 
the  easiest  route  that  the  alternatives  are  not 
explored.  Measurement  of  socialistic  activity 
is  not  important  to  the  social  worker,  not  use- 
ful to  the  politician  (in  fact  detrimental) , and 
not  thought  of  by  the  voter.  We  shall  never 
be  given  a straightforward  chance  to  vote 
upon  whether  we  want  Socialism  or  Democ- 
racy! 

It  is  the  limitations  on  these  socialistic 
activities  that  permit  their  existence  in  a 
democracy  without  destroying  the  democ- 
racy. The  socialism  inherent  in  public  educa- 
tion has  been  limited  by  restricting  its  control 
to  the  community  and  state;  attempts  to 
ignore  this  limit  by  allowing  federal  inter- 
vention threaten  the  democracy  by  giving  the 
central  government  control  of  a principal 
means  of  production.  Medicare  is  already 
fully  controlled  by  the  central  government. 
The  limitation  to  this  piece  of  socialism  is 
the  restriction  of  its  application  to  a certain 
segment  of  the  population — those  over  65. 
The  age  requirement  for  guaranteed  health 
care  prevents  all  of  the  health  industry  from 
being  socialized.  If  the  health  fields  become 
the  second  largest  industry  in  America  in  the 
next  ten  years,  as  predicted,  that  which  keeps 
the  health  industry  from  becoming  socialized 
prevents  national  socialism. 

Limitation  of  this  socialistic  concept  is  the 
real  importance  of  age  65— if  in  our  nation, 
we  have  not  already  passed  too  many  other 
limits. 
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■-MONG  the  rewards  of  practicing  medicine 
are  the  lessons  we  learn  from  patients.  All 
we  need  to  do  is  listen  to  their  comments 
when  we  want  to  know  how  we’re  doing  as 
doctors.  Aware  that  we  are  what  people  say 
we  are  behind  our  backs 
— usually,  that  is — they 
‘‘‘Euthanasia’’  also  frequently  tell  us 

right  out.  Especially  chil- 
dren and  elderly  people. 
And  if  most  of  what  they  and  all  the  rest 
said  was  not  favorable,  we  wouldn’t  be  in 
business  long! 


Now  and  again  someone  gets  to  us  by 
another  route,  such  as  in  a letter  to  a news- 
paper editor.  Such  a gem  appeared  upon  the 
editorial  page  of  The  Denver  Post  several 
weeks  ago.  Its  title  was  “Euthanasia”,  about 
which  relatively  little  has  been  said  since 
Sir  William  Osier  said  many  decades  ago  that 
it  has  its  place.  Perhaps  the  theme  was 
silenced  by  bitter  criticism  heaped  upon  Sir 
William  from  all  parts  of  the  world.  But 
words  of  wisdom  were  recorded  recently  by 
the  pen  of  a thoughtful  lady,  now  80,  and  sent 
to  the  newspaper.  She  said,  in  part,  the  fol- 
lowing in  words  more  poignant  than  we  could 
devise: 


Tomorrow  I will  be  80.  Eighty  long,  full  years 
— eighty  years  of  hope,  disappointment,  struggle 
and  triumph — eighty  years  of  watching  the  most 
wonderful  change  that  the  world  has  known — in 
conquering  space,  both  in  height  and  depth,  in 
communication,  and  in  medicine.  Our  doctors  prac- 
tically bring  the  dead  to  life.  They  do  such  mar- 
velous things  with  the  human  body  that  it  is  to 
be  wondered  if  they  are  not  usurping  a power 
that  should  not  belong  to  man.  They  have  given 
us  “the  pill”  for  which  if  unborn  children  had  a 
voice  would  thank  them.  But  they  also  keep  alive 
poor,  defenseless  old  bodies  who  cry  for  release. 
They  cannot  hear  the  cry  of  the  unborn  but  they 
could,  if  they  would,  hear  the  cry — the  bitter  futile 
cry — of  the  helplessly  old. 

Let  us  have  one  more  pill.  I have  visited  nurs- 
ing homes  where  down  one  long  corridor  after 
another  are  poor  old  bodies,  many  from  whom  the 
power  of  reason  has  gone.  But  we  keep  them  and 
feed  them — whether  against  their  will  or  not.  We 
even  give  them  intravenous  feeding.  We  give 


physical  care,  both  loving  and  unloving,  as  the 
doctor  or  nurse  is  made.  It’s  so  cruel — so  really 
barbarous.  In  this  I say  we  rather  than  you  since 
a doctor  still  has  to  live  within  the  limits  of 
society’s  opinions.  But  it  has  admitted  “the  pill,” 
the  birth  control  pill  that  50  years  ago  would  have 
been  unthinkable. 

And  I do  not  ask  my  doctor  or  my  family  to 
give  me  the  pill.  I want  the  pill  in  my  possession — 
that’s  all — but  early  enough  so  that  I may  go  out 
with  decency  and  self-respect.  You  need  only  give 
me  pain  or  sleeping  pills  with  definite  instructions 
of  how  many  not  to  take,  and  you  are  free,  and 
what  it  would  mean  to  me  is  greater  than  all  the 
Social  Security  the  state  can  offer.  It  will  be  a 
long  time  before  society  will  accept  this,  I know, 
but  it  will  come. 

Think  what  it  would  mean  to  know  that  the 
added  years  will  be  more  and  more  a burden — 
not  only  to  themselves  but  to  all  they  hold  dear, 
to  watch  love  turn  to  care,  care  to  a burden,  and 
sometimes  burden  to  resentment.  Think  what  a 
comfort  to  our  later  days  to  know  that  this  need 
not  come  about. 

Do  not  give  me  the  old  argument  about  the 
sacredness  of  human  life  when  we  send  the  finest 
of  our  young  men  to  kill  or  be  killed — when  mur- 
der on  the  highway  takes  thousands  each  year. 

World  population  is  the  problem  of  everyone. 
Nor  am  I shunning  responsibility.  Rather,  I am 
accepting  it.  I am  only  being  realistic. 

No,  I haven’t  overdrawn  the  picture.  Eighty 
years  is  a nice  length  of  time  to  have  watched  the 
change  in  seasons  on  our  beautiful  earth — to  appre- 
ciate. Why  wait  until  my  eyes  fail  me  and  my 
senses  grow  so  concerned  over  the  pains  and  aches 
in  the  old  body  that  I no  longer  see  the  beauty 
of  the  earth  which,  after  all  of  this  time,  seems  the 
one  thing  worth  having  been  bom  and  lived  for. 

We  are  grateful  to  this  thoughtful  lady 
who  expresses  herself  so  well,  who  notes 
what  medical  and  other  science  has  brought 
upon  mankind.  Who  among  us  has  not  had 
similar  thoughts,  particularly  when  noting 
many  spent  and  unrewarding  lives  still  ex- 
tant in  various  institutions?  And  more  often 
than  not  we  are  quietly  thanked  for  sensible 
restraint  in  administering  the  oxygen,  push- 
ing antibiotics,  hooking  up  the  artificial  kid- 
ney, or  performing  a hopeless  operation! 
There  are  times  when  playing  God  should 
not  be  for  us.  It  is  then  that  Medicine  and 
Religion  serves  best. 
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An  unusual  tumor  involving 

the  facial  bones* 


R.  R.  Anderson,  MD,  and  W.  Kemp  Absher,  MD,  Pueblo,  Colo. 


The  tumor  described  in  this  report  arose  in 
the  maxilla  and  extended  to  the  temporo- 
mandibular joint,  up  into  the  sphenoid 
sinuses,  and  forward  into  the  bony  orbit. 
Radiopaque  material  predominates,  and  there 
are  interesting  differences  of  opinion  about  it. 

Case  Report 

This  40-year-old  white  male  was  admitted  to 
the  Colorado  State  Hospital  on  December  1,  1964. 
He  was  admitted  from  another  state  institution 
because  of  a painful  swelling  in  the  left  cheek 
and  protrusion  of  the  left  eye. 

His  early  childhood  history  was  insignificant 
except  at  about  the  age  of  eight  or  nine  he  had 
developed  a painful  swelling  in  the  left  cheek. 
This  was  not  too  noticeable  according  to  the 
patient,  but  was  painful  and  remained  so  until 
about  the  age  of  puberty,  when  this  swelling  ceased 
to  progress  and  he  no  longer  suffered  any  pain 
or  discomfort  from  it.  No  examination  was  done 
by  a physician  and  no  x-rays  were  taken. 

Several  months  prior  to  being  admitted  to  the 
Colorado  State  Hospital,  the  cheek  was  swelling 
a little  more  and  was  becoming  painful.  He  was 
having  difficulty  with  his  left  eye  and  it  was 
protruding  more  than  the  right  eye. 

Examination  revealed  a healthy  white  male 
about  the  age  of  40.  There  were  no  significant 
physical  findings  except  that  the  left  cheek  ap- 
peared swollen  and  consisted  of  a hard,  bony  mass, 
not  too  obvious  at  first  glance.  The  second  sig- 
nificant finding,  of  course,  was  moderate  proptosis 
of  the  left  eye. 

X-rays  of  skull  and  facial  bones  revealed  a 
striking  tumor  involving  facial  bones  on  the  left. 
Sectional  radiography  was  done  in  addition  to 
numerous  views  of  the  facial  and  orbital  areas. 
They  revealed  a large  tumor  containing  some 

♦From  the  Deoartment  of  Radiology,  Colorado  State 
Hospital,  Pueblo,  Colorado. 


osteoid-like  or  calcific  material  arising  from  the 
maxilla  in  an  expanding  fashion  to  the  floor  of 
the  sphenoid  sinuses  and  forward  into  the  left 
bony  orbit.  The  radiologist  believed  that,  although 
this  was  an  unusual  tumor,  it  probably  was  a 
fibro-osseous  dysplasia,  as  described  by  Dr.  Jaffe. 


Fig.  1.  X-ray  (viewed  posteriorly)  showing  jibro- 
osseous  dysplasia  on  patient’s  left. 


The  patient  said  that  in  the  armed  services 
during  the  second  World  War  x-rays  were  taken 
and  a biopsy  done.  We  learned  that  the  diagnosis 
was  fibro-osseous  dysplasia.  The  Surgical  Depart- 
ment felt  that  it  would  be  impossible  to  excise  this 
tumor  in  toto,  so  an  attempt  was  made  to  relieve 
the  proptosis.  This  was  performed  with  a moderate 
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Fig.  2.  Lateral  view  from  right  side. 


amount  of  success  and  considerable  tissue  removed. 
The  Pathology  Department  felt  that,  while  it  was 
not  characteristic  of  anything  they  had  seen  before 
in  fibro-osseous  tumors,  it  might  fit  within  a di- 
agnosis of  fibro-osseous  dysplasia. 

X-rays  and  some  of  the  tissue  were  sent  to 
various  pathologists  and  radiologists  over  the 
United  States.  Among  these  were  Dr.  Morgan 
Berthrong,  head  of  the  Pathology  Department  at 
the  Penrose  Cancer  Hospital  in  Colorado  Springs, 
Colorado.  He  felt  that  this  was  an  extremely 
unusual  tumor.  The  case  was  also  reviewed  by 
Dr.  Juan  del  Regato  and  Dr.  James  McMullen  of 
the  Penrose  Cancer  Institute.  Dr.  Berthrong  felt 
that  there  were  many  elements  in  the  sections 
suggesting  the  same  type  of  material  as  in  cemen- 
tomas;  however,  he  thought  the  best  diagnosis, 
although  not  definitive,  should  be  ossifying  fib- 
roma. 

Dr.  Lauren  Ackerman  in  St.  I^ouis  thought 
the  pathology  was  so  unusual,  it  was  difficult  to 
make  a definitive  diagnosis.  However,  his  best 
diagnosis  would  be  a fibrous  osteoma  and  the 
patient  probably  would  not  have  further  trouble. 
In  his  opinion  and  according  to  most  of  the  litera- 
ture, fibrous  osteoma  and  fibro-osseous  dysplasia 
are  two  different  conditions. 

The  Armed  Institute  of  Pathology  gave  us  the 
following  report:  “The  staff  is  unable  to  offer  any 
more  satisfactory  opinions  than  those  you  have 


already  received.  The  mass  is  made  of  collagen; 
therefore,  it  can  be  called  a fibroma:  it  is  calcifying 
and,  therefore,  it  can  be  called  a calcified  fibroma. 
If  one  believes  that  the  lesion  is  a neoplasm,  such 
terminology  is  adequate.  If  one  believes  that  the 
lesion  was  non-neoplastic,  but  an  abnormal  over- 
growth of  atypical  tissue,  then  one  would  add  the 
term  dysplasia.  Both  decisions  about  neoplasms 
and  dysplasias  are  opinions  rather  than  facts.  Only 
the  collagen  and  calcification  are  facts.  Occasion- 
ally, masses  seen  in  tumors  may  look  somewhat 
like  this,  so  that  not  even  this  may  not  be  excluded 
on  a small  biopsy.  The  staff  regrets  that  it  can 
offer  nothing  that  really  settles  the  discussion. 
The  staff  would  be  a little  bit  disposed  to  favor 
the  descriptive  term  of  calcifying  fibroma.” 

The  patient  now  is  doing  well.  There  is  no  pain 
and  proptosis  has  been  corrected  by  removal  of 
a portion  of  the  tumor  involving  the  left  bony 
orbit. 

Comment 

During  the  early  1930’s  some  tumors  found 
in  bone  were  beginning  to  be  diagnosed  as 
ossifying  fibromas.  Dr.  Jaffe,  in  New  York 
City,  conceived  the  idea  of  fibro-osseous  dys- 
plasia. When  he  wrote  his  book  and  numerous 
articles,  he  felt  that  these  tumors,  which  had 
been  called  ossifying  fibromas,  were  probably 
the  same  as  fibro-osseous  dysplasia,  a well 
established  entity,  and  was  a more  adequate 
term. 

He  pointed  out  that  some  of  these  fibro- 
osseous  dysplasias  were  not  only  dysplasias, 
as  indicated  by  fibrous  material,  but  also  of 
osseous  material  and,  in  cases  involving  the 
maxilla,  osseous  dysplasia  was  sometimes  a 
predominant  feature.  Also,  these  tumors  usu- 
ally arise  in  childhood  and,  as  a rule,  cease 
to  grow  or  cause  trouble  at  puberty.  However, 
a few  subsequently  regain  some  growth  po- 
tential and  continue  to  grow,  sometimes  with 
cystic  change  and  hemorrhage. 

All  pathologists  who  investigated  this 
lesion  agreed  it  was  benign  and  showed  no 
tendency  toward  malignancy.  This  case  has 
been  presented  because  of  striking  involve- 
ment noted  on  the  x-ray  film,  apparently 
either  fibro-osseous  dysplasia  or  some  other 
tumor  mentioned  by  the  pathologists.  • 
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Streptococcal  pharyngitis* 


Occurrence  and  characteristics  in  rural  practice 


Ham  Jackson,  MD,  Jack  Cooper,  MD,  W.  J.  Mellinger,  MD, 
and  A.  R.  Olsen,  MD,  Fort  Morgan,  Colorado 


Previous  studies  of  streptococcal 
pharyngitis  have  been  related  to  selected 
groups  such  as  the  Armed  Forces,  school 
groups,  and  clinic  populations.  There  are 
no  reports  published  of  studies  on  patients 
as  seen  in  a rural  private  practice.  During 
a six-month  interval  pertinent  data  was 
recorded  for  cases  of  respiratory  infection 
with  either  a positive  culture  for  group  A 
beta  hemolytic  streptococci,  or  an  infection 
clinically  serious  enough  to  warrant 
antibiotics.  870  patients  were  studied 
and  265  of  these  had  positive  cultures. 

General  characteristics  of  the  patients  with 
and  without  positive  cultures  are  presented. 

Although  there  is  voluminous  literature 
based  on  excellent  studies  of  streptococcal 
pharyngitis  and  its  sequalae,  there  is  need  for 
additional  studies.  There  are  unanswered 
questions  concerning  this  disease  and  its 
proper  management,  especially  in  private 
practice  and  more  so  in  rural  practice.  Most 
of  the  reported  studies  have  been  done  on 
special  population  groups  such  as  the  Armed 
Forces,  charity  clinics,  teaching  institutions, 
children’s  homes,  etc.  The  few  statistics  that 
have  been  obtained  from  private  practice  are 
from  urban  specialty  practices,  which  are 
also  select  groups.  The  pattern  of  strepto- 
coccal disease  in  general  practice  and  especi- 
I lly  in  rural  areas  is  a facet  of  this  disease 
which  has  not  been  studied. 

We  are  located  in  a large  rural  county  in 
Northeastern  Colorado,  an  area  with  a high 

*From  the  Fort  Morgan  Medical  Group,  Fort  Morgan, 
Colorado. 


incidence  of  symptomatic  streptococcal  in- 
fection (Fig.  1),  rheumatic  fever^  and  rheu- 
matic heart  disease.'-  ^ By  collecting  detailed 
data  on  streptococcal  disease  in  our  practice, 
we  hope  to  elucidate  unseen  facets  of  this 
infection.  Some  aspects  of  this  disease  are 
rather  nebulous  and  will  require  a large 
number  of  cases  before  any  valid  statistics 
can  be  derived  and  will  be  evaluated  in  later 
reports. 
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Fig.  1.  Seasonal  incidence  of  streptococcal  infection 
as  indicated  hy  pharyngeal  cultures  received  by 
the  Northeast  Colorado  Health  Department. 

Methods 

In  our  practice,  pharyngeal  cultures  for 
group  A beta  hemolytic  streptococci  are 
taken  from  all  patients  with  respiratory  in- 
fection. Patients  with  positive  cultures  are 
given  adequate  courses  of  antibiotics,  all  of 
their  household  contacts  are  cultured  and 
treated  if  positive,  and  follow-up  cultures  are 
made  on  all  positives.  Technical  details  of 
our  routines  are  described  elsewhere.'^-  ^ In 
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our  usual  procedure  marginal  punch  data 
cards  are  completed  on  patients  with  positive 
cultures.  However,  in  order  to  get  a more 
nearly  complete  picture  of  streptococcal 
pharyngitis  in  our  practice,  it  is  desirable  to 
have  comparison  data  on  patients  with  sig- 
nificant respiratory  infection  but  with  nega- 
tive cultures.  During  a six-month  period  we 
recorded  detailed  data  on  the  punch  cards 
for  most  patients  seen  in  our  practice  with 
respiratory  infection  severe  enough  to  war- 
rant antibiotic  therapy  in  the  opinion  of  the 
clinician.  Approximately  70  patients  were  not 
included  in  the  study  because  they  had  been 
included  within  the  previous  three  months, 
they  were  seen  outside  the  office,  or  data  was 
too  incomplete  for  evaluation. 

Results 

Data  were  recorded  on  870  patients.  These 
represent  the  majority  of  patients  seen  in  our 
office  during  the  study  period  who  either 
had  positive  cultures  for  group  A beta  hemo- 
lytic streptococci  (265  patients,  30.5  per  cent) 
or  who  had  respiratory  disease  with  enough 
purulent  complications  to  indicate  clinically 
the  use  of  antibiotics.  Common  colds  and 
other  mild  respiratory  diseases  were  not  in- 
cluded. Totals  for  the  various  factors  ana- 
lyzed are  not  equal  because  complete  data 
were  not  available  on  all  patients. 

Information  was  available  on  duration  of 
symptoms  prior  to  seeking  medical  advice 
for  699  patients,  544  (78  per  cent)  of  whom 
were  seen  within  five  days  of  onset  of  symp- 
toms. There  were  155  (22  per  cent)  patients 
with  only  mild  or  moderate  symptoms  while 


Fig.  2.  Duration  of  symptoms  prior  to  seeking 
medical  attention. 


457  (78  per  cent)  had  severe  symptoms.  Of 
the  457  patients  with  severe  symptoms,  271 
(59  per  cent)  had  the  severe  symptoms  less 
than  two  days  and  453  (97  per  cent)  less  than 
five  days  before  they  sought  medical  care 
(Fig.  2). 

Although  the  occurrence  of  respiratory 
infection  was  greatest  in  the  pre-school  age 
group  (28  per  cent  of  the  total)  the  proportion 
with  streptococcal  infection  (25  per  cent)  was 
less  than  the  average  for  the  total  group. 
The  early  school  years  (age  5-10)  had  the 
second  highest  occurrence  of  respiratory  in- 
fection with  26  per  cent  of  the  total,  but 
this  group  had  by  far  the  greatest  proportion 
with  positive  cultures  (53  per  cent).  On  the 
opposite  end  of  the  age  scale,  only  8 per  cent 
of  the  patients  were  in  the  over  40  years  age 
group  and  their  streptococcal  proportion  was 
7 per  cent.  These  results  are  shown  graphi- 
cally in  Fig.  3. 


Fig.  3.  Age  distribution  of  patients  with  respiratory 
illness  serious  enough  to  warrant  antibiotics. 


Fig.  4.  Tonsil  condition  of  patients  with  strepto- 
coccal pharyngitis. 
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Tonsil  condition  was  rated  in  785  of  the 
patients.  469  (60  per  cent)  had  normal,  atro- 
phied or  absent  tonsils,  while  316  (40  per 
cent)  had  enlarged  or  abnormal  tonsils.  110 
(35  per  cent  of  316)  of  the  patients  with 
enlarged  or  abnormal  tonsils  had  positive 
cultures,  compared  with  91  (19  per  cent  of 
469)  of  those  without  tonsil  abnormality 
(Fig.  4). 

The  severity  of  illness  in  patients  corre- 
lated with  the  incidence  of  streptococcal  in- 
fection. Positive  cultures  were  found  in  18 
(10  per  cent)  of  168  patients  with  mild  symp- 
toms; in  86  (21  per  cent)  of  414  patients  with 
moderate  symptoms;  and  in  47  (47  per  cent) 
of  101  patients  with  toxic  symptoms.  How- 
ever, the  majority  of  the  cases  of  streptococcal 
infection  were  found  in  the  moderately  ill 
group  because  this  was  by  far  the  largest 
group  (Fig.  5). 


Fig.  5.  Severity  of  illness  in  patients  with  respira- 
tory illness  serious  enough  to  warrant  antibiotics. 

There  were  553  household  contacts  in 
whom  the  severity  of  illness  was  rated  and 
114  (20  per  cent)  of  these  had  positive  cul- 
tures. 475  (86  per  cent)  had  no  symptoms, 
and  of  these  80  (17  per  cent  of  475)  had  posi- 
tive cultures.  More  significant  is  the  fact  that 
78  (14  per  cent  of  553)  of  the  contacts  did 
have  some  symptoms,  and  of  these  34  (43.5 
per  cent  of  78)  had  positive  cultures  (Fig.  6) . 


of  patients  with  streptococcal  pharyngitis. 

Discussion 

Management  of  streptococcal  disease  in 
a manner  which  is  scientifically  sound  and 
yet  clinically  practical  is  a subject  in  itself. 
Details  of  a rational  management  for  a rural 
general  practice,  acceptance  by  patients  and 
families,  and  results  of  treatment  regimes 
we  have  reported  elsewhere.^-  ^ Briefly,  our 
studies  have  shown  excellent  patient  and 
family  cooperation  and  good  results  with  ten 
days  of  therapy  with  penicillin  G,  lincomycin, 
or  erythromycin. 

Conclusions 

1.  In  our  rural  practice  most  of  the  pa- 
tients with  respiratory  disease  serious  enough 
to  warrant  antibiotics  seek  medical  aid  within 
five  days  of  onset. 

2.  There  is  a high  incidence  of  streptococ- 
cal infection  in  the  5-10  year  age  group  as 
compared  with  other  age  groups. 

3.  The  incidence  of  streptococcal  disease 
in  the  over  40  age  group  is  low. 

4.  Patients  presenting  with  enlarged  or 
otherwise  abnormal  tonsils  have  a greater  in- 
cidence of  streptococcal  infection,  but  there 
is  a considerable  incidence  in  patients  with 
absent  or  normal  tonsils.  • 
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The  violent  sex  offender 


A consideration  of  emasculation  in  treatment 


Horace  E.  Campbell,  MD,  Denver 


This  review  of  part  of  the  world  literature 
leads  this  reviewer  to  the  conclusion  that 
emasculation  should  be  adopted  in  the 
United  States  as  an  important  but  rarely 
used  element  in  the  medical  armamentarium 
for  the  control  of  the  violent  sex  offender. 
The  review  is  not  exhaustive^  and  it  is  urged 
that  many  doctors  study  the  European 
experience  and  rationale.  The  author  believes 
that  these  have  something  to  teach  us. 


About  3:30  a.m.,  on  June  3,  1963,  an  11-year- 
old  child,  terrified,  watched  from  her  front 
porch  as  Charles  Woodren  Broussard,  31,  ex- 
convict, tall,  husky  Negro,  dragged  her 
mother  across  the  street  by  the  ankles.  She 
had  been  wakened  by  her  mother’s  screams 
after  the  woman  looked  out  the  door  when 
she  heard  a noise  on  the  front  porch.  Brous- 
sard jerked  the  mother  out  of  the  doorway, 
knocked  her  to  the  floor  with  a fist  blow  in 
the  face,  then  began  kicking  her.  On  De- 
cember 16,  1964  he  was  sentenced  to  25-30 
years  in  prison  for  the  kidnap-rape-beating, 
which  the  judge  described  as  “barbaric.”  The 
sentencing  featured  a tearful  appeal  to  the 
judge  by  Broussard’s  wife,  Norma,  on  behalf 
of  the  couple’s  three  small  children. 

Le  Blanc,  “the  phantom  rapist,”  implicated 
in  thirteen  rapes,  was  arrested  in  June,  1964. 
It  should  be  stated  that  Le  Blanc  has  been 
sentenced  to  one  term  of  53  to  76  years,  and 
on  conviction  in  a second  case  for  63  to  76 
years,  the  two  to  run  concurrently,  plus  a 
consecutive  sentence  for  3-6  years  for  break- 
ing and  entering,  to  render  him  eligible  for 
parole  in  1995. 

During  the  publicity  attendant  upon  these 
cases,  the  author  recalled  a short  note  in  the 


Journal  of  the  American  Medical  Association 
regarding  the  imposition  of  castration  upon 
some  80  cases  of  violent  sex  offenders  by  a 
Pasadena  judge  during  the  preceding  years, 
one  of  them  a physician  who  expressed  his 
gratitude  to  the  judge  for  the  relief  and 
transformation  which  the  judge  had  brought 
into  his  life.  The  author  thereupon  deter- 
mined to  consult  the  medical  literature  con- 
cerning this  mode  of  treatment  of  the  violent 
sex  offender. 

One  of  the  first  works  encountered  was 
the  excellent  monograph,®  Sex  Offenses,  by 
Manfred  Guttmacher,  whom  I had  come  to 
know  personally  while  we  were  members  of 
two  different  committees  of  the  American 
Medical  Association.  He  graciously  sent  me 
several  of  his  reprints,  and  otherwise  guided 
my  reading.  It  was  in  this  monograph,  as  I 
recall,  that  I first  learned  of  the  Conference 
on  Crime  sponsored  by  the  University  of 
Colorado,  August  15-18,  1949,  on  the  Boulder 
campus.  Dr.  Guttmacher  was  one  of  the 
number  of  nationally  prominent  contributors, 
which  included  Drs.  Harry  Elmer  Barnes, 
Walter  Bromberg,  Paul  W.  Tappan,  C.  C. 
Hawke,  and  many  others.  I was  able  to  find 
no  Denver  physician  who  had  attended  this 
conference  or  who  knew  of  its  occurrence. 
Likewise,  no  Denver  library  had  a copy  of 
the  proceedings.  Crimes  of  Violence.  I was 
able  to  get  a copy  through  an  inter-library 
loan.^^ 

Dr.  Hawke’s  paper  was  entitled  Castration 
and  Sex  Crimes.  At  the  time,  he  was  the 
Director  of  the  State  Training  School  at  Win- 
field, Kansas,  an  institution  for  the  feeble 
minded.  A Fellow  of  the  American  College 
of  Surgeons,  he  had  amassed  a series  of  330 
castrates  for  study  by  such  nationally  prom- 
inent physicians  as  Dr.  James  B.  Hamilton 
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i and  Dr.  Paul  D.  White.  Their  conclusions, 
j and  those  of  others,  are  summarized  by  Dr. 
i Hawke  as  follows:  Physically,  the  castrate  is 
' an  improved  organism.  General  health  and 
! longevity  are  increased.  . . . Contrary  to 
! general  belief,  castrates  are  not  sexually  in- 
. capacitated.  The  sex  drive  is  admittedly 
'i  reduced,  but  successful  marriages  with  regu- 
\\  lar  sexual  performance  are  recorded  in  the 
i;  study.  Obesity  does  not  follow  per  se,  nor  do 
^ the  male  castrates  tend  to  baldness  in  the 
I same  incidence  as  noncastrates.  The  operation 
! is  not  followed  by  changes  in  voice  pitch, 
unless  surgery  is  performed  before  the  pa- 
tient has  achieved  maturity,  nor  is  the  indi- 
i vidual’s  basic  energy  capacity  materially 
altered.  The  over-all  picture  is  of  an  indi- 
vidual toned  down  to  a moderate  energy- 
drive  level  associated  with  improved  general 
health  and  increased  longevity. 

Report  of  a case 

One  of  his  most  impressive  cases  is  re- 
ported as  follows:  M.  B.,  colored  male,  present 
age  36.  This  inmate  was  admitted  to  the 
institution  from  an  orphanage  at  an  early  age 
where  they  had  a great  deal  of  difficulty  in 
controlling  him.  He  is  a big  man  about  6'2" 
in  height  and  now  weighs  around  215 
pounds.  As  a boy  he  was  a bully  in  every  way 
and  very  brutal  to  smaller  boys.  During  his 
stay  in  the  institution  he  made  numerous 
escapes  and  always  fell  into  the  hands  of  the 
law  when  away  from  the  institution.  He 
would  be  returned  by  the  legal  authorities, 
i and  was  considered  a great  menace  to  society. 

I He  was  recommended  for  operation  in  1931  at 
the  age  of  18.  The  board  refused  to  consent 
to  castration  and  recommended  vasectomy 
instead.  This  was  done,  and  one  month  later 
he  escaped  from  the  institution  and  raped  a 
j small  girl  in  Wichita.  Following  this  episode 
the  board  recommended  castration,  which 
was  done.  Following  the  second  operation 
he  gave  very  little  trouble  at  the  institution; 
he  was  paroled  about  three  years  later,  and 
later  discharged.  In  1941  he  married  and 
moved  to  Wichita  where  he  obtained  employ- 
ment and  has  been  a law-abiding  citizen  ever 
since. 

Another  instructive  case  is  that  of  A.  B., 
white  male.  He  was  admitted  in  1936  at  the 


age  of  17,  with  an  I.Q.  of  64  at  that  time. 
His  papers  stated  that  he  was  a sex  problem 
and  the  authorities  in  his  local  county  con- 
sidered him  unsafe  to  be  released.  He  made 
repeated  sexual  advances  to  girls  and  was 
considered  very  dangerous.  This  man  was  cas- 
trated in  1943  and  was  paroled  that  fall.  Later 
he  was  discharged.  He  visited  the  institution 
last  week  when  he  told  us  that  for  the  past 
four  years  he  has  been  married  and  acting 
as  a janitor  at  an  apartment  house.  His  wife, 
who  was  a former  inmate  of  the  institution 
and  who  had  been  sterilized  by  salpingec- 
tomy, stated  that  they  were  both  getting 
along  very  well. 

Dr.  Guttmacher,  whose  recent  death  is  a 
serious  loss  to  American  medicine,  wrote  me 
on  January  18,  1965,  “I  have  visited  Hersted- 
vester,  the  Danish  institution  where  castra- 
tion is  carried  out  in  certain  serious  sex 
offenders.  To  me,  it  seems  a more  logical 
and  more  benign  procedure  than  locking  them 
up  indefinitely.” 

California  studies  recorded 

My  search  then  led  to  California.  It  was 
Judge  Collier^,  Superior  Court  Judge  at  Pasa- 
dena, who  had  initiated  the  castration  in  some 
50  cases  of  sex  offenders.  By  the  time  of  my 
inquiry  he  had  died,  and  no  published  record 
of  his  series  of  cases  is  known.  He  stated  that 
there  had  been  no  recidivism,  but  there  is 
some  question  as  to  the  out-of-state  follow-up. 
I learned  that  Judge  Turrentine^®,  of  San 
Diego,  had  a comparable  series  at  about  the 
same  time,  of  whom  he  stated  that  success 
was  uniform.  It  seems  that  Dr.  Kinsey  made 
a study  of  some  of  his  cases  and  concluded 
that  some  had  engaged  in  illegal  sexual  activ- 
ity, but  no  longer  employed  violence.  By  the 
time  of  my  inquiry,  Dr.  Kinsey  had  died, 
and  his  successor.  Dr.  Paul  H.  Gebhard,  states 
that  these  cases  investigated  by  Dr.  Kinsey 
did  not  number  more  than  a half  dozen.®’ 

This  led  me  to  the  California  Sexual  Devi- 
ation Research  project  of  1950-54  carried  out 
by  several  legislative  committees,  following 
the  occurrence  of  serious  rape  cases.  A very 
carefully  controlled  series  of  castration  cases 
was  planned  under  the  direction  of  Dr.  Karl 
Bowman.  This  was  frustrated  and  stopped  by 
the  testimony  of  several  psychiatrists  of  the 


for  June  1967 


41 


psycho-analytic  school,  to  whom  any  treat- 
ment, including  shock,  drugs  of  the  pheno- 
thiazine  type,  or  surgery,  anything  except 
long  drawn-out  Freudian  interview,  group 
therapy,  or  psycho-dramas,  are  anathema. 
This  is  not  to  imply  that  the  latter  forms  of 
treatment  are  useless;  quite  the  contrary. 
They  have  proved  value,  but  not,  I think,  in 
all  cases  of  violent  sex  offenses;  these  of- 
fenders, as  I read  more  and  more,  seem  to  be 
individuals  quite  apart.^ 

It  has  become  apparent  that  there  is  a 
wide  and  deep  chasm  between  the  two  groups 
in  psychiatry,  the  analysts  and  the  organicists. 
The  former  seem  to  outnumber  the  latter 
about  three  or  four  to  one,  and  are  the  ones 
the  courts  rely  upon  to  render  a diagnosis  of 
insanity.  The  situation  can  only  be  called 
chaotic,  and  it  is  to  be  hoped  it  can  be  brought 
into  a rational  equilibrium. 

Review  of  studies  in  Denmark 

While  I had  early  learned  of  the  work  of 
Dr.  Georg  Stiirup  in  Denmark,  it  was  Dr. 
Bowman  who  suggested  that  I write  to  Dr. 
Stiirup.  The  latter  was  most  generous  in  the 
reprints  he  sent  me,  and  the  letter.  I consider 
him  a model  for  American  psychiatry.  He 
has  all  the  good  characteristics  of  both  Ameri- 
can schools,  and  none  of  the  narrow-minded 
irrationality  that  so  besmirches  us.  His  insti- 
tution is  obviously  years  ahead  of  anything 
here.  All  of  the  attendants  are  carefully 
trained  and  highly  educated.  He  feels  that  the 
persons  who  are  most  in  contact  with  the 
convict  patients  must  of  necessity  have  the 
best  insights  and  skills  that  can  be  engen- 
dered. The  matter  of  castration  for  the  con- 
victed offender  is  never  broached  by  the 
staff.  The  subject  must  be  introduced  by  the 
convict  himself.  There  has  been  enough  said, 
and  enough  cases  done,  so  that  anyone  in 
Denmark  knows  of  the  castration  program. 
Stiirup  has  stated,  “Of  the  persistent  sex 
criminals  in  Denmark  who  have  been  sen- 
tenced to  institutions  like  Herstedevester,  less 
than  about  ten  cases  a year  are  castrated. 
This  amounts  to  about  300  cases  in  the  last 
30  years — about  two  per  cent  of  those  sen- 
tenced.^® “The  integration  of  this  surgical 
treatment  and  general  treatment  is  especially 
important.  . . .” 

It  is  to  be  emphasized  here,  and  it  will  be 
repeated  in  quoting  other  investigators,  that 


castration  is  not  a blanket  cure-all  for  the 
violent  sex-offender.  It  is  to  be  used  in  con- 
junction with  the  best  of  general  psychiatric 
treatment  in  certain  very  carefully  selected 
cases.  The  repeated  remark  of  American  doc- 
tors to  me  has  been,  “If  it  is  to  be  used  so 
infrequently,  why  use  it  at  all?”  This  is  the 
typical  American  psyche,  “If  it  is  so  good, 
let’s  mass-produce  it.” 

One  more  quotation  from  Dr.  Stiirup 
which  reveals  his  practical  insight,  “I  have 
arrived  at  the  view  that  the  legal  classifica- 
tion according  to  the  type  of  act  is  worth  little 
for  estimating  future  dangerousness.”  Which 
means  to  this  writer  that  our  current  code 
of  sentencing  in  the  United  States  is  only 
one  of  the  most  irrational  parts  of  our  current 
penal  code,  and  that  the  indeterminate  sen- 
tence is  one  of  the  most  badly  needed  inno- 
vations in  our  penal  system.  There  were  33 
cases  of  rape  associated  with  very  serious 
criminality,  such  as  murder,  in  Stump’s 
series.^®  These  he  divides  into  three  rough 
groups: 

1.  Sexually  deviating  persons. 

2.  Psychopathologically  deviating  persons. 

3.  Primitive  persons  — infantile,  exceed- 
ingly distinctive  culturally,  sometimes  with 
certain  nervous  traits. 

Less  than  half  of  these  serious  offenders 
have  been  operated  upon — 16  to  be  exact. 
Nine  were  in  the  sexually  deviating  group, 
all  are  managing,  although  some  have  gone 
through  periods  of  other  crimes;  three  were 
in  group  2,  and  one  is  in  custody  after  other 
criminality,  including  arson;  while  four  prim- 
itive, infantile  offenders  are  managing,  one 
of  them  committed  a crime  for  the  sake  of 
gain  and  became  depressed  as  a reaction. 

It  was  Dr.  Stump  who  suggested  that  I 
read  Die  Entmannung  von  Sittlichkeitver- 
brechern,  by  Albrecht  Langeliiddeke.^®  Little 
did  he  know  how  rusty  my  German  had 
become.  But  I got  out  my  old  dictionaries  and 
went  to  it  (with  the  aid  of  an  English  sum- 
mary provided  with  the  volume,  which  I am 
sure  is  in  error  in  a major  point).  The  report 
compares  the  records  of  1,036  castrated  of- 
fenders against  morality  with  the  records  of 
685  who  had  not  been  castrated.  The  castrates 
before  operation  had  a record  of  84  per  cent 
being  recidivists,  and  the  non-castrates  only 
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1;  39  per  cent;  57.6  per  cent  of  the  castrates  had 
i had  two  or  more  relapses  before  treatment, 
Ij  and  the  non-castrates  only  17.5  per  cent.  Thus 
•f  the  castrates  as  a group  had  the  poorer  prog- 
( nosis. 

' A group  of  2,405  castrates  from  the  earlier 
literature  had  had  a relapse  rate  of  2.7  per 
cent.  The  current  series  of  1,036  cases,  plus 
the  224  Berlin  cases  of  Ohm,  had  a relapse 
rate  of  2.8"2.9  per  cent.  This  compares  favor- 
ably with  the  39  per  cent  relapse  rate  of  the 
685  non-castrates.  This  is  probably  the  largest 
and  most  definitive  study  to  date. 

Bremer  reports  a follow-up  study  of  224 
Norwegian  cases  The  main  conclusions  are 
as  follows;  “During  the  15  year  period  preced- 
ing 1950,  permission  to  castrate  was  given 
in  235  cases.  For  various  reasons  the  operation 
was  not  performed  in  19  cases.  The  castrated 
sex  offenders  form  only  a very  small  per- 
centage of  the  total  number  of  sex  offenders 
— about  3 per  cent  of  those  sentenced.  Hence 
its  importance  statistically  as  an  aid  in  the 
‘fight  against  crime’  can  be  practically  ig- 
nored. 

“By  far  the  most  satisfactory  results  were 
obtained  in  the  case  of  the  habitual  sex 
deviates,  including  homosexuals,  and  the  oli- 
gophrenics. 


“In  general,  castration  has  yielded  poor 
results  in  schizophrenic  and  epileptic  psy- 
choses. 

“Expert  psychiatric  study  must  precede 
and  follow  operation.  It  is  a medical  task  and 
not  a judicial,  and  must  not  be  modified  by 
the  effort  to  avoid  harsh  penal  sentences  or 
to  substitute  for  lack  of  accommodations  in 
institutions.” 

This  report  confirms  Sturup’s  point  of 
view.  I desire  to  emphasize  that,  in  my 
opinion,  castration  should  not  be  used  for  any 
of  the  sex  deviates  except  the  violent  deviate, 
certainly  not  the  usual  homosexual  or  child 
molester,  whose  lesions  are  entirely  psycho- 
logical. Those  offenders  of  this  type  who  have 
mutilated  or  murdered  their  victims  are  can- 
didates, and  even  then  their  release  from 
prison  is  to  be  weighed  very  carefully,  and 
after  prolonged  observation  and  testing  by 
sodium  pentothal  and  hypnosis. 

It  is  tragic  that  the  California  study,  which 
gave  every  evidence  of  becoming  the  most 
scientifically  definitive  to  date,  was  sabo- 
taged, and  by  medical  doctors.  Their  conduct 
was  unbecoming  the  best  in  American  medi- 
cine. • 
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A study  of  maternal -newborn  proteins* 


Crichton  McNeil,  MD,  Willa  Mae  Helmick,  MT,  ASCP, 
Charles  R.  Berrett,  MT,  ASCP,  Elmer  F.  Trentelman,  MT,  ASCP, 
and  Peter  Furgis,  MT,  ASCP,  Salt  Lake  City! 

Prepartum  and  postpartum  maternal  Tartarinov,^  Moore,  et  al,^  Pfau,^^  and 


serum  proteins  have  been  studied 
electro phoretically  as  well  as  their 
respective  newborn  cord  serums.  Maternal 
serums  frequently  showed  an  absolute 
reduction  of  gamma  globulin  without 
other  globulin  or  albumin  alterations. 

Full  term  infants  had  gamma  globulin 
levels  averaging  the  same  as  normal  adults 
while  premature  infants  demonstrated 
gamma  globulin  deficiencies  proportional 
to  the  number  of  days  premature.  The 
twins  in  the  series  also  revealed  gamma 
fraction  reduction.  Those  prematures 
that  eventually  expired  also  revealed  the 
lowest  gamma  globulin  levels.  It  is 
suggested  that  premature  infants  might 
benefit  by  gamma  globulin  therapy 
upon  threat  of  infection. 

This  study  was  undertaken  to  evaluate  the 
major  serum  protein  fractions  of  maternal 
serum  compared  to  newborn  serum  with  spe- 
cial reference  to  the  premature  infant  and 
twins.  Our  interest  was  originally  directed 
toward  the  alpha,  and  alphao  fractions  be- 
cause it  was  postulated  that  an  imbalance  in 
these  mucopolysaccharide  containing  portions 
might  conceivably  influence  pulmonary  and 
brain  vascular  permeability  and,  thereby,  in- 
itiate pathologic  changes.  Although  gross 
alpha  globulin  abnormalities  did  not  appear, 
we  wish  to  report  several  interesting  observa- 
tions relating  to  gamma  globulin  the  ma- 
ternal-newborn relationship  near  the  time  of 
parturition. 

* This  investigation  was  supported  by  Research  Grant  No. 
B-1363-08  from  the  Institute  of  Neurological  Diseases  and 
Blindness,  Public  Health  Service,  Dept,  of  Health,  Educa- 
tion, and  Welfare,  Bethesda,  Maryland. 

t From  the  Holy  Cross  Hospital  Research  Foundation  and 
Department  of  Pathology,  University  of  Utah  College  of 
Medicine. 
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Bodman^  have  studied  the  serum  proteins  of 
the  fetus  electrophoretically  and  have  shown 
a rising  gamma  level  in  the  fetal  serum  as  full 
term  development  approaches.  Combined  ref- 
erences suggest  that  the  fetus  has  the  ability 
to  produce  an  adequate  level  of  albumin, 
alpha,,  alpha2,  and  beta  .fractions  but  that 
much  of  the  gamma  globulin  fraction  is  sup- 
plied by  the  mother  across  the  placenta  dur- 
ing the  last  eight  weeks  of  gestation.®  Having 
premature  newborns  specifically  in  mind,  we 
wished  to  investigate  their  sera  for  possible 
protein  abnormalities. 

Methods 

1.  Source  of  cases.  Serum  samples  were 
collected  from  mothers  whose  fetuses  were 
28  to  32  weeks  of  gestational  development. 
Another  maternal  sample  was  obtained  at 
delivery  along  with  an  umbilical  cord  blood 
specimen  of  the  fetus.  These  samples  includ- 
ed the  premature  labor  specimens  and  twins. 

2.  Control  Studies.  In  order  to  determine 
normal  protein  levels,  30  non-pregnant  wom- 
en between  the  ages  of  20  and  35  were  selected 
to  represent  a basis  for  comparison.  (See  ‘ 
Table  1.) 

3.  Technique.  All  serum  samples,  unless  : 
run  immediately,  were  frozen  at  — 20°C.  until 
analyzed.  The  method  used  was  the  Spinco 
electrophoresis  system  modified  by  using 
wool  black  stain  of  0.1  mg.%,  10%  acetic  acid 
in  methanol  to  quantitate  the  proteins.  A 
serum  control  pool  sample  was  placed  in  each 
chamber  to  insure  uniform  quality.  A stand- 
ard deviation  was  established  as  shown  in 
Table  1. 

Total  proteins  were  run  on  the  Autoana- 
lyzer,* using  the  Biuret  technique  method- 
ology of  Technicon,  and  the  same  control  pool  | 

i 

* Technicon  Corporation,  Chauncey,  New  York. 
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TABLE  1 


QUANTITATIVE  ELECTROPHORETIC  PROTEIN  FRACTIONS  OF  NORMAL  FEMALES 
AND  HUMAN  SERUM  POOL  CONTROLS 


Normal  Female 

Normal  Human 

Controls* 

Standard  Pool 

Number  of  Cases 

30 

16 

2 Standard 

Average 

Average 

Deviations 

Albumin 

2810  mg.% 

3320  mg.% 

440  mg.% 

Alpha-1 

360 

360 

110 

Alpha-2 

1150 

790 

210 

Beta 

1180 

930 

150 

Gamma  Globulin 

1564 

1330 

290 

Total  Protein 

7.0  gm% 

6.7  gm.% 

0.20  gm.% 

* Blood  donors’  ages  20  to  35  years. 

TABLE  2 

MATERNAL  PRE-  AND  POSTPARTUM  SERUM  ELECTROPHORESIS 
CLASSIFIED  AS  TO  THEIR  NEWBORN’S  WEIGHT 


Premature 

Full  Term  Injant  Weight  <^2,500  gm. 


Inf  ant  Weight  >2,500  gm. 

Pre-Delivery  Post-Delivery 

Survived 

Pre-Delivery  Post-Delivery 

Expired 

Pre-Delivery  Post-Delivery 

Number  of  Cases 

138 

142 

12 

29 

5 

10 

Albumin  (mg.%) 

2440 

2360 

2520 

2350 

2580 

2680 

Alpha- 1 (mg.%) 

490 

510 

500 

530 

470 

450 

Alpha-2  (mg.%) 

900 

1050 

890 

950 

880 

890 

Beta  (mg.%) 

1250 

1300 

1260 

1170 

1300 

1090 

Gamma  Globulin  (mg.%)...  1090 

1020 

1120 

1160 

1050 

1170 

Total  Protein  (gm.%).. 

6.2 

6.0 

6.1 

6.1 

6.8 

6.2 

sample  used  in  electrophoresis  acted  as  a 
daily  quality  control  on  the  procedure. 

Results 

Table  2 is  a representation  of  maternal 
sera,  before  and  after  delivery,  of  those 
women  bearing  a full  term  fetus  and  those 
having  a premature  newborn.  The  level  of 
maternal  gamma  globulin  is  of  special  interest 
because  there  is  a 500  mg./lOO  ml.  deficit 
compared  to  non-pregnant  females  of  compa- 
rable age.  Taking  into  consideration  the 
greater  maternal  blood  volume  of  27 %,®  this 


would  remain  a significant  gamma  globulin 
deficit.  The  maternal  serum  of  those  mothers 
of  premature  infants  also  shows  the  same 
trend.  It  should  be  appreciated  that  the  other 
serum  fractions — alphai,  alphas,  and  beta — 
are  only  slightly  below  the  control  (non- 
pregnant females),  which  would  indicate  an 
absolute  rise  considering  the  high  blood  vol- 
ume. 

Table  3 gives  the  range  of  gamma  values 
in  both  full  term  and  premature  maternal 
serums.  This  reveals  how  low  gamma  globulin 
levels  may  fall  without  maternal  or  fetal 


TABLE  3 

MATERNAL  GAMMA  GLOBULIN  RANGES  CLASSIFIED 
AS  TO  THEIR  NEWBORN’S  WEIGHT 


Premature 

Full  Term  Infant  Weight  <^2,500  gm. 

Inf  ant  Weight  ^2,500  gm.  Survived  Expired 


Pre-Delivery 

Post-Delivery 

Pre-Delivery 

Post-Delivery 

Pre-Delivery 

Post-Delivery 

Number  of  Cases 

138 

142 

12 

29 

5 

10 

Range 

Gamma  Globulin 

High 

Low 

High  Low 

High 

Low 

High 

Low 

High  Low 

High  Low 

(gm.) 

2390 

490 

1960  390 

1160 

710 

2270 

710 

1920  120 

1830  770 
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TABLE  4 


NEWBORN  CORD  SERUM  ELECTROPHORESIS  CLASSIFIED 
AS  TO  WEIGHT  AND  DAYS  PREMATURE 


Number  of  Cases 

Albumin 

Alpha-1 

Alpha -2 

Beta 

Gamma  Globulin 

Total  Protein 

Number  of  Cases 

Average  Weight  at  Delivery  (gm.) 

Number  of  Cases 

Average  Days  Premature 


Infant  Weight  >2,500  gm. 

Full  Term 

139 

2990  mg.  % 

310 

610 

770 

1450 

6.1  gm.% 

141 

3487 

141 

-2 


Infant  Weight  <;2,500  gm. 
Premature 

Survived  Expired 
27  8 

2840  mg.  % 2740  mg.  % 

240  280 

540  440 

760  740 

1150  730 

5.7  gm.%  5.0  gm.% 
29  10 

1956  1644 

29  12 

-34  -42 


abnormalities.  The  lowest  maternal  gamma 
level  of  120  mg.%  occurred  in  a mother  of  an 
expired  premature  infant  compared  with  a 
low  of  490  mg.%  in  the  maternal  serum  of  a 
normal  full  term  infant.  Occasionally,  an 
actual  elevation  of  gamma  globulin  was  ob- 
served but  this  was  unusual.  The  average 
postpartum  maternal  gamma  globulin  level 
was  slightly  lower  than  the  ante  partum. 

Table  4 emphasizes  the  rather  rapid  ac- 
cumulation of  gamma  globulin  by  the  fetus 
in  the  last  few  weeks  of  gestation.  Surviving 
premature  infants  had  an  average  300  mg.% 
less  than  full  term  infants  and  those  infants 
expiring  had  values  of  420  mg.%  below  those 
of  the  surviving  prematures.  This  deficiency 
seems  to  vary  directly  as  the  number  of  days 
of  prematurity. 

During  the  study,  seven  pairs  of  twins 


were  observed  along  with  their  maternal 
serums.  A low  gamma  globulin  level  was 
observed  in  both  maternal  and  newborn  sera 
in  the  twin  series  (Table  5) . This  result  seems 
to  re-emphasize  the  passage  of  gamma  globu- 
lin from  mother  to  infant  and  indicates  that 
there  is  a limit  to  the  amount  available  from 
the  mother  since  about  one  half  the  amount 
of  expected  gamma  globulin  appears  in  ma- 
ternal and  newborn  serums. 

Discussion 

Taking  into  consideration  the  rise  in  blood 
volume  during  the  last  trimester  of  preg- 
nancy,® our  results  seem  to  indicate  an  abso- 
lute increase  in  maternal  albumin,  alphai, 
alphas,  and  beta  globulins,  while  gamma  glob- 
ulin levels  decline  moderately.  The  relative 
amounts  of  gamma  globulin,  however,  are 


TABLE  5 

MATERNAL  AND  THEIR  NEWBORN  TWIN  SERUM 
ELECTROPHORESIS  STUDIES 


Maternal  Sera 
Pre-Delivery 

of  Twins 
Post-Delivery 

Infant  Sera  of  Twins 

Number  of  Cases 

2 

7 

13* 

Albumin 

2570  mg.% 

2430  mg.% 

3600  mg.% 

Alpha- 1 

390 

530 

290 

Alpha-2 

790 

950 

480 

Beta 

1290 

1210 

730 

Gamma  Globulim... 

850 

670 

750 

Total  Protein 

Number  of  Cases 

Average  Weight  at  Delivery  (gm.) 

Average  Days  Premature 

5.8  gm.% 

5.8  gm.% 

5.3  gm.% 
14 

2268 

-36 

*One  sera  hemolyzed  and  not  tested. 
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decreased  and  presumably  this  is  due  to  trans- 
placental passage  to  the  infant.  The  fetus 
appears  to  absorb  this  gamma  globulin  in  the 
last  weeks  of  pregnancy  as  indicated  by  the 
difference  in  premature  and  full  term  infant 
gamma  globulin  levels.  This,  then,  is  one 
measurable  deficiency  in  premature  physiol- 
ogy, and  the  lack  of  gamma  globulin  may  well 
explain  why  the  first  weeks  of  premature  life 
are  often  precarious. 

We  have  not  found  a rise  of  alpha  fractions 
in  the  premature,  and  in  two  hyaline  mem- 
brane cases  observed  these  fractions  were  not 
specifically  altered.  The  results  here  indicate 
that  treatment  of  premature  infants  with 
gamma  globulin  might  have  a definite  thera- 
peutic value,  especially  when  there  is  a threat 
of  bacterial  invasion.  In  those  premature  in- 
fants who  expired,  gamma  globulin  levels 
were  only  one  half  the  value  of  the  normal 
full  term  live  infants. 

From  the  standpoint  of  serum  gamma 
globulin  levels,  twin  newborns  resemble  pre- 
mature infants.  It  is  likewise  noted  that  twins 
are  usually  premature  from  the  standpoint  of 
time  in  utero.  It  appears  that  they  simply  do 
not  have  the  usual  length  of  time  to  absorb 
maternal  gamma  globulin.  Apparently  only 


a designated  amount  of  gamma  globulin  may 
be  transferred  across  the  placenta  so  that  the 
mother  is  not  completely  depleted.  Likewise, 
mothers  vary  considerably  in  their  ability  to 
produce  gamma  globulin,  but  it  seems  true 
that  actual  severe  sacrifice  of  maternal  gam- 
ma globulin  to  the  fetus  occurs  as  seen  in 
Table  3.  One  patient  demonstrated  a level  of 
390  mg.%  gamma  globulin  with  a normal  fetal 
gamma  level. 

Summary 

Maternal-newborn  proteins  have  been 
studied  at  prenatal  and  parturition  time  inter- 
vals. 

There  is  a relative  decrease  in  maternal 
gamma  globulin  in  the  full  term  pregnancy. 
Full  term  infants  have  been  shown  to  acquire 
serum  gamma  globulin  levels  comparable  to 
normal  adults,  while  premature  infants  and 
twins  are  usually  deficient  in  gamma  globu- 
lins. 

It  is  suggested  that  perhaps  premature  in- 
fants and  twin  newborns  might  benefit  from 
gamma  globulin  therapy  upon  threat  of  in- 
fection. 

Alpha  protein  fractions  were  not  signifi- 
cantly altered  in  these  newborns.  • 
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Pregnancy  and  the  use  of  various  drugs* 


James  P.  Hartley,  MD,  Andrew  A.  Marchetti,  MD, 
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What  drug  to  give  a pregnant  woman, 
especially  in  the  first  trimester,  is  of  concern 
to  patient  and  physician.  Respect  for  all 
drugs  is  indicated. 

Aside  from  drugs  such  as  thalidomide  and 
various  cancer  chemotherapeutic  agents,  few 
other  drugs  have  been  conclusively  incrim- 
inated to  produce  known  and  predictable 
teratogenetic  effects.  This  paper  is  a discus- 
sion of  the  effects  of  certain  drugs  during 
pregnancy  which,  while  not  necessarily  tera- 
togenetic, may  influence  the  fetus. 

Certain  basic  considerations  of  drug  ther- 
apy in  the  pregnant  patient  include  the  fol- 
lowing: 

1.  There  is  no  safe  drug  during  the  first 
trimester  of  pregnancy. 

2.  Certain  radiomimetic  drugs  which  pro- 
duce changes  and  usually  death  if  given  early 
in  pregnancy  should  never  be  used  except 
for  a life  threatening  situation. 

3.  At  present  there  is  no  experimental 
model  which  would  help  avoid  repetition  of 
the  thalidomide  disaster,  for  every  new  drug 
must  ultimately  prove  itself  to  be  safe  in  the 
human  animal  and  not  just  in  the  mouse  or 
rat. 

As  a specific  example  of  toxicity  in  the 
newborn  which  may  follow  drug  administra- 
tion to  the  mother,  let  us  consider  the  effects 
of  drugs  on  bilirubin  metabolism.  As  is  well 
known,  kernicterus  results  from  bilirubin  de- 
position in  the  basal  ganglia  of  the  brain, 
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Medical  Society,  Sept.  1,  1966.  From  the  Georgetown  University 
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usually  associated  with  hyperbilirubinemia. 
The  latter  may  be  caused  by  administration 
of  a drug  which  acts  in  one  of  three  ways: 
1.  The  drug  displaces  bilirubin  from  its  bind- 
ing site  on  serum  albumin;  examples  are:  a. 
sufonamides  (Wilson  1962),  b.  salicylates 
(Wilson  1962),  and  c.  caffeine  sodium  benzo- 
ate (Odell  1959).  2.  The  drug  competes  with 
bilirubin  for  the  conjugation  which  would 
detoxify  it.  The  conjugating  mechanism  in 
the  newborn  is  immature  and  may  be  over- 
loaded, and  in  the  premature  it  may  be  even 
less  efficient.  Examples  are:  a.  estrogens,  b. 
sulfonamides,  c.  progesterone,  d.  aspirin,  e. 
menthol,  f.  cortisone,  and  g.  chloramphenicol 
(Wilson  1962).  3.  The  drug  causes  hemolysis 
in  a genetically  sensitive  individual,  or  in 
anyone  if  given  in  a large  enough  dose.  Gluta- 
thione in  the  reduced  state  in  red  blood  cells 
protects  cellular  hemoglobin  from  the  toxic 
effect  of  various  drugs,  thus  helping  to 
prevent  hemolysis.  Glucose-6-dehydrogenase 
maintains  glutathione  in  the  reduced  state 
(Wilson  1962).  Glucose-6-dehydrogenase  may 
be  genetically  deficient.  The  following  drugs 
therefore  have  the  potential  if  given  to  preg- 
nant patients  of  causing  hyperbilirubinemia 
in  the  newborn:  a.  synthetic  vitamin  K,  b. 
primaquine,  c.  nitrofurantain,  d.  naphthalene, 
e.  phenylhydrazine,  f.  sulfanamides,  g.  fara 
beans,  h.  acetophenetidin,  i.  acetyl  salicylic 
acid,  j.  chloramphenicol,  and  k.  acetanilia.  It 
becomes  obvious  that  there  may  be  compli- 
cated backgrounds  to  relatively  straight-for- 
ward clinical  problems. 

Let  us  turn  our  attention  to  some  of  the 
commonly  used  drugs  which  produce  or  may 
potentially  produce  effects  in  the  fetus  when 
administered  to  the  mother. 


48 


Rocky  Mountain  Medical  Journal  j 


Analgesics 

In  normal  dosage  there  is  no  evidence  that 
salicylates  affect  the  fetus.  However,  when 
taken  for  suicidal  purposes  they  may  cause 
abortion,  in  large  doses  they  may  produce 
neonatal  bleeding,  and  they  compete  with 
bilirubin  for  binding  sites  on  serum  albumin 
and  increase  the  risk  of  kernicterus.  They  are 
more  effective  than  sulfonamides  in  disasso- 
ciating bilirubin  from  albumin. 

Acetphenetedin  (Phenactetin)  when  taken 
over  a long  period  in  large  doses  may  produce 
methemoglobinemia,  sulfhemoglobinemia  or 
renal  papillary  necrosis.  Degenerative  en- 
cephalopathy has  been  reported  in  infants 
born  of  mothers  who  had  ingested  large 
amounts  of  this  drug. 

Antibiotics 

There  is  no  convincing  evidence  that  any 
antimicrobial  drug  given  to  pregnant  patients 
has  had  a teratogenetic  effect.  However,  some 
specific  effects  occurring  during  pregnancy 
warrant  further  discussion.  Acute  fatty  liver 
of  pregnancy  is  characterized  by  jaundice  in 
the  last  trimester,  coffee  ground  vomitus, 
lethargy  and  coma,  premature  labor,  death 
often  a few  days  after  delivery,  hyperbili- 
rubinemia, elevated  S.G.O.T.,  elevated  alka- 
line phosphatase  and  the  morphological  find- 
ings of  many  fat-containing  vacuoles  within 
cells  of  the  liver  with  no  necrosis  and  little 
or  no  cellular  infiltrate.  Etiologic  factors  in 
addition  to  pregnancy  are  1.  large  doses  of 
tetracycline,  usually  intravenous,  2.  pre- 
existing nephropathy,  usually  pyelonephritis, 
which  permits  a large  amount  of  the  drug  to 
accumulate,  and  3.  duration  or  length  of  anti- 
biotic therapy.  Not  all  patients  with  this  syn- 
drome have  received  tetracycline  but  the 
majority  have.  Tetracyclines  are  cholating 
agents  and  are  incorporated  in  bone  and  teeth 
undergoing  calcification.  Vivid  golden  yellow 
develops  when  exposed  to  ultraviolet  light. 
In  teeth  this  is  permanent. 

Chloramphenicol  is  inactivated  through 
conjugation  with  gluceronic  acid.  Renal  ex- 
cretion of  free  chloramphenicol  is  by  glome- 
rular filtration.  Both  of  these  functions  may 
be  less  efficient  in  the  newborn.  High  dosage 
may  lead  to  gray  cyanosis,  flaccidity,  and 
cardiovascular  collapse.  This  manifestation 
has  only  been  reported  when  administered 


to  the  newborn,  but  the  drug  is  metabolized 
by  the  liver  and  may  compete  for  hepatic 
enzyme  systems  involved  in  bilirubin  metab- 
olism and  thus  lead  to  jaundice. 

Streptomycin  may  cause  deafness  and  ves- 
tibular impairment  in  the  fetus.  There  are 
reported  cases  of  total  deafness  following  long 
term  therapy  with  streptomycin  both  during 
the  first  and  second  day  of  pregnancy. 

With  the  long  acting  sulfonamides  (Kynex, 
Madribon)  significant  blood  levels  may  be 
present  in  the  newborn  for  six  to  seven  days. 
They  should  be  avoided  during  pregnancy 
(Cohlan  1964).  The  use  of  nalidixic  acid  (Neg- 
Gram)  should  be  avoided  since  the  effect  on 
the  fetus  is  unknown  (Medical  Letter  1964). 
Nine  mothers  received  sulfamethoxyprida- 
zine  (Medicel,  Lederkyn,  Kynex)  because  of 
prolonged  rupture  of  the  membranes.  All  of 
their  infants  developed  jaundice.  In  three  of 
the  babies  this  was  noted  on  the  first  day  of 
life.  In  four  infants  the  serum  bilirubin 
climbed  above  18  mg.  per  cent  and  two  babies 
required  exchange  transfusions  (Dunn  1954). 
Fifty-four  mothers  were  given  sulfadiazine 
(0.5  gram  twice  a day)  during  their  preg- 
nancies as  prophylaxis  against  rheumatic 
fever.  They  delivered  a total  of  one  hundred 
infants.  There  was  no  increase  in  the  inci- 
dence of  prematurity,  hyperbilirubinemia  or 
kernicterus  (Morgan,  Wenber  1965). 

Cancer  chemotherapeutic  agents 

These  drugs  are  usually  employed  in 
the  treatment  of  leukemias  and  lymphomas. 
In  a 1960  review  of  the  literature,  Sokal 
and  Lessman  reported  twenty-one  cases  in 
which  chemotherapeutic  agents  (not  count- 
ing aminopterin)  were  employed  in  human 
pregnancy.  Drugs  included  were  busulfan, 
6 - mercaptopurine,  desacetyl  - methylcolchi- 
cine,  nitrogen  mustard,  chlorambucil,  tri- 
ethylenemelamine  and  urethane.  When  used 
alone  no  major  fetal  abnormalities  were  re- 
lated to  alternating  6-mercaptopurine  and 
busulfan  throughout  pregnancy.  They  were 
aware  of  no  reports  of  important  fetal  abnor- 
malities in  which  drugs  were  used  only  after 
the  first  trimester.  Maloney  (1964)  states  that 
there  is  no  unequivocal  evidence  of  fetal 
damage  due  to  busulfan  therapy  alone  during 
pregnancy. 
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Aminopterin  (4-aminopteralyglutamic  ac- 
id) is  cytotoxic  and  definitely  teratogenic  in 
the  human.  It  causes  abortion  or  malforma- 
tions. There  is  no  constant  pattern  of  mal- 
formations. The  effect  depends  on  timing  and 
dosage,  but  it  has  been  associated  with  cleft 
palate,  harelip,  hydrocephalus  and  meningo- 
myelocele. Folic  acid  antagonists  are  strongly 
contraindicated  in  pregnancy,  at  least  during 
the  first  trimester. 

Diuretics 

Thiazide  diuretics  have  been  associated 
with  thrombocytopenia.  The  latter  has  been 
reported  in  newborn  of  treated  mothers  as 
well  as  non-pregnant  patients.  A recent 
report  listed  eleven  cases  of  neonatal  throm- 
bocytopenia and  other  hematologic  abnormal- 
ities associated  with  antepartum  administra- 
tion of  thiazide  drugs.  However  cause  and 
effect  was  not  proved.  In  general  their  ad- 
ministration would  seem  to  outweigh  the 
complications  reported. 

Ganglionic  blocking  agents  cause  a drop 
in  fetal  blood  pressure  and  heart  rate  in 
animals.  They  may  produce  paralytic  ileus  or 
neonatal  pneumonia  and  are  best  avoided 
during  pregnancy.  Reserpine  has  produced 
severe  nasal  congestion  which  clears  in  one 
to  five  days.  It  may  be  given  safely  if  the 
nursery  personnel  are  aware  of  its  prior  ad- 
ministration. 

Oral  hyperglycemics 

There  have  been  relatively  few  reports 
of  the  use  of  oral  hypoglycemic  agents  during 
pregnancy.  At  present  there  is  no  proof  that 
sulfonureas  are  teratogenic  in  man.  With  the 
use  of  chlorpropamide  (Dabinese)  one  study 
showed  an  increased  perinatal  mortality,  but 
the  total  number  of  patients  was  small  and 
other  factors  may  have  been  responsible. 
Moss  and  Connor  reported  on  eleven  patients 
treated  at  our  institution  with  torbutamide. 
None  of  the  infants  had  congenital  abnormali- 
ties. The  two  fetal  deaths  which  occurred 
were  not  thought  to  be  related  to  drug 
therapy. 

Progestagens 

Numerous  derivatives  of  progesterone 
have  been  synethesized  and  the  chemical 
terminology  may  be  confusing  to  the  non- 
chemist. When  given  to  a pregnant  patient 


masculinization  of  the  female  fetus  may 
occur  with  the  use  of  any  of  them.  This  phe- 
nomena was  first  reported  by  Wilkins  (1958). 
Studies  of  sex  chromatin  and  17-ketosteroid 
excretion  should  establish  the  correct  diag- 
nosis. Virilization  is  limited  to  the  external 
genitalia  (Fine,  Levin,  McConnell  1963).  Mas- 
culinization due  to  hormone  therapy  may 
vary  from  minor  degrees  of  labial  fusion 
(non-adherence),  to  complete  labio-scrotal 
fusion.  The  urethra  may  open  at  the  base 
of  an  enlarged  clitoris  or  a more  or  less  penile 
urethra  may  be  formed  (Black  1962).  No  mas- 
culinized female  babies  have  been  reported 
when  the  progestogens  were  used  as  preg- 
nancy tests  (Kistner  1964). 

There  has  been  no  adequate  proof  that 
progestational  treatment  significantly  affects 
the  outcome  of  habitual  or  threatened  abor- 
tion (Meester  1964).  Reports  are  inconsistent 
about  the  effect  of  progesterone  on  the  uterus 
at  term  (Friedman  1965). 

Of  the  drugs  in  clinical  use  masculiniza- 
tion has  been  reported  with  norethindrone 
(Norlutin,  Orthonovum),  norethyrodrel  (En-  ! 
ovid),  ethisterone  (Lutocylol,  Pranone),  tes- 
tosterone and  methyltestosterone,  and  nore- 
thandrolone  (Nilevar).  Masculinization  of  a ' 
female  fetus  has  not  been  reported  after  17- 
a-hydroxyprogesterone  caproate  (Delalutin) 
or  medroxyprogesterone  acetate  (Provera). 

Sedatives 

Evidence  of  the  teratogenicity  of  thalido- 
mide is  overwhelming  (Taussig  1962).  The 
clinical  picture  is  usually  symmetrical,  affect- 
ing the  arms  more  than  the  legs,  absence  or 
shortening  of  arms,  absence  of  thumbs,  ab- 
normalities of  fingers,  shortening  of  legs 
and/or  atresia  of  the  intestinal  tract  (Arena 
1964,  Black  1962).  Even  with  large  amounts 
it  is  difficult  to  make  some  animals  sleepy 
with  thalidomide  (Kelsey  1965).  Even  in  ret- 
rospect, thalidomide  is  a relatively  safe  drug 
in  the  laboratory.  Disaster  in  United  States 
was  prevented  primarily  because,  inadver- 
tently, the  human  experiment  was  being  con- 
ducted elsewhere  in  the  world  (Mellin  1964). 
Taussig  (1962)  has  written  an  excellent 
chronological  review  of  thalidomide.  The  cli- 
max was  reached  November  1961,  when  Lenz 
reported  to  a scientific  meeting  that  he  sus- 
pected a drug  cause  of  the  great  increase  in 
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the  incidence  of  phocomelia  in  Germany.  The 
suggested  incidence  has  varied  from  2 to  20 
per  cent,  and  in  one  report  reached  50  per 
cent.  The  critical  period  is  from  the  27th  to 
40th  day  of  gestation  (Cohlan  1963). 

Diphenylhydrontain  (Dilantin)  when 
given  with  phenobarbital  may  interfere  with 
folic  acid  metabolism  and  lead  to  a megalo- 
blastic anemia  of  pregnancy.  This  is  easily 
corrected  with  the  addition  of  folic  acid  to 
the  treatment  regime. 

Smoking 

The  average  birth  weight  has  been  found 
to  be  less  in  babies  whose  mothers  smoke 
heavily  (Meester  1964),  but  the  significance 
of  this  remains  unclear.  McDonald  and 
Lanford  (1965)  reported,  in  addition  to 
prematurity,  an  increased  incidence  of  pre- 
eclampsia, premature  rupture  of  the  mem- 
branes, and  a decreased  incidence  of  female 
births  among  “heavy  smokers”  (defined  as 
more  than  ten  cigarettes  per  day).  Peterson, 
Morese  and  Kaltreider  (1965)  noted  a signifi- 
cant increase  in  prematurity  (both  in  weight 
and  length  of  gestation)  among  babies  whose 
mothers  smoked  more  than  eleven  cigarettes 
per  day.  Apgar  scores  were  found  to  be  the 
same. 

Hormones 

In  a review  of  the  world  literature  260 
pregnancies  were  reported  in  which  cortisone 
or  its  analogues  were  administered.  Two  of 
these  babies  had  a cleft  palate.  Bongiovanni 
and  McPadden  (1960)  were  aware  of  only 
two  additional  cases.  Fetal  risk,  therefore,  in 
the  human  seems  small.  Nevertheless,  steroids 
should  be  given  during  pregnancy  only  for 
treatment  of  serious  maternal  disease.  It  is 
important  to  watch  for  adrenal  failure  in  the 
newborn,  but  neonatal  hypoadrenalism  re- 
sulting from  maternal  cortisone  is  extremely 
rare  (Wlson  1962),  and  Bongiovanni  and 
McPadden  (1960)  found  only  one  in  the  260 
cases  reported. 

Infants  delivered  of  mothers  who  are 
hyperthyroid  and  on  methylthiouracil,  pro- 
pylthiouracil or  methimazole  (Tapizole)  have 
occasionally  had  an  enlarged  thyroid.  A goiter 
may  produce  face  presentation  and  respira- 
tory obstruction  in  the  newborn.  The  mechan- 
ism is  believed  due  to  increased  stimulation 


of  the  pituitary  gland.  This  causes  increased 
production  of  thyroid  stimulating  hormone 
and  results  in  hyperplasia  of  the  fetal  gland. 
Iodine  given  to  pregnant  patients  for  reasons 
other  than  hyperthyroidism  has  also  produced 
goiter  in  infants.  In  many  cases  no  treatment 
of  the  goiter  is  required.  Thiouracil  is  ex- 
creted in  breast  milk,  and  thus  breast  feeding 
is  not  advisable  when  the  patient  is  receiving 
thiouracil  drugs. 

The  fetal  thyroid  begins  functioning  after 
fourteen  weeks  gestation.  At  this  time  the 
gland  becomes  subject  to  the  effect  of  ma- 
ternally ingested  propylthiouracil  (Aaron 
et  al.,  1955).  Kistner  (1964)  feels  surgery  may 
be  the  therapy  of  choice  for  thyrotoxicosis 
in  pregnancy,  but  Medical  Letter  (1963)  states 
that  if  care  is  taken  to  avoid  overtreatment 
propylthiouracil  and  other  antithyroid  drugs 
can  be  given  during  pregnancy  without 
serious  fetal  effect.  Maternal  thyrotropic 
hormone  probably  does  not  cross  the  placenta 
unless  it  has  reached  very  high  levels  in 
maternal  blood  (Smithells  1963).  Bongiovanni 
et  al.  (1956)  state  that  during  pregnancy  it 
may  be  desirable  to  correct  thyrotoxicosis 
only  partially  with  thiouracil  drugs.  An  at- 
tempt might  be  made  to  withdraw  the  drug 
about  two  to  three  weeks  prior  to  term,  and 
perhaps  use  iodine  toward  the  end  of  preg- 
nancy. 

Bongiovanni  has  been  quoted  as  stating 
that  clinical  hyperthyroidism  in  the  baby  is 
rarely  seen.  Infantile  cretinism  has  been  re- 
ported after  radioactive  iodine  (Wilson  1962) . 
Radioactive  iodine  leads  to  involution  of  the 
fetal  thyroid  and  colloid  goiter.  Hyperthyroid 
women  of  childbearing  age  should  not  receive 
radioactive  thyroid  therapy  without  first  hav- 
ing a pregnancy  test. 

Other  drugs 

The  anti-coagulants  bithydroxycoumarin 
(Dicumerol)  and  warfarin  have  caused  fetal 
hemorrhage  and  death  in  humans.  They  are 
probably  dangerous  in  human  pregnancy. 
Heparin  does  not  appear  to  cross  the  placenta 
fully,  and  at  present  we  favor  heparin  ther- 
apy for  the  initial  problem,  and  if  further 
therapy  is  indicated  we  recommend  inferior 
vena  cava  ligation.  We  have  had  three  recent 
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cases  treated  by  heparin  and  venous  ligation 
early  in  pregnancy  with  no  obvious  effects 
on  the  infant. 

Because  of  experimental  findings  with 
meclizine  in  pregnant  animals  there  has  been 
a great  deal  of  concern  about  the  use  of  this 
drug  in  pregnant  women.  While  there  is  no 
concrete  evidence  that  it  is  teratogenic  to  man 
its  use  as  an  antinauseant  is  not  recommended 
in  early  pregnany.  It  is  found  chiefly  in  the 
propietary  drug  Bonine. 

Quinine  in  therapeutic  dosage  likely 
causes  no  congenital  abnormalities.  In  very 
high  dosage  it  may  lead  to  defects  of  the  ear 
or  eye,  but  there  is  no  evidence  that  there 
is  an  increased  incidence  of  deafness  in  the 
malaria  areas  where  quinine  consumption  is 
constant  and  large.  Quinidine  likely  produces 
changes  similar  to  quinine. 

Phenmetrazine  hydrochloride  (Preludin), 
appetite  depressants,  have  been  implicated 
in  congenital  malformations,  but  there  is  no 
positive  evidence  of  its  action.  A diaphrag- 
matic hernia  has  been  suggested  as  the 
possible  rebutt  of  the  use  of  this  drug.  It  is 
strongly  suggested  that  it  not  be  used  during 
the  first  trimester  of  pregnancy. 

“Pregnancy,  regardless  of  trimester, 
should  be  considered  a contraindication  to 
smallpox  vaccination  unless  travel  to  an  epi- 
demic area  is  planned.”  (Medical  Letter  1965.) 
However  contact  with  a case  of  smallpox 
justifies  vaccination.  In  general  with  small- 
pox vaccination,  if  any  effect  occurs,  there 
is  produced  a vaccina  infection  of  the  fetus 
leading  to  its  demise.  Medical  Letter  1965  also 
states  that  “Pregnancy  is  a contraindication 
to  live  measles  vaccine.” 

Summary 

A brief  discussion  of  some  common  drugs 
and  their  possible  harmful  effects  when  ad- 
ministered to  pregnant  females  has  been  pre- 
sented. It  is  to  be  hoped  that  there  will  soon 
be  available  a complete  reference  index  of  all 
drugs  and  their  known  influence  and  effects 
when  given  during  the  pregnant  state.  • 


TTUiidllClIlG* 

' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophyiline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 
DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Lactation  inhibition  by  norethindrone 

with  mestranol* 


Charles  W.  Nickerson,  CDR  MC  U.S.N.,  and 
Virginia  O.  Berkman,  LCDR  NC  U.S.N.,  Portsmouth,  New  Hampshire 


These  studies  show  reduction  of 
breast  symptoms  in  patients 
receiving  this  hormone  to  suppress 
post-partum  lactation. 


At  the  present  time  breast  feeding  is  not  in 
vogue  at  this  hospital  as  only  20  per  cent  of 
the  patients  elect  to  breast  feed.  Although 
potent  medications  are  available  to  suppress 
lactation/'  ® none  were  in  use  at  this  hospital 
prior  to  April,  1965.  Since  that  time  a cheap, 
effective  medication  has  been  utilized  with 
good  results. 

Method 

Since  April,  1965  each  non-breast  feeding 
postpartum  patient  has  received  a daily  dose 
of  2 mg.  norethindrone  with  mestranolt  for 
a maximum  of  five  days.  When  this  program 
was  initiated  the  tablet  was  administered  the 
morning  following  delivery  regardless  of  the 
time  of  delivery.  However,  it  was  observed 
that  if  the  first  dose  was  not  given  within 
12  hours  of  delivery,  breast  engorgement 
and/or  pain  was  more  likely  to  appear. 

*From  the  Department  of  Obstetrics  and  Gynecology, 
United  States  Naval  Hospital,  Portsmouth,  New  Hampshire. 
The  opinions  or  assertions  contained  herein  are  of  the 
authors  and  are  not  official  or  necessarily  reflecting  the 
views  of  the  Medical  Department  of  the  Navy  or  of  the 
Naval  Service  at  large. 


tOrtho  Novum  2 mg.  Ortho  Pharmaceutical  Corp.,  Rari- 
tan, New  Jersey. 


Results 

All  hospital  charts  of  non-breast  feeding 
mothers  were  analyzed  for  notations  of  breast 
engorgement  or  breast  pain  from  January  1, 
1964  to  August  1,  1966.  From  January  1,  1964 
to  April  1,  1965  there  were  915  non-breast 
feeding  mothers  who  comprise  the  control 
group  and  who  received  no  medication  to 
suppress  or  inhibit  lactation.  Of  this  group 
127  (13.7  per  cent)  had  breast  pain  or  en- 
gorgement. The  study  group  who-  received 
norethindrone  with  mestranol  comprised  695 
patients  of  whom  36  (5.2  per  cent)  had  breast 
pain  or  engorgement.  As  will  be  seen  in  Fig. 
1 there  was  an  immediate  and  reasonably 


Fig.  1.  Non-breast  feeding  patients  with  breast 
engorgement. 
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consistent  reduction  in  breast  complaints 
since  the  advent  of  the  medication.  At  no 
time  were  the  patients  informed  that  they 
were  receiving  medication  to  inhibit  lacta- 
tion, and  there  was  no  use  of  binders,  fluid 
restriction  or  other  methods  of  lactation  con- 
trol. There  were  no  side  effects  (nausea, 
bloating,  headaches,  edema,  thrombotic  phe- 
nomena, visual  disturbance,  or  withdrawal 
bleeding)  observed  due  to  the  medication. 

Discussion 

There  have  been  no  studies  reported  in 
the  American  literature  regarding  use  of  this 
medication  for  lactation  inhibition.  However, 
this  has  been  reported  in  the  foreign  litera- 
ture.^ The  mechanism  by  which  lactation  is 
suppressed  by  this  drug  combination  is  not 
known,  but  it  must  operate  by  the  same 


principle  that  other  hormones  inhibit  lacta- 
tion.^* ^ Since  we  have  had  a 62  per  cent 
reduction  in  breast  complaints  and  no  side 
effects  due  to  the  drug,  we  feel  that  this  is 
a cheap,  effective  means  of  suppressing  lac- 
tation. 

Summary 

Breast  engorgement  and/or  pain  occurred 
in  13.7  per  cent  of  915  non-breast  feeding 
postpartum  patients  not  receiving  medication 
to  inhibit  lactation.  These  complaints  were 
reduced  to  5.2  per  cent  of  695  patients  who 
received  a daily  dose  of  2 mg.  norethindrone 
with  mestranol  for  five  days  starting  within 
12  hours  of  delivery.  There  were  no  side 
effects  observed  due  to  administration  of  the 
drug.  • 
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History  of  a medical  collection 
housed  in  the  Denver  public  library 

1893-1899* 


Marjorie  Wannarka,  Omaha,  Nebraska 


Early  history  of  the  Denver  Medical 
Society  Library  and  its  founders 
will  interest  most  physicians  in  the 
Rocky  Mountain  area,  particularly 
many  who  will  remember  the 
personalities,  and  all  who  patronize 
this  great  institution. 


In  the  late  nineteenth  century,  Denver  was 
the  locale  of  a little  publicized  episode  taken 
from  the  annals  of  the  history  of  this  nation’s 
medical  libraries.  Unlike  today,  at  that  time 
it  was  not  unusual  to  find  a special  collection 
of  medical  books  designed  to  be  used  particu- 
larly by  the  medical  profession  in  some  pub- 
lic libraries.^  Denver  was  a city  in  which  one 
of  the  earliest  medical  collections  was  located 
in  a public  library.  Two  individuals  played 
prominent  roles  in  the  history  to  be  recounted 
here.  One  of  these  individuals  was  John 
Cotton  Dana,  destined  to  become  well  known 
in  the  library  profession.  The  other,  Charles 
David  Spivak,  was  a physician.  Each  con- 
tributed to  the  history  of  the  early  beginnings 
of  the  medical  collection  which  is  now  known 
as  that  of  the  Denver  County  Medical  Society. 

John  Cotton  Dana 

In  the  Spring  of  1893,  there  were  four 
medical  schools  in  Denver.  And  the  city 
enjoyed  a favorable  ratio  of  one  physician 
for  every  250  persons,  while  the  rest  of  the 

*An  excerpt  from  Medical  Collections  in  Public  Li- 
braries of  the  United  States,  a thesis  submitted  to  the 
University  of  Minnesota.  The  author  is  Librarian,  Creighton 
University  School  of  Medicine  and  School  of  Pharmacy 
Library  at  Omaha. 


country  had  a ratio  of  only  one  physician  for 
every  600  persons.^  Yet  the  city  lacked  ade- 
quate medical  library  facilities  for  its  physi- 
cians and  students.  Such  a situation  was 
especially  intolerable  for  Dr.  Henry  Sewall. 
After  discussing  the  inadequate  facilities 
with  the  mayor,  Sewall  decided  to  seek  the 
advice  of  his  friend  and  patient,  John  Cotton 
Dana.  Dana  suggested  that  the  doctors  form 
a library  association: 

He  agreed  that  if  such  an  association  was 
formed  and  would  deposit  its  books  in  the 
Denver  Public  Library,  the  library  would  cat- 
alogue them  and  care  for  them  as  fully  as  if 
they  were  among  its  own  possessions.  Further- 
more he  agreed,  in  behalf  of  the  library,  to 
spend  as  much  money  for  the  purchase  of 
medical  books,  as  was  expended  for  that  pur- 
pose by  the  Medical  Library  Association.  In 
return  for  this,  the  books  belonging  to  the 
association  were  to  be  free  to  all  patrons  of 
the  Public  Library  who  wished  to  consult 
them  there,  but  were  to  be  lent  only  to  mem- 
bers of  the  Association,  and  were  to  remain 
its  exclusive  property.^ 

Who  was  this  librarian,  trained  in  law 
and  employed  at  times  as  a surveyor,  who 
expressed  such  an  interest  in  developing 
medical  library  resources  in  Denver?  Why 
did  he  become  a librarian?  Since  very  few 
organized  courses  in  library  science  were  of- 
fered at  that  time,  Dana  had  no  formal  train- 
ing in  librarianship.  When  Dana’s  health 
began  to  fail,  one  of  his  Dartmouth  class- 
mates, Frank  Wadleigh  Gove,  urged  him  to 
move  to  Denver  where  Gove’s  brother,  Aaron 
Gove,  was  superintendent  of  the  school  sys- 
tem.^ It  was  Aaron  Gove  who  recommended 
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that  Dana  be  appointed  first  librarian  of  the 
Denver  Public  Library.  The  library  had  been 
established  by  the  School  Board  and  was  em- 
powered by  the  legislature  to  levy  a tax  of 
one-tenth  of  a mill  for  the  support  of  the  new 
library.® 

Dana  was  highly  esteemed  by  his  col- 
leagues. When  he  attended  his  first  American 
Library  Association  meeting  in  1891,  his 
capacity  for  leadership  was  immediately  rec- 
ognized. Despite  the  fact  that  he  had  not 
attended  a conference  previously,  he  was 
appointed  to  the  Resolutions  Committee  and 
nominated  to  the  Executive  Committee.  After 
three  years  he  was  elected  to  the  presidency 
of  the  Association.  In  1908  he  was  one  of 
those  instrumental  in  establishing  the  Special 
Libraries  Association  and  served  as  its  first 
president. 

Dana  once  characterized  himself  as  being 
a “philosophical  anarchist.”  Hadley  tempers 
this  subjective  evaluation  by  noting  that  he 
was  an  unusual  anarchist,  “for  he  opposed, 
not  law  and  order,  but  complacency,  mental 
sloth,  social  irresponsibility,  lack  of  vision, 
mediocrity  and  bad  taste.”®  The  New  York 
Times  concurred  in  this  judgment: 

He  was  like  a gadfly  to  stodgy  conservatism. 
He  was  always  calling  for  a reassessment  of 
old  traditions  and  standards  in  library  work, 
and  was  eager  to  start  out  on  new  paths,  pro- 
vided they  led  to  the  results  he  had  at  heart. 
Mere  red  tape  in  administration  was  abhorrent 
to  him.  He  was  forever  cutting  it  through  and 
throwing  it  away,  in  order  to  replace  it  by 
more  direct  and  simple  methods.'^ 

This  attitude  of  rugged  individualism,  of 
independence  of  thought,  manifested  itself 
early  in  his  professional  career.  At  a time 
when  the  value  of  good  public  relations  was 
yet  unproved,  he  subjected  himself  to  the 
criticism  of  his  fellow  librarians  because  he 
had  used  every  available  means  to  arouse  an 
interest  in  reading.  Parsons  credits  him  with 
establishing  the  first  children’s  room  in  a 
public  library  in  the  nation.® 

This  was  the  librarian  who  opened  the 
doors  of  the  Denver  Public  Library  to  the 
medical  profession.  After  the  organization  of 
the  Colorado  Medical  Library  Association 
and  its  agreement  with  the  public  library, 
medical  books  and  journals  were  donated  by 
the  physicians  of  the  area.  The  University 
of  Denver’s  Medical  Department  deposited 


its  collection  of  240  volumes  and  2,000  un- 
bound journals  in  the  public  library;  St. 
Luke’s  Hospital  also  contributed  to  the  col- 
lection. The  following  table  demonstrates  the 
rapid  growth  of  the  collection: 

TABLE  1 

Growth  of  the  Colorado  Medical  Library 
Association’s  Collection  from 
1893  to  1898 


Year 

Number  of 
Volumes 

Number  of 
Journals 
Received 

1893 

503 

9 

1894 

1176 

45 

1895 

1718 

50 

1896 

3076 

147 

1897 

4489 

148 

1898 

5322 

177 

Adapted  from  Tandy^ 


The  phenomenal  growth  of  the  collection 
may  be  attributed  to  some  extent  to  the 
missionary  efforts  of  the  Association.  Circu- 
lars requesting  donations  were  sent  to  physi- 
cians and  all  interested  persons.  In  response, 
the  Boston  Medical  Library  Association  alone  , 
donated  2,000  volumes.  The  Surgeon-General 
directed  that  the  medical  libraries  of  any 
military  posts  which  might  be  abandoned 
should  be  given  to  the  Association,  and  a few 
generous  physician-members  provided  extra 
funds  when  extraordinary  expenses  arose. 

Charles  David  Spivak  i 

One  of  the  physicians  who  must  have  i 
worked  closely  with  Dana  was  Charles  David  : 
Spivak,  a Russian  bom  graduate  of  Jefferson  ■, 
Medical  College  in  Philadelphia.  History  does  '( 
not  record  Spivak’s  reason  for  moving  in  1896  ! 

from  the  culturally  well-endowed  Philadel-  ! 
phia  to  the  raw-boned  frontier  life  in  Colo- 
rado, but  perhaps  he  was  seeking  adventure  '• 
or  better  health  since  Colorado  was  reputed  ^ 
to  offer  both.  f 

In  October  1897,  an  article  by  Spivak  f 
appeared  in  Medical  News  wherein  he  out-  t 
lined  a plan  for  the  compilation  of  a union 
catalogue  of  all  medical  publications  found  in 
the  private  medical  libraries  of  a given  area.^” 

He  cites  his  experience  in  establishing  such 
a union  catalogue  for  the  Colorado  Medical  | 
Library  Association.  Each  physician  who  was  | 
willing  to  cooperate  was  asked  to  list  the  | 
books  he  owned;  the  complete  list  was  then  | 
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placed  in  the  Denver  Public  Library  where 
it  was  available  for  all  to  consult.  Although 
the  medical  publications  indexed  in  this 
union  catalogue  were  neither  owned  nor 
housed  by  the  public  library,  the  venture  is 
mentioned  here  because  it  is  a significant 
early  example  of  a cooperative  effort  between 
the  public  library  and  the  medical  profession 
to  obtain  the  greatest  possible  utilization  of 
the  medical  literature  found  in  a community. 

Dr.  Spivak  demonstrated  his  literary  in- 
terests and  ability  by  founding  a periodical 
devoted  to  and  entitled  Medical  Libraries. 
In  his  first  issue,  which  appeared  in  Febru- 
ary 1898,  he  states  his  purposes  in  publishing 
the  journal;  one  of  them  is,  “To  encourage 
the  founding  of  Medical  Libraries  and 
Medical  Departments  in  Public  Libraries, 
wherever  the  medical  profession  is  fairly 
organized.”  Even  though  the  journal  ceased 
publication  in  1902,  it  served  the  profession 
well  during  the  short  period  of  its  existence. 

Dark  Days  for  CMLA 

Because  of  political  differences  with  the 
local  authorities,  John  Dana  left  Denver  for 
Springfield,  Massachusetts,  in  1898.  With  his 
departure,  dark  days  dawned  for  the  Colo- 
rado Medical  Library  Association.  As  Sewall 
wrote: 

During  the  past  year  (1899)  the  Denver  Public 
Library  as  such  has  gone  out  of  existence.  Its 
holdings  have  become  added  to  that  (sic)  of 
the  old  City  Library.  The  enormous  labor  of 
recataloging  the  books  of  both  libraries  is  now 
under  way  and  will  probably  engage  the  ener- 
gies of  every  available  member  of  the  staff 


for  a considerable  period  to  come.  The  new 
building  devoted  to  the  harboring  of  the  com- 
bined properties  is  altogether  inadequate  in 
floor  space  and  shelf-room  to  its  purpose.  There 
is  little  doubt  that  the  loyalty  of  the  members 
of  the  medical  profession  could  have  been 
touched  by  appeals  for  the  Medical  Library 
and  money  would  have  been  forthcoming  to 
pay  transportation  upon  donations  from  the 
East  where  our  friends  have  always  been  more 
than  willing  to  give  us  of  their  literary  stores. 
But  we  lacked  actual  storage  room  for  new 
property  and  there  was  not  a trained  hand 
available  to  deal  with  it.n 
Charles  R.  Dudley  succeeded  John  Cotton 
Dana  as  City  Librarian.  In  spite  of  the  fact 
that  space  for  10,000  volumes  was  promised 
to  the  Association  in  the  new  library  build- 
ing, the  medical  collection  was  never  again 
admitted  to  or  cared  for  by  the  municipal 
library  system. 

After  an  auspicious  beginning,  the  progress 
of  the  Association  was  halted.  Until  1907  its 
chief  activity  consisted  of  a perfunctory  an- 
nual meeting.^^  In  1907  the  Denver  Academy 
of  Medicine  was  incorporated  and  assumed 
ownership  of  the  Colorado  Medical  Library 
Association’s  resources.  A further  reorgan- 
ization occurred  a year  later  when  the  County 
Medical  Society  was  amalgamated  with  the 
Academy.  However,  the  Academy  was  dis- 
solved in  1912,  and  the  Medical  Society  be- 
came wholly  responsible  for  the  collection. 
The  library  was  thereafter  housed  in  various 
places  until  the  Denver  Medical  Society  con- 
structed a special  building  for  it  in  1954  at 
1601  East  19th  Avenue,  where  it  is  found 
today.  • 
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nursing  care  for  cancer  patients- 

...a  major  concern  for  their  families,  and  for  their  physicians.  In  a unique  pioneering 
service,  the  American  Cancer  Society  is  deeply  involved  in  finding  a solution. 
Recognizing  the  phenomenal  growth  of  nursing  homes  — aware  of  the  shortage  of 
nurses  — knowing  the  implications  of  the  extended  care  benefits  of  Medicare  — the 
Society  has  launched  a dramatic  educational  demonstration  project  on  cancer  nursing 
for  nursing  home  staff.  Special  emphasis  is  on  colostomy  irrigation,  care  of  the  laryn- 
gectomized  patient,  care  of  an  ileal  bladder,  and  emergency  nursing.  To  achieve 
maximum  application  of  this  plan,  a cadre  of  nurses  is  being  trained  by  the  Society  to 
conduct  cancer  nursing  courses  in  nursing  homes  throughout  the  nation. 

This  endeavor  has  been  warmly  endorsed  by  the  American  Nurses  Association  and 
other  professional  organizations.  We  feel  sure  that  such  a program,  bringing  skilled 
nursing  care  to  the  bedside  of  the  cancer  patient,  will  be  enthusiastically  received  by 
the  medical  profession. 


AMERICAN  CANCER  SOCIETY' 


THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 
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The  anemia  and  the  illness  of  trauma* 


Victor  B.  Buhler,  MD,  Kansas  City,  Missouri 


This  article  reviews  some  important  data 
concerning  post-traumatic  anemia  and  de- 
tails the  relationship  of  this  anemia  to  fat 
embolism. 

Many  investigators  have  called  attention 
to  an  unexplained  anemia  that  frequently 
follows  trauma/’ This  phenomenon  oc- 
curs not  only  in  patients  with  open  wounds 
from  which  there  is  external  blood  loss  and 
in  patients  with  closed  wounds  in  which 
there  is  tissue  swelling  to  indicate  the  possi- 
bility of  blood  loss,  but  also  in  traumatized 
patients  in  whom  no  clinically  detectable 
blood  loss  occurs.  In  those  patients  who  have 
lost  blood  externally,  adequate  blood  re- 
placement by  transfusion  has  been  deter- 
mined by  utilizing  various  laboratory 
methods,  including  evaluation  of  the  hemo- 
globin concentration,  the  hematocrit  and 
the  circulating  red  blood  cell  mass  and 
plasma  volume  by  various  techniques.  In 
those  patients  with  closed  wounds  and  with 
clinical  evidence  of  hemorrhage,  such  as 
limb  swelling,  blood  loss  has  been  evaluated 
by  circumferential  measurement  of  the  ex- 
tremity or  by  fluid  displacement  methods. 
Yet  in  cases  where  external  or  internal 
blood  loss  occurs,  irrespective  of  replace- 
ment therapy,  and  in  those  cases  where  no 
blood  loss  occurs,  an  anemia  frequently 
develops  following  trauma  that  remains  un- 
explained, and  clinically  detectable  hemor- 
rhage, sufficient  to  account  for  the  blood 
loss  is  absent.  Topley  and  Clark^  have  refer- 
red to  this  as  the  “Anemia  of  trauma.” 

The  degree  of  anemia  varies,  but  the  hemo- 
globin values  may  fall  from  2.0  grams  to  as 
much  as  6.0  grams  in  a matter  of  hours. 

•Presented  at  63rd  Annual  Meeting  of  the  Wyoming  State 
Medical  Society  Sept.  2,  1966.  The  author  is  Victor  B. 
Buhler,  M.D.,  Pathologist,  St.  Joseph  Hospital,  Kansas 
City,  Missouri. 


We  have  noted  a fall  in  hemoglobin  as 
much  as  4.0  grams  in  a 12-hour  period.^  This 
reduction  in  hemoglobin  may  occur  pre- 
cipitously within  a few  hours  after  injury, 
but  generally  occurs  on  the  second  or  third 
day.i.  2.3.  *.5  Isotope  studies  indicate  that  the 
circulating  red  blood  cell  mass  is  reduced 
but  that  the  plasma  volume  is  not  altered 
significantly.  The  results  of  these  studies, 
utilizing  I^®^  labeled  Human  Serum  Albumin 
(RISA)  have  been  previously  published. 
There  is  no  change  in  the  mean  corpuscular 
hemoglobin  concentration,  but  the  hemato- 
crit falls  in  proportion  to  the  reduction  in 
the  circulating  red  cell  mass  and  to  the 
fall  in  hemoglobin  levels.  Blood  transfusions 
will  increase  the  hemoglobin  level  and  the 
circulating  red  cell  mass,  but  generally  not 
in  proportion  to  the  amount  of  blood  given. 
Because  of  this,  the  possibility  of  over-trans- 
fusion of  these  patients  exists. 

In  1937,  Koritschoener  and  Sophian®  called 
attention  to  the  fall  in  hemoglobin  in  post- 
traumatic  cases  and  stated  that  an  other- 
wise unexplained  fall  in  hemoglobin  is  due 
to  fat  embolism.  Other  investigators®-^’®  in 
enumerating  the  laboratory  findings  in  pa- 
tients with  fat  embolism  have  mentioned 
the  hemoglobin  loss  as  a diagnostic  sign. 
Since  fat  embolism  increases  morbidity  and 
mortality  and  is  a frequent  complication  of 
trauma,  it  is  important  to  call  to  the  atten- 
tion of  those  physicians  who  care  for  injured 
patients,  that  the  reduction  of  hemoglobin 
is  an  early  diagnostic  indication  of  the  exist- 
ence of  fat  embolism.  Because  the  hemo- 
globin may  fall  precipitously,  determinations 
should  be  made  at  least  daily. 

Fat  embolism  most  frequently  occurs  after 
traumatic  injuries  which  involve  fractures 
of  the  long  bones  and  the  incidence  increases 
in  proportion  to  the  degree  of  trauma  and 
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with  multiple  fractures.  It  may  occur  follow- 
ing operative  procedures  involving  bone  or 
following  manipulation  of  existing  fractures. 
Reports  of  fat  embolism  following  external 
cardiac  massage  without  fracture  of  the  rib 
cage,  injury  to  soft  tissues  and  abdominal 
operations,  serve  to  illustrate  that  fat  em- 
bolism may  occur  with  minor  degrees  of 
trauma  and  in  injuries  not  involving  the 
bony  skeleton.  Shenken  and  Coleman®  in 
1943  first  reported  the  finding  of  bone 
marrow  embolism  to  the  lungs  in  a patient 
with  a fracture  of  the  femur.  Subsequently, 
a number  of  reports  have  appeared  in  which 
the  intravasation  of  bone  marrow  has  caused 
embolization  of  the  lungs  following  trau- 
mai0’“'^2  -y^rith  or  without  fracture,  following 

closed  cardiac  massage^^.  14  following 

such  diagnostic  procedures  as  intravenous 
contrast  radiography’®  and  sternal  bone  mar- 
row examination.’”  These  reports  indicate 
the  frequency  and  the  ease  that  fat  and 
marrow  particles  gain  access  to  the  blood 
stream.  The  prevailing  view  in  regard  to  the 
pathogenesis  of  fat  embolism  is  that  advo- 
cated by  Peltier,®  Pipkin”  ’*  and  others. 
These  authors  are  of  the  opinion  that  fat 
globules,  or  chylons,  composed  of  neutral 
fat,  measuring  15  microns  in  size  or  larger, 
are  transported  from  the  site  of  injury  to 
the  pulmonary  circulation  where  at  first, 
they  produce  a mechanical  block.  Smaller 
particles  may  traverse  the  pulmonary  bar- 
rier and  embolize  the  terminal  arterioles  of 
distant  organs  such  as  the  brain,  heart  and 
kidneys.  Even  some  of  the  larger  particles, 
by  virtue  of  their  ameboid  motion,  may  tra- 
verse the  pulmonary  barrier.  When  mechan- 
ical block  occurs  in  the  lungs,  there  is  slow- 
ing of  the  pulmonary  circulation  resulting 
in  an  increased  viscosity  of  the  blood  or 
sludging.  This  slowing  of  the  circulation 
reduces  the  amount  of  oxygen  to  the  en- 
dothelial lining  of  the  pulmonary  vessels  and 
increases  the  permeability  of  the  vessel.  The 
clinical  symptoms  during  the  stage  of  me- 
chanical block  are  those  of  shock  and  include 
cyanosis,  hypotension,  rapid  respiration, 
tachycardia  and  an  increase  in  pulmonary 
arterial  pressure.  The  hemoglobin  value 
drops  and  the  circulating  red  blood  cell  mass 
is  reduced.  If  massive  embolism  occurs  at 
this  time,  an  increase  in  pulmonary  pressure 
may  occur  which  may  cause  right  heart 
failure  and  death. 

When  lesser  amounts  of  neutral  fat  are 
transported  to  the  lungs,  lipase,  produced 


in  the  lungs,  hydrolizes  the  neutral  fat  into 
fatty  acids.  Fatty  acids  are  more  toxic  to  the 
tissues  than  are  neutral  fats.  Further  dam- 
age to  the  pulmonary  arteriole  results  and 
hemorrhage  into  the  adjacent  lung  tissue 
occurs.  The  associated  clinical  symptoms 
include  a deepening  of  the  cyanosis,  increase 
in  the  respiratory  rate,  and  a further  reduc- 
tion in  the  hemoglobin  levels  and  the  circu- 
lating red  blood  cell  mass.  Serum  lipase 
levels  are  elevated.  There  is  an  increase  in 
the  temperature.  X-ray  examination  of  the 
lungs  are  usually  interpreted  as  pneumonia 
or  interstitial  pulmonary  hemorrhage.  The 
patient  may  become  drowsy,  restless  and 
irrational.  These  symptoms  are  due  to  the 
chemical  phase  of  fat  embolism®’”  and  have 
been  referred  to  as  the  illness  of  trauma. 2’* 
Recovery  or  death  depends  on  the  degree 
of  embolism  and  the  extent  to  which  the 
lungs  and  other  organs  are  involved. 

Fat  particles  that  traverse  the  pulmonary 
barrier  may  cause  embolism  of  the  brain 
which  results  in  coma  and  death.  Postmortem 
findings  include  the  presence  of  intravascular 
fat  droplets  along  with  petechial  hemorrhage 
or  hemorrhagic  infarcts  of  the  brain.  Em- 
bolization of  the  kidneys  may  occur  with 
resultant  oliguria  or  anuria  and  a terminal 
azotemia  may  result.  Petechial  hemorrhages 
may  be  seen  in  other  organs  and  in  the  skin. 

Briant  and  Harris,’®  using  a quartz  rod 
transilluminating  microscopy,  have  directly 
observed  some  of  these  phenomena  in  the 
lungs  of  rabbits  after  injection  of  neutral 
fats,  such  as  human  and  rabbit  bone  marrow, 
into  the  venous  circulation.  According  to 
their  observations,  the  pulmonary  arterioles 
of  approximately  70  microns  in  size,  are 
occluded  by  the  fat  droplets  with  resultant 
ischemia  of  the  adjacent  lung  tissue.  Blood 
continued  to  flow  through  the  terminal  arte- 
rioles proximal  to  the  site  of  occlusion.  Fatty 
acids,  when  injected,  fragmented  into  smaller 
particles  which  were  able  to  occlude  the 
terminal  pulmonary  arterioles  with  resultant 
interstitial  hemorrhage.  This  concept  differs 
from  the  prevailing  view  of  Peltier,  Pipkin 
and  others,  in  that  the  changes  produced  by 
neutral  fats  and  fatty  acids  may  not  be 
entirely  due  to  the  differences  in  their  chemi- 
cal behavior.  The  effect  of  fatty  acids  may 
be  due  to  the  smaller  particle  size  and  the 
smaller  of  the  vessels  involved. 

The  diagnosis  of  post-traumatic  fat  em- 
bolism is  based  on  the  characteristic  clinical 
symptoms  and  laboratory  findings.2®  The 
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postmortem  diagnosis  requires  the  presence 
of  intravascular  fat  globules,  multiple  small 
hemorrhages  or  hemorrhagic  infarcts  in  the 
lungs,  the  brain,  the  kidneys  or  in  other 
organs.  Ischemic  infarcts  are  the  result  of 
mechanical  obstruction.  The  hemorrhagic 
infarcts  may  be  due  either  to  temporary 
arterial  occlusion  with  necrosis,  followed  by 
re-establishment  of  the  local  circulation,  or 
to  blood  vessel  damage  as  a result  of  the 
liberation  of  the  more  toxic  fatty  acids. 

The  treatment  of  the  anemia,  or  the  ill- 
ness of  trauma,  which  Pipkin  calls  clinical 
fat  embolism^’ involves  prevention  of  the 
disease  by  careful  handling  of  the  trau- 
matized patient  to  minimize  the  intravasa- 
tion  of  fat  at  the  site  of  injury.  Oxygen 
inhalation  therapy,  heparin,  blood  trans- 
fusion and  digitalization  constitute  impor- 
tant supportive  measures.  Weiner  and  For- 
sythe-^ studied  the  pathophysiology  of  a case 
of  fat  embolism  and  called  attention  to  the 
hyperventilation  that  may  occur  capable  of 
producing  hypocapnia  and  alkalosis.  Mental 
confusion  and  disorientation  were  resolved 
by  use  of  five  per  cent  dioxide  and  95  per 
cent  oxygen  inhalation.  These  mental  symp- 
toms reappeared  after  100  per  cent  oxygen 
inhalations,  and  were  again  resolved  using 
the  carbon  dioxide-oxygen  mixture.  The  use 
of  alcohol  solutions  intravenously,  orally 
and  by  inhalation,  however,  in  both  the  pre- 
vention and  treatment  of  the  anemia  and 
the  illness  of  trauma,  is  of  current  interest. 
Information  as  to  its  action  is  meager.  The 
suggestion  that  alcohol  acts  as  a solvent  of 
the  fat  particles  does  not  entirely  explain 
the  manner  in  which  it  reaches  the  fat 
globules  in  the  occluded  pulmonary  vessels. 
The  therapeutic  value,  however,  has  been 
demonstrated  clinically.-' 

Case  histories  of  patients  with  clinical  fat 
embolism  have  been  presented^- in  which 
a reduction  in  hemoglobin  levels  and  an  in- 
crease of  the  serum  lipase  had  occurred. 
The  hemoglobin  values  returned  to  their 
previous  levels,  while  the  serum  lipase 
values  returned  to  normal  after  the  intra- 
venous administration  of  alcohol. 

What  causes  the  drop  in  hemoglobin  in 
the  traumatized  patient?  And  where  does 
the  blood  go?  Clinically  detectable  external 
blood  loss  does  not  take  place.  Internal 
blood  loss  by  hemolysis  has  not  been  demon- 
strated. Although  an  elevation  of  the  serum 
bilirubin  values  have  been  reported,  the 
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increase  is  more  compatible  with  the  absorp- 
tion of  broken  down  hemoglobin  at  the  site 
of  injury,  rather  than  intravascular  hemol- 
ysis. An  increase  in  the  total  serum  bilirubin 
level  from  an  average  of  0.4  mg  per  cent  to 
0.6  mg  per  cent  on  the  first  and  second  post- 
operative days  has  been  reported  in  patients 
operated  for  non-united  fractures.  The  total 
serum  bilirubin  returned  to  normal  on  sub- 
sequent days.  Certainly  a greater  increase 
in  serum  bilirubin  levels  would  be  expected 
in  these  patients  whose  hemoglobin  values 
drop  two  or  more  grams.  Furthermore,  the 
disappearance  and  survival  studies  utilizing 
Cr®^  tagged  erythrocytes  does  not  support 
the  concept  of  a hemolytic  mechanism. 

Hemodilution  does  not  account  for  the 
hemoglobin  loss.  In  our  studies  of  the  blood 
volume  using  irradiated  human  albumen 
(RISA) , the  plasma  volume  did  not  change; 
it  was  the  red  cell  mass  that  was  reduced. 

It  is  therefore  apparent  that  neither 
bleeding,  reduced  erythropoesis,  hemolysis 
nor  hemodilution  can  explain  the  anemia 
of  trauma.  A temporary  failure  of  bone  mar- 
row in  the  post-traumatic  state  cannot  be 
postulated  as  the  anemic  process  is  too  rapid 
for  bone  marrow  failure  to  become  effective. 
To  the  contrary,  Topley^  has  shown  that 
an  increased  reticulocyte  count  occurs,  which 


would  indicate  that  the  blood-forming 
mechanism  is  intact. 

The  return  of  the  hemoglobin  values  to 
their  previous  levels  after  the  use  of  intra- 
venous alcohol  seems  to  be  of  importance. 
It  would  indicate  that  the  initial  drop  in 
hemoglobin  was  produced  by  a diversion  of 
the  red  cell  mass  from  the  systemic  circula- 
tion and  was  returned  after  the  administra- 
tion of  intravenous  alcohol.  The  possibility 
exists  that  there  is  either  a release  of  the 
mechanical  block  or  an  inhibition  of  the 
chemical  phase.  There  is,  however,  no  valid 
explanation  which,  or  if  either,  of  these  two 
mechanisms  allow  for  a return  of  the  red 
cell  mass  to  the  systemic  circulation. 

Summary 

An  anemia  and  an  illness  of  trauma  occurs 
which  is  clinically  indistinguishable  from 
fat  embolism. 

A reduction  of  the  hemoglobin  levels  and 
a reduction  in  the  circulating  red  blood  mass 
is  a frequent  finding  in  the  early  phase  of 
the  disease. 

An  awareness  of  the  anemia  and  of  the 
illness  of  trauma  should  lead  to  an  early 
diagnosis  and  reduce  the  morbidity  and 
mortality  of  fat  embolism.  • 
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Simple  mastectomy  --- 
a subcutaneous  approach 


Donn  D.  Thomas,  MD,  Englewood,  Colorado 


Enucleation  of  breast  tissue  for  benign 
disease  need  not  be  a disfiguring 
procedure.  The  method  herein  advocated 
is  designed  to  avoid  psychic  trauma 
implied  in  loss  of  a breast. 

A FREQUENT  AND  PERPLEXING  PROBLEM  encoun- 
tered by  physicians  is  diffuse  breast  disease 
and/or  the  recurrent  development  of  “lumps” 
or  masses  in  the  female  breast.  Understand- 
ably, this  produces  concern  by  the  patient, 
her  family  and  her  physician;  the  latter  then 
becomes  responsible  for  selection  of  treat- 
ment. Of  primary  interest  is  the  possibility 
I'  of  malignant  disease.  A series  of  breast  biop- 
1 sies  and  mammographic  x-ray  examinations 
• extends  over  several  years,  entailing  hospital- 
; izations  with  anesthetics  and  other  associated 
expense,  both  financial  and  emotional.  In 
cases  where  all  masses  cannot  be  removed 
by  excisional  biopsy  there  is  the  question 
: whether  a residual  mass  is  pre-malignant  or 
malignant.  Multiple  biopsies  can  be  confusing 
because  of  scarring,  deformity  and  contrac- 
tion, which  compound  the  difficulty  in  inter- 
pretation of  clinical  or  x-ray  examinations. 

A solution  to  these  problems  is  often 
simple  mastectomy,  either  unilateral  or  bi- 
lateral. This  procedure  is  directed  toward 
removal  of  the  breasts,  both  as  treatment  and 
prophylaxis.  Decision  to  do  a simple  mas- 
tectomy is  usually  after  considerable  deliber- 
ation and  hesitation,  and  not  infrequently 
as  a “last  resort.”  This  is  understandable  be- 
cause it  is  a mutilating  and  deforming  pro- 
cedure which  is  “emotionally  charged,” 
though  technically  easy  to  accomplish.  We, 
as  physicians,  are  loath  to  intentionally  or 
unnecessarily  amputate  any  limb  or  organ. 
This  is  as  it  should  be,  because  the  result  is 


seldom  a satisfying  one.  Patients  who  are 
candidates  for  simple  mastectomy  may  refuse 
or  resist  the  recommendation — sometimes  for 
reasons  they  do  not  express.  Often  there  is 
anxiety  and  concern  about  loss  of  a breast 
or  alteration  of  “body  image.”  This  is  a real 
factor.  Also  there  are  social  and  cultural  prob- 
lems not  to  be  minimized  as  a source  of  worry. 
They  are  concerned  about  such  things  as 
clothing  fitting  properly  and  the  need  to  wear 
padded  prosthetic-type  bras.  As  one  patient 
succinctly  described  after  one  simple  mas- 
tectomy and  being  advised  to  have  the  other 
breast  removed  because  of  benign  disease: 
“No  thank  you.  I would  rather  have  cancer. 
I already  feel  like  someone’s  half-brother.” 
This  facet  of  our  treatment  cannot  be  ignored 
and  should  not  be  underestimated. 

A procedure  for  selected  patients  in  pref- 
erence to  simple  mastectomy  is  herein  de- 
scribed. The  method  accomplishes  three  de- 
sirable effects.  First,  it  is  an  acceptable 
method  of  treatment;  second,  it  is  prophylac- 
tic against  development  of  malignant  disease; 
and  third,  it  is  a welcome  psychologic  solution 
compared  to  breast  amputation. 

The  procedure  consists  of  simple  mastec- 
tomy by  a subcutaneous  route,  leaving  skin, 
areola  and  nipple  intact.  A substitution  of  a 
silastic  gel  prosthesis  is  then  made  for  breast 
mass  in  the  area  vacated  by  its  excision.  This 
removes  the  diseased  breast  tissue  and  substi- 
tutes a soft  pliable  material  contoured  to 
resemble  a normal  female  breast.  The  size  is 
determined  by  the  size  of  the  prosthesis. 

Indications  for  subcutaneous  mastectomy 

Indications  for  this  procedure  can  be 
grouped  into  one  fairly  large  category — dif- 
fuse, chronic,  benign  breast  disease.  This  in- 
cludes adenosis,  fibrocystic  disease,  ductal 
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hyperplasia,  fibroadenoma  and  intraductal 
papillomas.  I do  not  feel  that  this  is  the  pro- 
cedure of  choice,  nor  is  it  indicated,  for  one 
or  two  solitary  masses.  These  can  be  removed 
by  excisional  biopsy  rather  than  this  more 
extensive  procedure.  However,  in  those  pa- 
tients who  have  more  diffuse  disease  or  have 
had  previous  diagnostic  biopsies  and  who 
probably  will  require  periodic  biopsies,  it  is 
logical  to  consider  subcutaneous  mastectomy. 

Selection  o f patients 

Criteria  for  selection  of  patients  for  sub- 
cutaneous mastectomy  is  not  rigid  and  varies 
to  some  degree.  Generally,  any  patient  with 
benign  breast  disease  can  be  considered,  but 
selectivity  must  be  used  on  an  individual 
basis.  Clinically  and  radiographically  there 
should  be  freedom  from  malignant  disease. 
In  my  practice,  age  has  varied  from  26 
through  45.  All  patients  have  had  one  to  eight 
previous  breast  biopsies  histologically  benign. 
All  have  had  pre-operative  mammography 
not  indicative  of  malignant  disease.  Consider- 
ation of  family  history  of  malignant  disease 
is  necessary,  as  it  is  a well  established  fact 
that  there  is  an  increase  of  incidence  of  breast 
carcinoma  in  families  where  previous  malig- 
nancy has  been  documented  in  a mother, 
sister  or  maternal  aunt.  This  history  cannot 
be  overlooked,  for  these  patients  are  under 
greater  emotional  strain  because  of  uncer- 
tainty concerning  the  exact  nature  of  their 
problems  and  knowledge  of  the  family  his- 
tory. 

Method 

The  procedure  is  done  under  general  an- 
esthetic after  adequate  and  complete  pre- 
operative work-up.  The  surgery  is  done  bilat- 
erally to  obtain  a symmetrical  result.  The 
entire  chest  is  prepared  from  clavicle  to  the 
lower  border  of  the  thoracic  cage.  Palpable 
limits  of  the  breast  are  then  outlined.  Incision 
is  made  in  the  inframammary  fold  and  dis- 
section of  the  breast  begun,  first  dissecting 
the  breast  off  the  pectoralis  fascia  along  its 
entire  limits  of  attachment.  Subcutaneous 
dissection  is  carried  out,  using  as  gentle 
a technic  as  possible  on  skin  edges.  This  stage 
amounts  to  development  of  a large  skin  flap 
with  limited  vascularity  and,  therefore,  some 
compromise  to  the  overlying  skin.  Undue  sur- 


gical trauma  at  this  time  can  produce  an 
extensive  skin  slough!  After  subcutaneous  • 
dissection  is  complete,  the  lateral  superior 
and  medial  attachments  of  the  breast  are 
severed,  taking  meticulous  care  to  control  i 
bleeding  points.  Without  adequate  control  of  ' 
hemostasis,  hematoma  can  complicate  the 
postoperative  course.  After  the  glandular 
breast  has  been  completely  dissected  out  and  I 
hemostasis  achieved,  the  prosthesis  is  placed  I 
in  position  where  it  is  allowed  to  lay  directly  ■ 
on  the  pectoralis  fascia.  The  prosthesis  has 
a fabric  back  which  adheres  to  the  fascia, 
holding  its  proper  position,  obviating  slip- 
page or  distortion  by  migration  or  movement. 
This  incision  is  then  closed  in  at  least  two 
layers.  A watertight  and  anatomic  closure 
is  achieved  so  that  dehiscense  and  subsequent  i 
exposure  of  the  prosthesis  is  avoided.  Fine 
suture  and  technic  is  utilized  for  closure  of 
skin  edges  to  minimize  scar.  A small  Penrose 
drain  is  placed  in  the  lateral  aspect  of  the 
incision  for  drainage.  Dressings  are  changed 
on  a routine  basis,  with  removal  of  the  drain 
usually  within  48  hours.  It  is  then  necessary 
to  restrict  the  patient’s  movements  and  activ- 
ity during  early  healing  to  avoid  unusual 
morbidity  and  complications  of  a prolonged 
postoperative  course. 

Results 

Results  of  this  procedure  have  thus  far 
been  gratifying  both  to  patient,  family,  and! 
surgeon.  Pre-operative  and  postoperative  j 
photographs  of  typical  cases  are  presented! 
for  evaluation.  Patient  A represents  a 36- 1 
year-old  woman  who  had  had  six  previous 
breast  biopsies  over  a three-year  period  for 
diffuse  nodularity.  She  was  referred  for  sub- 
cutaneous mastectomy  after  previous  recom- 
mendations that  she  have  bilateral  simple 
mastectomies.  Pathologically,  she  had  both 
fibrocystic  disease  and  sclerosing  adenosis  of 
the  breasts;  no  malignant  disease  noted. 

Patient  B,  a 32-year-old  lady,  is  of  interest 
because  previously  she  had  had  simple  mas- 
tectomy on  the  right  for  benign  breast  disease 
and  was  under  consideration  for  simple  mas- 
tectomy on  the  left.  She  was  concerned  and 
hesitant  to  have  the  procedure  and  was  re- 
ferred for  consideration  of  subcutaneous  mas- 
tectomy. In  addition,  she  requested  that 
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Fig.  la.  Pre-surgery. 


Fig.  Ih.  Postoperative,  subcutaneous  mastectomy 


Fig.  2a.  Pre-surgery. 


Fig.  2b.  Postoperative,  subcutaneous  mastectomy 
with  silastic  implant.  The  original  scar  was  ignored. 


“something  be  done  about  the  other  side.” 
Subcutaneous  mastectomy  was  carried  out  on 
the  left  for  fibrocystic  disease.  On  the  right, 
the  old  operative  incision  was  opened,  and 
with  appropriate  development  of  skin  flaps, 
a subcutaneous  implant  was  put  into  position. 
No  attempt  at  revision  of  the  old  surgical  scar 
was  made  at  this  operation.  Both  patients 
have  shown  acceptable  results,  both  emotion- 
ally and  cosmetically  pleasing.  They  have 
returned  to  full  activity,  have  no  residual 
pain  and  are  relieved  of  further  concern 
about  development  of  malignant  disease. 


Summary 

A method  is  described  for  removal  of  the 
female  breast  for  benign  breast  disease  with 
the  implantation  of  an  acceptable  soft  con- 
toured prosthesis.  The  method  is  advocated 
to  avoid  disfigurement  and  mutilation  of 
simple  mastectomy,  which  might  otherwise 
be  considerable.  Experience  has  shown  this 
to  be  physically  and  psychologically  a desir- 
able and  beneficial  procedure.  • 
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ROCKY  MOUNTA 


Denver,  Colorado 


Brown  Palace 


Co-sponsored  hy  Colorado  Division,  American  Cancer  Society  and  Colorado 
Medical  Society.  The  Conference  is  financed  hy  the  Colorado  Division  of 
the  American  Cancer  Society.  The  program  is  the  result  of  the  combined 
efforts  of  the  Cancer  Committee  and  the  Executive  Staff  of  the  Colorado 
Medical  Society. 


NO  REGISTRATION  FEE 

HEADQUARTERS  HOTEL  for  the  Conference  is  the 
Brown  Palace  Hotel.  A block  of  rooms  has  been 
reserved  for  physicians  and  their  families.  To  make 
your  reservations,  write  to  the  Brown  Palace  Hotel, 
Denver  80202. 


Friday,  July  14 

9:00  a.m. — Welcome 

Myron  C.  Waddell,  M.D.,  President, 
Colorado  Medical  Society;  N.  Paul 
Isbell,  M.D.,  President,  Colorado  Divi- 
sion of  American  Cancer  Society; 
Ashbel  C.  Williams,  M.D.,  President, 
American  Cancer  Society 

9:30  a.m. — Symposium:  “What’s  New  in  Cancer” 
Moderator:  Robert  A.  Huseby,  M.D., 
Ph.D.,  American  Medical  Center,  Spi- 
vak,  Colorado 

Participants:  Arthur  J.  Hunnicutt, 
M.D.,  Chief  of  Surgery,  Highland  Gen- 
eral Hospital,  Oakland,  California; 
William  T.  Moss,  M.D.,  Director, 
Therapeutic  Radiology,  Chicago  Wesley 
Memorial  Hospital;  Richard  J. 
Reitemeier,  M.D.,  Internal  Medicine 
and  Gastroenterology,  Mayo  Clinic; 
William  O.  Russell,  M.D.,  Chief  of 
Pathology,  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  Houston; 

W.  M.  Stanley,  Ph.D.,  Virologist, 
University  of  California,  Berkeley;  and 
Ashbel  C.  Williams,  M.D.,  Surgeon, 
Jacksonville,  Florida 

12:15  p.m. — Luncheon 

“Studies  on  Virus-Cancer 
Relationships” 

W.  M.  Stanley,  Ph.D. 

2:00  p.m. — “Transduodenal  Exploration  of  the 
Common  Duct” 

Arthur  J.  Hunnicutt,  M.D. 


2:25  p.m. — ^“Combination  of  Radiation  Therapy 
and  Surgery  in  the  Treatment 
of  Cancer” 

William  T.  Moss,  M.D. 

2:50  p.m. — “Cancer  Chemotherapy  in  Gastroin- 
testinal Adenocarcinoma” 

Richard  J.  Reitemeier,  M.D. 

3:30  p.m. — “Uses  and  Application  of  Frozen  Sec- 
tions in  the  Early  Diagnosis  of  Cancer” 
William  O.  Russell,  M.D. 

3:55  p.m. — “Early  Diagnosis  of  Cancer  of  the  Colon 
and  Rectum  and  the  Role  of  Sigmoidos- 
copy and  Barium  Enema” 

Ashbel  C.  Williams,  M.D. 

Saturday,  July  15 

9:00  a.m. — Greetings  from  the  American  Medical 
Association,  Milford  O.  Rouse,  M.D., 
President 

9:15  a.m. — Symposium:  “Cancer  of  the  Biliary 
System  and  Its  Related  Structures” 
Moderator:  William  R.  Waddell,  M.D., 
University  of  Colorado,  Denver 
Participants:  Drs.  A.  J.  Hunnicutt, 
W.  T.  Moss,  R.  J.  Reitemeier,  and  W. 
O.  Russell. 

12:15  p.m. — Luncheon 

Presiding:  Kenneth  C.  Sawyer,  M.D., 
“Medical  Care  of  Tomorrow” 

Milford  O.  Rouse,  M.D. 

2:00  p.m. — An  “Information  Please”  Session  with 
guest  speakers  participating 
Moderated  by: 

Alexis  E.  Lubchenco,  M.D.,  Denver 
4:00  p.m. — Adjourn 
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Look  how  many  ways 

Thorazine* 

brand  of 

chiorpromazine 

can  help 


Tranauilizer 

Potentiator 

Antiemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

# 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  &.  vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

• 

o 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

Hiccups— refractory 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

‘Thorazine’  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  In  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


l.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages); 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include:  mydriasis;  agranulocytosis:  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  ‘Thorazine'  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories  m 
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Minutes  of  the  House  of  Delegates, 

I Utah  State  Medical  Association 

i 

I Tenth  Interim  Session, 

I Salt  Lake  City,  Utah 
f March  22,  1967 

i The  Tenth  Interim  Meeting  of  the  House  of 
j Delegates,  Utah  State  Medical  Association,  was 

I called  to  order  at  9:10  a.m.  on  Wednesday,  March 
22,  1967,  in  the  Lafayette  Ballroom  of  Hotel  Utah, 
Salt  Lake  City,  Utah,  by  the  Speaker  of  the  House 
of  Delegates,  J.  Clare  Hayward,  M.D. 

Invocation  given  by  Charles  Hyde,  M.D. 

Minutes  of  the  September  20-21,  1966,  session 
which  were  printed  in  the  December,  1966,  issue 
of  the  Rocky  Mountain  Medical  Journal  were 
approved. 

Report  of  President — 

Paul  A.  Clayton,  M.D. 

Since  last  December  we  have  been  pleading  with  the 
doctors  of  the  State  to  start  charging  all  patients  their 
usual  and  customary  fee.  In  some  cases  this  may  be  closer 
to  the  1963  Utah  Relative  Value  Studies.  In  other  cases 
this  may  be  closer  to  the  new  1966  Relative  Value  Studies. 
In  either  case,  we  have  a strong  position  to  support  in  our 
usual  and  customary  standards. 

> In  a recent  report  from  HEW  on  the  rising  cost  of 
[ medical  care,  a careful  study  of  the  report  reveals  that 
1 the  physician  is  pretty  much  justified  in  whatever  increase 
1 in  professional  services  has  occurred.  Medicare,  says  this 
■ report,  pays  customary  charges,  which  it  defines  as  the 
I fee  physicians  charge  most  of  their  patients  for  a service. 
The  average  fees  of  physicians  increased  beginning  July  1, 
1966,  inasmuch  as  Medicare  pays  the  customary  charge. 

, Before  Medicare,  says  the  report,  many  of  the  aged  were 
paying  charges  lower  than  the  customary  charge  to  the 
physicians’  regular  patients.  Therefore,  the  report  said, 
many  aged  persons  will  now  find  that  they  are  being 
charged  more  for  a given  service  by  their  physician  since 
their  physician  is  now  charging  them  the  same  fee  he 
charges  to  the  majority  of  his  patients.  As  you  can  readily 
see  from  this  report,  the  government  agency  is  defending 
our  usual  charge  philosophy.  Under  this  philosophy,  it 
becomes  the  individual  doctor’s  prerogative  to  adjust  his 
fees  upward  or  downward  as  he  sees  the  need. 

Once  again  I ask  you  to  in  turn  ask  the  doctors  you 
represent  to  use  this  new  schedule  only  as  a reference 
point  and  as  a list  of  procedural  codes  to  identify  what 
you  are  charging  for;  however,  in  making  your  charges 
use  your  usual  and  customary  fees  to  all  patients,  state 
and  federal  government  agencies,  welfare  and  charitable 
agencies,  and  Blue  Shield  and  commercial  insurance  car- 
riers. We  may  not  get  paid  this  fee  to  begin  with,  but 
over  a period  of  time  we  will  attain  this  goal. 

I would  next  like  to  comment  briefly  on  welfare 
matters.  We,  as  an  Association,  have  tried  to  maintain  a 


consistent  approach  to  our  welfare  problems.  We  have 
opposed  the  extension  of  welfare  medicine  to  an  ever- 
increasing  number  of  recipients.  We  feel  it  is  extravagant 
and  unnecessary.  However,  if  the  state  and  federal  govern- 
ments insist  on  extending  care  to  more  and  more  people 
at  a time  when  unemployment  is  at  an  all-time  low  and 
prosperity  at  an  all-time  high,  then  the  doctor  will  expect 
to  be  reimbursed  on  his  usual  fee  basis,  the  same  as  the 
many  other  businesses  and  agencies  the  state  must  deal 
with  in  the  private  sector  of  the  economy,  including  its 
thousands  of  employees.  If,  on  the  other  hand,  we  are 
expected  to  furnish  our  services  on  a charitable  or  semi- 
charitable  basis,  the  doctor  will  expect  to  deal  directly 
with  his  patient  or  his  family  as  he  has  always  done  and 
not  through  a welfare  department  or  other  government 
agency  which  takes  the  credit  for  what  he  does  and  in 
many  cases  tells  him  what  he  can  do  and  how  he  is 
to  do  it. 

Resolution  No.  3,  submitted  by  USMA’s  Board  of 
Trustees,  pertains  to  the  use  and  control  of  federal  funds. 
The  amount  of  federal  money  available  for  study  and 
implementation  of  most  any  facet  of  medical  care,  as 
long  as  it  purports  to  improve  existing  care  or  more 
especially  extend  care  to  areas  or  people  not  now  enjoying 
the  care  to  the  same  full  extent  as  others,  is  simply 
amazing.  Some  of  these  funds  must  be  matched  on  a ten, 
twenty  or  fifty  per  cent  basis.  Some  require  no  matching 
and  are  outright  grants.  There  are  several  agencies  in- 
volved from  the  National  Institute  of  Health  to  the  Office 
of  Economic  Opportunity.  There  is  real  concern  on  the 
part  of  the  American  Medical  Association  that  unless  we 
maintain  constant  vigilance  and  supervision,  these  funds 
can  be  used  by  others  to  promote  programs  not  in  the 
public  interest  and  certainly  not  in  the  doctor’s  interest. 
As  a medical  association  we  do  not  believe  we  should 
take  over  and  manage  any  of  these  programs,  but  we  do 
feel  that  since  we  as  doctors  know  more  about  the 
medical  problems  than  anyone  else,  we  should  assume 
leadership  in  coordinating  these  programs.  The  money  is 
going  to  be  used,  and  we  desire  to  see  that  it  is  used  in 
the  best  interest  of  the  people. 

There  has  never  been  a time  before  when  medicine 
was  faced  with  as  many  and  so  acute  problems.  It 
behooves  every  one  of  us  to  become  involved  and  stay 
involved,  and  show  the  people  of  this  State  that  we  are 
the  guardians  of  the  health  of  the  citizens  of  Utah. 

Report  of  Executive  Secretary — 

Mr.  Harold  Bowman 

Senate  Bill  235  has  just  been  signed  into  law  by  the 
Governor.  The  most  significant  part  of  this  bill  is  that  it 
consolidates  many  of  the  health  services;  the  most  signifi- 
cant item  to  us  is  the  transfer  of  Title  XIX  from  the 
Welfare  Department  to  the  Department  of  Public  Health. 
This  is  something  we  have  worked  for  for  a number  of 
years  and  have  finally  achieved. 

Another  piece  of  legislation  that  passed  is  for  a bill 
to  make  a so-called  island  of  the  University  so  that  the 
University  can  employ  people  of  eminence  that  do  not 
have  a Utah  license.  This  includes  both  foreign  graduates 
and  graduates  from  other  states.  They  will  not  be  per- 
mitted to  practice  medicine  in  the  State,  nor  will  they 
be  permitted  to  open  an  office,  but  they  can  act  as  pro- 
fessors in  teaching  capacities. 

It  was  for  the  most  part  a good  year  for  medicine  in 
the  Legislature,  and  I would  like  to  pay  tribute  to  two 
physicians.  Senators  Rees  and  Call.  Both  of  them  did 
yeoman  service  in  behalf  of  the  medical  profession.  Their 
opinions  were  highly  respected  in  the  legislative  halls. 

Report  of  Dean  of  Medical  School — 

Kenneth  B.  Castleton,  M.D. 

The  time  has  come  when  I feel  we  should  take  another 
look  at  our  present  rules  and  regulations  regarding  private 


for  June  1967 


69 


practice  of  our  faculty.  Our  present  rules  and  regulations 
were  self-imposed  by  our  faculty  and  approved  by  the 
Board  of  Regents  in  1946.  This  permitted  limited  private 
practice  by  members  of  our  faculty  provided  these  activi- 
ties did  not  interfere  with  their  prime  function  of  teaching 
and  research,  and  provided  the  patients  were  referred  to 
them.  This  system  has  worked  very  well  over  a period  of 
years.  The  number  of  objections  and  the  amount  of 
criticism  has  been  relatively  low.  However,  one  reason 
that  it  has  worked  well  is  that  our  surgical  department 
has  never  been  a major  problem,  and  this  has  been  the 
source  of  trouble  in  most  of  the  medical  schools  where 
problems  have  arisen.  However,  the  recent  trend  is  more 
and  more  towards  the  strict  full-time  system,  or  to  some 
modification  of  it.  According  to  this  system,  the  members 
of  the  faculty  are  paid  a salary  and  are  not  permitted 
to  supplement  this  by  private  practice.  This  does  not  mean 
that  they  can’t  do  private  practice — they  can  on  referral, 
but  the  funds  do  not  accrue  to  their  personal  benefit,  but 
rather  go  to  the  benefit  of  the  institution. 

There  are  many  things  to  be  said  for  and  against  this 
system.  I am  not  saying  we  s’nould  effect  this  change,  but 
one  of  the  problems  associated  with  this  system  is  that 
higher  salaries  are  required.  In  our  institutions  we  haven’t 
been  in  a position  to  pay  salaries  that  are  commonly  paid 
in  other  institutions  that  work  under  this  type  of  system. 
However,  in  other  institutions  that  have  inaugurated  this 
system,  private  work  has  increased  because  it  has  been 
found  that  doctors  in  private  practice  are  more  likely  to 
refer  patients  if  the  funds  go  to  the  institution  rather  than 
to  the  physician.  These  funds  have  amounted  to  a con- 
siderable sum,  and  it  is  possible  to  pay  higher  salaries  by 
the  funds  that  are  accrued  to  the  medical  school. 

Another  modification  is  that  we  could  pay  a salary  and 
then  permit  our  doctors  to  supplement  it  to  a certain  level. 
Anything  over  and  above  this  limit  would  then  accrue 
to  the  medical  school.  At  any  rate,  I feel  that  the  matter 
should  be  thoroughly  reviewed  to  see  if  some  change 
should  be  considered. 

The  second  point  I want  to  make  is  that  medicine  in 
general,  and  our  school  in  particular,  is  taking  a greater 
interest  in  community  affairs.  I think  we  should  do  this. 
We  have  been  derelict  in  the  past  in  not  doing  this.  We 
have  restricted  our  activities  and  our  interests  to  the 
“ivory  tower”  and  we  haven’t  taken  the  interest  in  the 
community  activities  and  medical  problems  of  the  area 
as  we  should.  However,  we  are  now  being  forced  to  do 
this  by  much  of  the  newer  federal  legislation,  including 
the  regional  medical  program,  the  mental  retardation  and 
mental  health  bills,  and  the  comprehensive  planning  act. 
Many  medical  educators  do  not  feel  that  it  is  proper  that 
medical  schools  should  do  this.  They  feel  that  we  should 
remain  in  our  own  institution  and  that  we  should  let  the 
rest  of  the  world  go  by.  We  do  have  a limited  faculty,  and 
we  can’t  dilute  their  activities  to  the  point  where  the 
effectiveness  of  our  faculty  would  be  impaired  in  the 
teaching  and  training  of  medical  students  and  graduate 
students.  However,  I for  one  feel  that  we  do  have  an 
obligation  to  the  community,  and  I think  that  we  should 
take  our  rightful  role  and  our  voice  should  be  heard  in 
many  of  these  other  activities.  When  we  do  this,  we  must 
work  with  other  organizations,  and  particularly  with  the 
state  and  counts'  medical  societies.  I think  we  are  going 
to  need  a far  greater,  better  communication  than  we  have 
ever  had  before.  We  should  also  have  a far  closer  coopera- 
tion and  communication  with  the  State  Health  Department 
because  of  these  federal  programs.  So,  we  do  have  both 
an  opportunity  and  an  obligation  to  do  this,  and  I think 
that  you  will  find  in  the  next  few  years  we  will  accept 
this  responsibility  more  than  we  have  in  the  past.  We 
solicit  your  cooperation.  We  are  grateful  for  the  help  you 
have  given  us  over  the  years.  We  are  trying  to  do  a job 
at  times  under  adverse  circumstances  and  in  the  face  of 
many  roadblocks,  but  I think  that  over  the  years  the 
medical  school  has  done  a remarkable  job.  A school  has 
been  developed  that  has  a great  deal  of  stature,  and  I am 
constantly  reminded  of  this  in  our  recruitment  of  key 
faculty  people  who  are  inevitably  impressed,  and  I think 
sincerely  so,  with  our  physical  plant  and  particularly 
with  the  quality  of  our  faculty.  It  is  the  faculty  that  makes 
the  school,  and  I think  it  is  remarkable  that  a State  of 
this  size  has  been  able  to  develop  a medical  school  of 
this  stature.  The  only  way  we  have  been  able  to  do  it 
is  by  the  dedication  of  the  people  on  the  faculty  and  by 
our  ability  to  attract  more  than  the  usual  amount  of 
out-of-state  funds. 


Report  of  the  AMA  Delegate — 

Drew  M.  Petersen,  M.D. 

The  Twentieth  Clinical  Convention  of  the  AMA  was 
held  in  Las  Vegas,  Nevada,  November  27-30,  1966.  Dr. 
Charles  Hudson,  President  of  the  AMA,  opened  the 
session  of  the  House  with  a statement  that  the  need  to 
improve  existing  services  and  establishing  new  services  for 
the  population  should  be  a top  priority  for  the  medical 
profession.  He  proposed  that  the  AMA  as  well  as  state  and 
county  medical  societies  launch  a continuing  program  for 
all  persons  regardless  of  age,  race,  creed  or  color,  and  he 
emphasized  that  it  is  among  the  needy  and  indigent  that 
we  must  show  interest,  initiative,  and  enterprise. 

One  of  the  major  items  brought  up  at  the  convention 
was  Education  for  Family  Practice.  This  is  to  encourage 
the  development  of  new  programs  for  the  education  of 
large  numbers  of  family  physicians  for  the  future.  Careful 
attention  should  be  given  to  factors  which  will  make  the 
environment  for  family  practice  more  favorable  and  serve 
as  incentives  to  medical  students  and  young  physicians 
to  enter  this  field. 

Public  Law  89-97  came  up  for  considerable  discussion. 
The  House  adopted  a resolution  urging  that  the  AMA 
advise  the  Department  of  HEW  that  the  present  require- 
ments for  certification  and  recertification  have  proven 
quite  objectionable  and  really  unnecessary.  They  felt  that 
when  a patient  is  admitted  to  the  hospital  it  should  be 
sufficient  evidence  alone  that  this  patient  needed  hos- 
pitalization and  wasn’t  put  there  in  poor  judgment. 

The  prescribing  of  drugs  came  in  for  a little  discussion, 
and  I would  like  to  quote  what  the  AMA  has  to  say: 

“The  present  policy  of  the  AMA  is  that  physicians 
should  be  free  to  prescribe  drugs  generically  or  by  brand 
name  for  all  of  their  patients,  whether  they  are  paying. 
Medicare,  or  indigent  patients — the  primary  consideration 
being  the  best  interest  of  the  patient.  Medical  considera- 
tions must  be  paramount  in  the  selection  of  drugs.  In 
addition,  the  physician  also  has  an  obligation  to  be  mindful 
of  the  economic  consequences  of  the  treatment  he  pre- 
scribes.” 

A few  remarks  were  also  made  concerning  the  choice 
of  laboratories.  There  has  been  a great  deal  of  discussion 
about  laboratories  which  are  not  headed  by  qualified 
M.D.’s.  There  are  some  laboratories  that  are  probably 
good  ones,  and  some  that  are  not,  but  this  is  what  the 
Judicial  Council  has  to  say  on  this  particular  point: 

“Medical  considerations,  not  cost,  must  be  paramount 
when  the  physician  chooses  a laboratory.  The  physician 
who  disregards  quality  as  the  primary  criterion,  or  who 
chooses  a laboratory  because  it  provides  him  with  low 
cost  laboratory  services  on  which  he  charges  the  patient 
a profit,  is  derelict  in  not  acting  in  the  best  interests  of 
his  patient.  However,  if  reliable,  quality  laboratory  services 
are  available  at  lower  cost,  the  patient  should  have  the 
benefit  of  the  savings.” 

There  was  a statement  also  put  out  on  chiropractic 
which  I would  like  to  read  to  you,  inasmuch  as  the  AMA 
has  taken  a definite  stand  on  this: 

“The  position  of  the  medical  profession  is  that  chiro- 
practic is  an  unscientific  cult  whose  practitioners  lack 
the  necessary  training  and  background  to  diagnose  and 
treat  human  disease,  and  it  also  pointed  out  that  decisions 
by  the  nation’s  highest  courts  justify  the  medical  profes- 
sion’s educational  program  of  alerting  the  nation  to  the 
public  health  threat  posed  by  the  cult  of  chiropractic.” 

Payments  for  professional  services  also  came  up  for 
considerable  discussion.  One  point  I would  like  to  read 
states : 

“It  is  proper  for  a physician  who  provides  personal 
supervision  and  direction  for  a physician-in-training  to 
charge  for  the  professional  medical  service  rendered.”  This 
has  always  been  a bone  of  contention  as  to  what  you 
should  do  if  you  allow  a resident  or  an  intern  to  suture 
or  do  a spinal  puncture,  or  whatever  the  procedure  may 
be.  It  is  perfectly  ethical  for  the  physician  if  he  super- 
vises the  procedure  to  send  in  a reasonable  or  usual  fee 
for  this  service. 

Some  awards  were  made  to  the  American  Medical 
Association’s  Education  and  Research  Foundation.  Merck 
Sharp  and  Dohme  again  contributed  one  hundred  thousand 
dollars.  Some  of  the  other  medical  associations  such  as 
California  donated  two  hundred  seventy  thousand  dollars; 
Illinois,  one  hundred  eighty-five  thousand,  and  our  state 
almost  thirteen  thousand  dollars  and  I think  we  should  be 
justly  proud  of  this  contribution. 
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Again,  it  has  been  my  privilege  to  serve  as  your  dele- 
gate to  the  AMA;  I consider  it  a real  privilege,  and  the 
work  on  committees  within  the  AMA — the  Council  on 
Medical  Service,  the  Committee  on  Medical  Facilities,  and 
several  others — has  been  most  rewarding. 

Report  of  the  President  to  the  Woman’s  Auxiliary 
— Mrs.  Frank  Daughters 

This  year  legislation  has  been  one  of  our  main  under- 
takings. Each  county  has  reported  that  at  least  50  per  cent 
of  their  members  have  worked  actively  during  election 
time.  These  women  worked  at  headquarters,  solicited 
funds,  and  secured  speakers  for  groups,  and  also  helped 
at  the  polls. 

Our  Benevolent  Memorial  Loan  Fund  has  helped  medi- 
cal and  para-medical  students  to  pursue  their  studies.  This 
is  a self-supporting  fund  made  from  contributions  given 
in  memory  of  deceased  friends  and  relatives  of  our 
doctors.  There  are  now  ten  deserving  students  receiving 
these  loans. 

Community  service  throughout  the  State  comprised 
much  of  our  Auxiliary  work.  Doctors’  wives  took  leading 
rolls  in  PTA,  hospital  volunteer  work,  scout  leadership. 
Red  Cross  and  community  organizations.  Cache  and  Utah 
Counties  conducted  an  amblyopic  clinic.  Weber  County 
distributed  hundreds  of  health  pamphlets  to  the  schools. 
Southern  Utah  County,  with  its  small  membership  of 
auxiliary  members,  reported  more  than  1100  hours  of 
service  work  done  by  their  women.  They  worked  in  the 
Bloodmobile,  Cancer  Drive,  PTA,  churches.  Literary 
League,  Scouts,  and  many  other  worthwhile  endeavors. 
Salt  Lake  County  has  collected  200  pounds  of  good  used 
clothing  for  the  YWCA  Youth  Program  for  underprivileged 
teenage  girls.  Fourteen  women  donated  time  to  Project 
Headstart  this  summer.  Two  nurses’  assistants  and  two 
clerical  workers  keep  regular  hours  at  the  Neighborhood 
House.  The  most  recent  accomplishment  in  Salt  Lake 
City  was  the  distribution  of  a book  concerning  child 
molesting,  “The  Cautious  Twins,”  to  all  first,  second  and 
third  grade  children  in  the  area. 

Health  careers  has  indeed  been  a bustling  committee. 
In  February  at  the  Mount  Ogden  High  School  in  Ogden, 
the  Weber  County  Auxiliary,  under  the  sponsorship  of  the 
Medical  Association,  held  a whole  day  program  on  health 
careers  for  secondary  education  students.  Our  other 
counties  were  so  impressed  with  this  undertaking,  which 
was  two  years  in  planning,  that  they  are  planning  similar 
endeavors  for  next  year. 

Salt  Lake  County  once  again  donated  prizes  of  gift 
certificates  at  the  annual  Science  Fair.  Cache  County 
helped  with  the  programming  and  activities  for  the  Future 
Nurses  Club,  and  Utah  County  distributed  health  booklets 
and  showed  films  at  the  high  schools. 

Scholarships  and  donations  to  many  health  career  and 
other  health  related  groups  create  good  public  relations. 
Cache  County  this  year  gave  a scholarship  gift  to  a nursing 
student.  Weber  County  gave  two  $150  nursing  scholarships 
and  sent  Weber  College  $250  to  be  used  in  para-medical 
career  scholarships.  Salt  Lake  County  presented  two  $200 
nurse  scholarships,  and  Salt  Lake  County’s  other  contribu- 
tions included  money  for  Science  Fair  prizes  and  money 
for  the  Children’s  Service  Society  at  Christmas. 

Histories  and  biographies  are  a project  worked  on  with 
great  pride.  We  keep  an  early  history  of  our  Auxiliary 
up-to-date,  and  collect  biographies  of  doctors  who  have 
lived  and  practiced  medicine  in  Utah.  At  the  present  time 
the  history  of  four  doctors  is  being  written. 

Our  1966-67  Auxiliary  year  has  been  very  busy  and 
very  gratifying.  Each  of  our  county  organizations  reported 
that  great  progress  has  been  made  in  community  work 
and  each  individual  member  felt  that  she  had  helped 
in  some  way  to  support  our  pledge,  “I  pledge  my  loyalty 
and  devotion  to  the  Woman’s  Auxiliary  to  the  American 
Medical  Association.  I will  support  its  activities,  protect 
its  reputation  and  ever  sustain  its  high  ideals.” 

Report  of  the  Field  Representative  to  AMA — 

Mr.  Dallas  Whaley 

I would  like  to  give  a brief  report  on  Public  Law 
89-749,  which  is  the  comprehensive  medical  planning  pro- 
gram for  the  Public  Health  Service  that  passed  the  89th 
Congress  last  year.  The  State  Public  Health  Department 
and  other  state  agencies  are  receiving  federal  funds  for 
various  project  grants,  and  these  funds  are  given  by  the 


federal  government  for  specific  purposes.  To  name  a few 
would  include  mental  health,  venereal  disease  control, 
migrant  labor,  and  sanitation  problems.  As  a new  law, 
the  regulations  are  being  drafted  and  requests  for  appro- 
priations should  be  coming  through  within  the  next  few 
months.  According  to  testimony  given  during  the  hearings 
of  this  bill,  it  is  anticipated  that  by  1972  this  program 
will  be  five  times  the  amount  of  money  that  is  currently 
going  to  the  states.  This  money  will  be  given  over  to  the 
decision  of  a council,  and  this  council  will  be  composed 
of  people  from  the  state — drawing  upon  present  private 
and  public  agencies,  persons  who  are  interested  in  com- 
munity health,  etc.  By  law  the  majority  of  members  on 
this  council  must  be  consumers  of  medical  care.  If  physi- 
cian members  on  the  council  are  in  the  minority,  and 
are  placed  in  the  category  of  persons  classed  as  vendors 
of  medical  care  in  the  hospitals — the  nurses,  medical  tech- 
nicians, pharmacists,  osteopaths,  chiropractors,  etc. — and 
this  voice  of  medicine  becomes  relatively  wee  and  small, 
then  it  is  very  important  that  this  wee  small  voice  of 
medicine  be  one  that  can  “beller  like  a bull.”  Once  the 
appropriations  are  determined,  either  your  governor  or 
your  public  health  department  is  going  to  determine  who 
this  council  is  to  be,  and  following  that  these  people  will 
be  spending  probably  between  $50,000  and  $60,000  this  year 
in  various  health  areas  in  the  State.  This  is  planning 
money — money  to  be  used  to  determine  where  the  needs 
are  in  your  State  to  bring  in  future  federal  funds  for  the 
action  phase  of  the  program.  This  program  can  either  be 
completely  out  of  hand,  or  can  be  an  actual  value  to  the 
State — a lot  depends  upon  the  persons  who  are  appointed 
to  this  council,  so  you  will  want  to  consider  carefully  who 
these  people  are.  You  will  want  to  consider  a physician 
who  can  meet  the  needs  as  they  arise  on  this  council, 
and  one  who  can  stand  up  and  give  medicine’s  side  of 
the  story,  because  you  have  to  keep  in  mind  that  there 
may  be  only  one  physician  on  this  board.  Again,  you 
will  need  to  acquaint  the  community  with  the  law.  You 
will  be  hearing  a great  deal  more  about  this  as  your 
appropriations  and  regulations  come  out. 

President’s  Written  Report 

This  report  was  accepted  by  the  House,  with 
emphasis  on  the  statement  that  medical  care  not 
be  denied  to  anyone  regardless  of  race,  color, 
creed,  or  ability  to  pay.  Emphasis  was  also  placed 
on  the  statement  that  USMA  is  opposed  to  any 
state  agency  deciding  a physician’s  fees. 

Advisory  Committee  to  the  Woman’s 
Auxiliary  Report 

The  Reference  Committee  recommended  ap- 
proval of  this  report,  with  emphasis  on  the  last 
paragraph  which  requested  the  State  Auxiliary, 
in  cooperation  with  the  County  Auxiliaries,  to 
survey  and  study  various  depressed  and  slum 
areas  throughout  the  state  to  see  if  they  can  be 
identified  and  delineated  geographically.  Further 
studies  would  then  be  needed  to  see  how  medical 
services  could  be  brought  to  these  areas. 

Delegate  to  the  AMA  Report 

This  report  was  approved  by  the  House,  with 
commendation  to  the  AMA  Delegate,  Drew  M. 
Petersen,  M.D.,  for  the  fine  work  done.  Doctor 
Petersen’s  comments  on  the  Report  of  the  Ad 
Hoc  Committee  on  Education  for  Family  Practice 
referred  to  the  Education  Committee  of  USMA 
for  their  perusal,  comments  and  recommendations. 


for  June  1967 


71 


Woman’s  Auxiliary  Report 

The  Reference  Committee  recommended  ap- 
proval of  this  report,  with  commendation  to  the 
Woman’s  Auxiliary  for  the  excellent  work  ac- 
complished. 

Secretary’s  Report 

This  report  approved  by  the  House,  with  recog- 
nition given  to  the  high  calibre  of  physicians 
scheduled  to  appear  before  USMA’s  1967  Scientific 
Sessions. 

Blue  Shield  Report 

Reference  Committee  recommended  adoption  of 
this  report,  with  a plea  to  the  splinter  groups  who 
have  broken  off  from  the  Blue  Shield  plan  that 
they  support  the  Blue  Shield  program. 

Editor,  Utah  Section,  Rocky  Mountain 
Medical  Journal  Report 

The  Reference  Committee  recommended  adop- 
tion of  this  report,  with  a plea  that  more  papers 
be  submitted  from  members  of  the  Utah  State 
Medical  Association. 

Medical-Legal  Committee  Report 

The  Reference  Committee  recommended  ap- 
proval of  this  report,  with  a request  that  additional 
information  be  given  to  the  House  of  Delegates, 
and  perhaps  to  all  members  of  the  State  Associa- 
tion, in  regard  to  a statistical  study  as  far  as 
medical-legal  problems  are  concerned.  It  was  felt 
that  members  of  USMA  should  know  how  many 
cases  are  brought  up  for  adjudication,  how  many 
cases  are  actually  settled  out  of  court,  how  many 
are  taken  to  court,  and  the  results  from  that  liti- 
gation. 

Nursing  Liaison  Committee  Report 

This  report  was  approved  by  the  House  after 
further  clarification  from  George  H.  Curtis,  M.D., 
on  areas  needing  better  coordination  and  super- 
vision from  the  medical  profession,  which  include: 
nurses  starting  intravenous  therapy,  and  adding 
medications  to  the  intravenous  fluid;  nurses  per- 
forming sterile  vaginal  examinations;  oxygen  and 
inhalation  therapy  given  by  nurses;  intensive  care 
units  operated  by  nurses;  and  nurse  resuscitation 
of  patients. 

Medical  Economics  Committee  Report 

The  Reference  Committee  recommended  ap- 
proval of  this  report,  with  commendation  to  the 
chairman,  O.  Wendell  Budge,  M.D.,  for  the  thor- 
ough and  informative  report  he  submitted.  A 
further  recommendation  was  made  that  members 
of  USMA  should  be  informed  every  six  months  of 
any  change  in  the  cost-of-living  index. 


Cancer  Committee  Report 

Approval  of  this  report  was  recommended  by 
the  Reference  Committee,  with  emphasis  placed 
on  the  fact  that  physicians  permitting  use  of 
patients’  names  relative  to  regional,  state  or  local 
tumor  registries  legally  would  not  be  violating  the 
patient’s  right  of  privacy. 

General  Committee  on  Public  Health  Report 

Approval  of  this  report  was  recommended  by 
the  Reference  Committee,  with  further  clarifica- 
tion on  the  meaning  and  implications  of  the  multi- 
phasic  screening  program. 

Nursing  Home  Liaison  Committee  Report 

The  Reference  Committee  recommended  ap- 
proval of  this  report,  but  urged  that  future  reports 
be  more  informative,  particularly  with  regard  to 
problems  facing  nursing  care  facilities. 

Fee  Schedule  Committee  Report 

This  report’s  approval  was  recommended  by 
the  Reference  Committee,  with  commendation  to 
Scott  M.  Smith,  M.D.,  chairman,  for  the  excellent 
work  he  has  done,  and  a request  that  delegates 
consider  the  individual  points  of  his  report  care- 
fully. 

Disaster  and  Civil  Defense  Committee  Report 

The  Reference  Committee  recommended  ap- 
proval of  this  report,  with  the  admonition  that 
communities  throughout  Utah  who  do  not  have  a 
medical  self-help  program  take  steps  to  see  that 
such  a training  program  is  instituted. 

Report  of  the  Box  Elder  County  Society 

This  report  was  approved  by  the  House,  with 
commendation  to  this  Component  Society  for  the 
excellent  report,  as  well  as  for  implementing  a 
standardized  health  form  for  various  youth  activi- 
ties in  that  community. 

Central  Utah  Medical  Society  Report 

Approval  of  this  report  was  recommended  by 
the  Reference  Committee,  with  further  clarifica- 
tion on  the  bank  credit  card  plan  referred  to  in 
the  report. 

Southeastern  Utah  Medical  Society  Report 

The  Reference  Committee  recommended  ap- 
proval of  this  report,  with  commendation  to 
Jerrold  C.  Smith,  M.D.,  for  his  informativeness  on 
various  activities  within  his  Society. 

Southern  Utah  Medical  Society  Report 

The  House  approved  this  report,  also  with 
commendation  for  its  excellence. 

Other  reports  and  matters  were  discussed  in 
considerable  detail.  Several  resolutions  were  pre- 
sented to  the  House,  two  of  which  were  approved 
as  follows: 
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Use  and  Control  of  Federal  Funds 

WHEREAS,  due  to  the  largesse  of  the  federal  govern- 
ment large  sums  of  money  have  been  made  available  for 
study  and  implementation  of  programs  for  all  phases  of 
medical  care,  and 

WPIEREAS,  this  has  already  created  some  confusion 
among  medical  and  para-medical  groups  as  to  who  should 
apply  for  and  control  these  fimds,  and 

WHEREAS,  such  confusion  is  not  in  the  best  interest 
of  the  public  we  serve, 

NOW  THEREFORE  BE  IT  RESOLVED,  that  it  be  the 
expressed  policy  of  the  Utah  State  Medical  Association 
that  when  medical  projects  for  study,  planning,  group 
treatment,  or  research  Involve  broad  segments  of  a com- 
munity, county,  or  the  state  as  a whole  the  coordination 
of  such  projects  should  be  either  fay  the  component  med- 
ical society  in  the  area  involved  or  by  the  Utah  State 
Medical  Association. 

Assistants’  Fees 

WHEREAS,  it  is  an  established  ethical  practice  that  a 
physician  should  charge  and  be  paid  according  to  the 
services  he  has  rendered  rather  than  receive  a gratuity 
or  “split”  in  the  amount  paid  to  another,  and 

WHEREAS,  it  is  a well  established  modality  both  in 
the  surrounding  states,  especially  on  the  West  Coast,  and 
also  in  the  State  of  Utah  as  outlined  in  the  Industrial  Fee 
Schedule,  and 

WHEREAS,  the  Blue  Shield  and  Utah  State  Medical 
Association  have  outlined  the  payment  of  assistants’  fees 
in  the  relative  value  study  but  have  never  implemented 
this  isolated  portion,  and 

WHEREAS,  other  assistants  to  the  surgeon  in  the  team 
effort  necessary  to  perform  modern  surgery,  such  as 
Anesthesiologists,  Internal  Medical  Consultants,  Pathologists 
and  Radiologists  are  paid  according  to  the  services  they 
render,  and 

WHEREAS,  even  Interns  and  Resident  staff  physicians 
are  paid  indirectly  through  increased  hospital  day  rates 
made  necessary  by  their  salaries, 

NOW  THEREFORE  BE  IT  RESOLVED,  that  the  House 
of  Delegates  recommends  to  the  Board  of  Trustees  and 
Fee  Schedule  Committee  that  Assisting  Surgeons,  exclud- 
ing house  staff,  will  charge  directly  either  the  patient  or 
their  insurance  company  according  to  the  service  rendered. 

President  Clayton  then  reported  that  the  fol- 
lowing members  of  USMA  had  passed  away  since 
the  last  session  of  the  House  of  Delegates  held  in 
September,  1966: 

Harold  E.  Aldous,  M.D Salt  Lake  City,  Utah 

Daniel  T.  Madsen,  M.D.  Price,  Utah 

James  Albert  Peterson,  M.D.  Salt  Lake  City,  Utah 
Thomas  J.  Howells,  M.D.  . Salt  Lake  City,  Utah 
William  LeRoy  Smith,  M.D.  . . Salt  Lake  City,  Utah 

Claude  L.  Shields,  M.D Salt  Lake  City,  Utah 

Max  W.  Stewart.  M.D Payson,  Utah 

Dean  A.  Moffat,  M.D Salt  Lake  City,  Utah 

Richard  S.  Tanner,  M.D.  . . Salt  Lake  City,  Utah 
A moment  of  silence  was  accordingly  observed. 
There  being  no  further  business,  the  Tenth 
Interim  Session  of  the  House  of  Delegates  of  the 
Utah  State  Medical  Association  was  adjourned  at 
3:35  p.m.,  March  22,  1967. 


USMA  Briefs 

Dr.  Waldo  C.  Perkins,  Salt  Lake  City  ear,  nose 
and  throat  specialist,  recently  was  installed  as 
President  of  the  Utah  Oto-Ophthalmological  So- 
ciety. Dr.  Perkins  succeeds  Dr.  James  H.  Quinn, 
Salt  Lake  City  ophthalmologist.  Named  as  presi- 
dent-elect of  the  society  was  Dr.  Lewis  A.  Peterson, 
Murray  ophthalmologist. 

Dr.  Robert  Ferguson,  Salt  Lake  ear  and  throat 
specialist,  is  serving  his  third  year  as  secretary 
of  the  organization,  and  Dr.  Richard  A.  Aldous, 
Salt  Lake  City  ophthalmologist,  is  serving  as  group 
secretary  for  his  specialty. 

* * « ♦ 


Mr.  Hoyt  W.  Brewster  has  recently  joined  the 
staff  of  the  Utah  State  Medical  Association  as 
Assistant  Executive  Secretary.  Mr.  Brewster  is  a 
native  and  lifetime  resident  of  Salt  Lake  City. 
Prior  to  this  affiliation,  he  operated  his  own 
printing  and  advertising  business  for  a number  of 
years.  Other  business  activities  in  which  he  has 
engaged  are  in  the  fields  of  banking  and  real 
estate. 

The  son  of  Benjamin  S.  and  Myrtle  Hayes  Brew- 
ster, he  received  his  education  in  the  Salt  Lake 
City  schools,  L.D.S.  College,  and  the  University  of 
Utah.  He  is  married  to  the  former  Naomi  Smith, 
and  they  are  the  parents  of  four  daughters  and 
two  sons. 

Among  his  affiliations  are:  the  L.D.S.  Church 
in  which  he  was  recently  released  as  Bishop  of 
the  Garden  Park  Ward  after  serving  14  years; 
Sons  of  Utah  Pioneers  Limcheon  Club;  Lions 
International;  and  the  Towne  House  Athletic  Club. 

We  welcome  Mr.  Brewster  to  the  USMA  staff 
and  look  forward  to  many  years  of  pleasant  asso- 
ciation. 

* ♦ ♦ * 

James  T.  Weston,  M.D.,  will  be  the  first  full- 
time forensic  pathologist  to  fill  the  position  of 
medical  examiner  in  Utah,  effective  July  1,  1967. 
Announcement  was  made  recently  at  a State  Board 
of  Health  meeting  bv  G.  D.  Carlyle  Thompson, 
M.D.,  Director  of  Public  Health,  as  a preparatory 
step  for  the  implementation  of  the  recently-enacted 
reorganization  bill  making  the  medical  examiner’s 
office  a part  of  the  State  Health  Department  be- 
ginning July  1. 

Dr.  Weston  has  published  numerous  scientific 
papers  in  his  special  field,  most  recent  of  which 
is  one  now  being  published  by  the  University  of 
Chicago  Press  entitled,  “The  Pathology  of  Child 
Abuse.”  Other  publications  include,  “Cardiac  Ar- 
rest in  Surgery,”  “Airway  Foreign  Body  Fatalities 
in  Children,”  and  “Forensic  Pathology  Slide  Sem- 
inar.” 

* * * * 

Dr.  C.  Hilmon  Castle,  coordinator  of  the  Inter- 
mountain Regional  Medical  Program,  has  been 
elected  President  of  the  Association  of  Medical 
Television  Broadcasters  (AMTvB). 

A founding  member  of  AMTvB,  which  was 
organized  in  1965,  Dr.  Castle  has  been  prominent 
in  developing  the  use  of  open  circuit  television  as 
a means  to  advance  the  postgraduate  training  of 
practicing  physicians  throughout  the  U.S.  In  de- 
scribing the  purpose  of  AMTvB,  Dr.  Castle  stated 
that  it  is  an  organization  of  medical  schools  and 
professional  organizations  interested  in  the  pro- 
duction and  shared  utilization  of  open  circuit  tele- 
vision for  continuing  medical  education.  At  the 
present  time,  the  Association  is  developing  a central 
repository  for  a growing  library  of  taped  programs, 
to  be  used  interchangeably  among  the  member- 
ship. Other  objectives  are  to  provide  guidelines 
for  the  development  of  new  projects  and  provide 
a forum  for  the  exchange  of  ideas  and  techniques. 

♦ * ♦ ♦ 
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The  following  two  Utah  physicians  have  been 
elected  to  fellowship  in  the  American  Academy  of 
Pediatrics:  Dr.  Edmund  C.  Evans,  Salt  Lake  City, 
and  Dr.  Paul  R.  Stowell,  Logan. 

To  qualify  for  membersnip,  a physician  must 
be  certified  by  the  American  Board  of  Pediatrics 
as  a fully-qualified  specialist  in  the  field  of  child 
health,  as  well  as  have  a minimum  of  five  years 
in  practice.  The  academy  now  has  9,819  members. 
* * * * 

Dr.  N.  Frederick  Hicken,  Salt  Lake  City  sur- 
geon, attended  a recent  Clinic  of  Abdominal 
Surgery  meeting  in  Washington,  D.  C.  While  there 
he  presented  papers  on  “Surgical  Anatomy  and 
Clinical  Physiology  of  the  Pancreas,”  and  “Pan- 
creatitis and  Cholecystitis,  Companion  Diseases.” 
He  also  conducted  a panel  on  “Intra-Abdominal 
Hemorrhages”  for  the  general  assembly.  Before 
the  general  meetings  of  the  North  American  So- 
ciety of  Abdominal  Surgery,  Dr.  Hicken  likewise 
gave  a paper  on  “Surgical  Jaundice”  and  one  on 
“Problems  in  Biliary  Tract  Disease.”  Dr.  Vernon 
Stevenson,  Salt  Lake  City  surgeon,  also  moderated 
a panel  and  presented  a paper  on  “Carcinoma  of 
the  Colon.” 

This  organization  has  a membership  of  over 
9,000  surgeons  confining  their  practice  to  the  ab- 
dominal cavity. 


Guidelines  for  Physical  Evaluation 
of  High  School  Athletes* 

This  is  an  attempt  to  provide  guidelines  for 
physicians  responsible  for  the  preseason  physical 
examinations  of  junior  and  senior  high  school 
athletes.  The  same  criteria  may  be  used  in  the 
evaluation  of  the  preteenage  child  participating 
in  sports. 

Several  aspects  of  the  problem  are  considered: 

(1)  Disqualifying  conditions  are  variable  de- 
pending upon  the  sport.  There  are  several  physical 
defects  that  limit  participation  in  contact  athletics, 
but  are  not  restrictive  for  non-contact  sports. 

(2)  There  are  absolute  contraindications  to 
athletic  participation,  but  there  are  many  more 
defects  that  deserve  individual  consideration. 

(3)  There  are  many  obviously  disqualifying 
conditions  not  mentioned  in  the  report.  The  com- 
mittee’s recommendations  consider  the  less  obvious 
or  questionable  physical  defects  that  limit  athletic 
participation. 

(4)  Medical  criteria  for  evaluating  the  high 
school  athlete  is  different  from  that  of  the  pro- 
fessional athlete. 


♦Report  of  the  Committee  on  Medical  Aspects  of  Sports 
presented  to  the  House  of  Delegates  at  the  96th  Annual 
Session  of  the  Colorado  Medical  Society,  Sept.  25-28,  1966; 
James  E.  Strain,  M.D.,  Chairman. 


(5)  The  disqualifying  conditions  that  are  con- 
sidered relative  are  so  listed  because  (a)  the  dis- 
ability may  be  mild  or  severe  and  would  have  to 
be  individually  considered  or  (b)  participation 
might  be  acceptable  in  one  sport  but  not  in  an- 
other. 

(6)  It  is  apparent  that  factors  other  than  medi- 
cal must  be  considered  before  restricting  sports 
activity,  provided  there  are  no  absolute  contra- 
indications. Such  things  as  (a)  how  important  is 
it  to  the  athlete  to  play,  (b)  how  good  is  he  in  the 
sport,  (c)  is  he  mature  in  the  acceptance  of  his 
physical  defect,  (d)  does  he  have  other  interests 
and  abilities  that  can  be  developed,  (e)  do  his 
parents  understand  the  risk  of  his  participation. 

(7)  It  is  the  responsibility  of  the  physician  to 
guide  the  rejected  athlete  into  sports  where  he 
can  participate  or  into  other  areas  of  interest. 

The  committee  used  the  following  resources 
for  its  recommendations: 

(1)  Nebraska  State  Medical  Society — list  of 
disqualifying  conditions. 

(2)  AMA  reports  of  the  Committee  on  the 
Medical  Aspects  of  Sports. 

(3)  Medicine  in  Sports — newsletter. 

(4)  Tribune  Sports  Report — Medical  Tribune. 

(5)  Pediatric  Clinics  of  North  America,  Vol.  7, 
No.  1. 

(6)  Personal  Communications  with  Drs.  Harry 
Boyd,  Duane  Lahey,  Ralph  Cotton,  Jam*es  Philpott, 
Jr.,  and  George  Khoury. 

*AMA  General  Assumptions  for  Amputees 

1.  The  amputee  is  otherwise  acceptable  as  a 
varsity  candidate — that  is,  the  only  question  as 
to  his  eligibility  for  participation  is  the  loss  of 
limb  and  the  prosthesis. 

2.  The  integrity  of  the  affected  limb  is  medi- 
cally affirmed — that  is,  there  is  no  known  under- 
lying bone  disease,  skin  ulceration  or  other  medical 
contraindication  to  activity. 

3.  The  decision  to  play  the  candidate  in  compe- 
tition would  not  be  done  for  sympathetic  or  sensa- 
tional reasons — that  is,  he  would  be  judged  only 
on  his  merit  compared  to  his  teammates  on  the 
basis  of  training,  performance  and  sportsmanship. 

4.  The  nature  of  the  specific  sport  does  not 
impose  undue  risk  for  the  amputee  or  the  team- 
mates and  opponents  of  the  amputee — that  is,  an 
inherent  risk  of  the  sport  does  not  become  a signifi- 
cant hazard. 

Specific  recommendations  of  the  AMA 
Committee  on  the  Medical  Aspects  of  Sports, 
relative  to  interscholastic  football 

1.  Allow  the  participation  of  arm  amputee 
without  prosthesis. 

2.  Disallow  the  participation  of  the  arm  ampu- 
tee with  prosthesis  or  the  A-k,  B-k  amputee. 

3.  Allow  the  participation  of  the  foot  amputee 
with  prosthesis  if  proper  padding  is  provided. 
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TABLE  1 


Disqualifying  Conditions  for  Contact  Sports — 

Football,  Wrestling,  Hockey,  Boxing,  Basketball,  Baseball,  Soccer  and  Lacross 


Absolute  Contraindications  Relative  Contraindications 


1. 

Neurological 

1. 

Concussion  with  loss  of  consciousness — out 

1. 

Epilepsy,  if  well  controlled  (no  seizure  for 

of  the  game. 

one  year). 

2. 

Two  concussions—out  for  the  season. 

2. 

A grandmal  seizure  can  follow  a head  injury 

3. 

Three  concussions — out  of  contact  sports. 

without  other  evidence  of  epilepsy.  This  type 

4. 

Large  cranial  defects  following  intracranial 

of  seizure  should  fall  into  the  same  category 

surgery. 

as  concussion. 

2. 

Eye 

1. 

Absence  of  one  eye  or  amblyopia  of  one  eye 
of  20/200  (corrected). 

1. 

Active  eye  infection. 

2. 

Retinal  detachment  (repaired  or  unrepaired). 

3. 

Congenital  glaucoma. 

3. 

Respiratory 

1. 

Any  active  lung  infection,  Including  tubercu- 

1. 

Bronchial  asthma  (may  participate  to  toler- 

losis. 

ance). 

4. 

Cardiovascular 

1. 

Cardiac  enlargement  from  any  cause. 

1. 

Resting  BP  over  140  systolic  and  90  diastolic 

2. 

Severe  mitral  stenosis. 

should  be  studied  before  allowing  participa- 

3. 

Aortic  stenosis. 

tion  in  athletics. 

4. 

Cyanotic  heart  disease. 

5. 

Active  myocarditis. 

6. 

Symptomatic  pulmonary  hypertension. 

5. 

Endocrine 

1. 

Diabetes  is  a contraindication  only  If  there  is 
poor  control  and  supervision. 

6. 

Abdomen 

1. 

Undescended  testes  over  the  pubic  ramus. 

1. 

Inguinal  hernia. 

2. 

Any  enlarged  major  abdominal  organ  (spleen, 
liver,  kidney). 

7. 

G-U  System 

1. 

One  kidney  missing  or  seriously  damaged. 

1. 

One  testicle  missing. 

2. 

Active  kidney  infection. 

8. 

Musculoskeletal 

1. 

Navicular  fracture  until  healing  is  complete. 

1. 

Instability  of  the  knees. 

2. 

Spondylolisthesis  and  spondylolysis. 

2. 

Recurrent  dislocation  of  the  shoulder. 

3. 

Hip  disease 

3. 

Osgood  Schlatter’s  disease,  where  there  is 

(a)  Legg  Perthes 

pain  on  movement. 

(b)  Slipped  epiphysis 

4. 

Tendency  to  develop  myositis  ossificans. 

(c)  Septic  hip 

*5. 

Metabolic  bone  disease  resulting  in  weaken- 

(d)  Chronic  osteomyelitis 

ing  of  the  skeleton. 

4. 

Active  epiphysitis  of  the  spine. 

*6. 

Amputees. 

9. 

Hematological 

1. 

Blood  coagulation  defects. 

10. 

Skin 

1. 

Active  bacterial  Infection. 

2. 

Active  herpes  simplex. 

3. 

Severe  cystic  acne. 

*See  AMA  General  Assumptions. 

TABLE  2 

Disqualifying  Conditions  for  Non-Contact  Sports^ — 

Tennis,  Golf,  Swimming,  Track,  Gymnastics 

Conditions  listed  under  Contact  Sports  will  apply,  with  the  following  exceptions: 


Absolute  Contraindications 

Relative  Contraindications 

No  Contraindications 

1.  Neurological 

1.  In  swimming  and  certain 
gymnastics,  such  as  the 

1.  Susceptibility  to  cerebral 
concussion. 

rings  and  high  bar,  epi- 
lepsy, if  there  has  been  a 
seizure  in  the  previous 
year. 


2. 

Eye 

1. 

One  eye  missing  or 
amblyopic. 

3. 

Abdomen 

1. 

Enlarged  abdominal  organ. 

1. 

Undescended  testes  over  the 
ramus. 

4. 

Cardiovascular 

1. 

Cardiac  enlargement  from 

any  cause. 

2. 

Severe  mitral  stenosis. 

3. 

Aortic  stenosis. 

4. 

Cyanotic  heart  disease. 

5. 

Active  myocarditis 

6. 

Symptomatic  pulmonary 

hypertension. 

7. 

BP  above  140/90. 

5. 

G-U  System 

1. 

One  kidney  missing. 

1. 

Testicle  missing. 

6. 

Musculoskeletal 

1. 

Navicular  fracture. 

2. 

Septic  arthritis. 

3. 

Chronic  osteomyelitis. 

7. 

Hematological 

1. 

Blood  coagulation  defects. 

for  June  1967 


75 


MMA  News  Items 

The  20th  interim  session  of  the  Montana  Medi- 
cal Association  was  held  in  Helena  last  month  and 
was  the  best  attended  midyear  meeting  of  this 
Association.  The  registration  records  indicate  that 
there  were  more  than  113  Montana  physicians 
registered  and  nine  individuals  representing  af- 
filiated organizations,  or  a total  of  122.  It  was  the 
largest  registration  of  physicians  present  at  an 
interim  session  of  this  Association  during  recent 
years. 

* * * * 

It  is  not  too  early  to  plan  to  attend  the  89th 
Annual  Meeting  of  the  Montana  Medical  Associa- 
tion in  Missoula,  September  14-16.  The  Program 
Committee,  under  the  chairmanship  of  John  A. 
Evert,  M.D.,  reports  that  the  scientific  program 
of  this  meeting  is  nearly  completed  and  that  an 
unusually  fine  group  of  clinicians  and  medical 
educators  have  accepted  the  invitation  of  the  com- 
mittee to  discuss  many  scientific  subjects  of  pri- 
mary importance  to  physicians.  NOW  is  the  time 
to  plan  to  attend  the  89th  Annual  Meeting  and  to 
complete  your  hotel  or  motel  reservations. 

Physicians  in  the  News 

John  S.  Anderson,  M.D.,  Helena,  executive  of- 
ficer of  the  State  Board  of  Health,  and  C.  R. 
Svore,  M.D.,  Missoula,  have  been  appointed  by 
Governor  Babcock  to  serve  as  members  of  the 
Air  Pollution  Control  Advisory  Council.  ...  Wil- 
liam F.  Cashmore,  M.D.,  Helena,  and  Edwin  L. 
Stickney,  M.D.,  Miles  City,  have  been  elected 
members  of  the  Board  of  Directors  of  the  Montana 
Association  for  Mental  Health.  . . . George  E.  Tro- 
bough,  M.D.,  Anaconda,  was  elected  president  of 
the  Montana  Tuberculosis  Association  at  its  recent 
annual  meeting  in  Lewistown.  . . . The  Board  of 
County  Commissioners  of  Yellowstone  County  has 
appointed  Donald  L.  Hicks,  M.D.,  Billings,  and 
Warren  D.  Bowman,  Jr.,  M.D.,  Billings,  members 
of  an  advisory  committee  of  the  Yellowstone 
County  Home  Health  Agency.  . . . William  B. 
Danner,  M.D.,  Sidney,  spoke  about  his  recent  trip 
to  Europe  at  a meeting  of  the  members  of  District 
12  of  the  Montana  Nurses  Association. 

* * * * 

Robert  B.  Curry,  M.D.,  director  of  the  Student 
Health  Service  of  the  University  of  Montana,  seeks 
a physician  to  serve  as  a full  time  member  of  the 
staff  of  the  Student  Health  Service.  Full  informa- 
tion about  this  opportunity  may  be  obtained  upon 
inquiry  from  Doctor  Curry,  Student  Health  Serv- 
ice, University  of  Montana,  Missoula  59801. 


NSMA  Briefs 

Las  Vegas  physicians  participating  in  overseas 
teaching  and  treatment  programs  within  the  last 
few  months  include  John  W.  Batdorf  who  dedi- 
cated two  months  to  work  in  Dhanang,  Vietnam, 
a great  share  of  which  was  with  civilian  battle 
casualties;  and  Kirk  V.  Cammack  who  devoted 
two  months  to  an  even  more  primitive  area,  Nha- 
Trang,  Vietnam.  Both  doctors  worked  under  the 
auspices  of  the  AMA  overseas  aid  program. 

* V !is  * 

Lome  M.  Phillips  of  Henderson  is  engaged  with 
the  University  of  Hawaii  in  their  teaching  pro- 
gram in  Okinawa  as  Chief  of  General  Surgery. 
The  program  is  starting  in  a new  hospital  of  216 
beds  with  further  construction  in  progress.  He 
reports  that  the  ultimate  goal  of  the  project  is  to 
develop  an  internship  and  residency  training  pro- 
gram to  American  standards. 

* * a:  * 

T.  C.  Harper  of  Reno  has  just  returned  from  a 
CARE-MEDICO  tour  in  the  Dominican  Republic 
where  he  worked  in  Santiago  in  the  Arturo  Erullon 
Hospital  for  Children  and  the  Jose  Cabanal  Hos- 
pital for  Adults.  He  was  also  Consultant  to  the 
Social  Security  Hospital  in  orthopedics.  Commend- 
ed by  the  Nevada  State  Legislature  in  its  recently 
concluded  54th  Session,  Dr.  Harper  is  an  “old 
timer”  in  overseas  medical  programs,  having  par- 
ticipated in  the  Orthopedic  Letters  program  on 
several  occasions.  His  commendation  from  the  Leg- 
islature was  “.  . . for  his  selfless,  dedicated  and 
devoted  acts  of  humanitarianism  with  wishes  of 
continued  success  in  his  service  to  medicine  and 
mankind.  . . .” 

* * * * 

The  following  is  an  excerpt  from  a letter  over 
the  signature  of  Mrs.  Margaret  Duthie,  Librarian 
of  the  Calgary  Associate  Clinic  in  Alberta,  Canada: 

“You  will  be  interested  to  know  that  Dr.  Feld’s 
article*  in  March/66  R.M.M.J.  was  so  outstanding 
that  we  had  it  Xerox’d  and  sent  to  the  middle  east 
by  air  mail  special  delivery.  A medical  man  in 
Calgarj”^  consulted  one  of  our  internists  re  his 
brother  who  is  in  the  middle  east  with  an  oil 
company.  This  man  has  a subacute  endocarditis 
and  is  allergic  to  penicillin,  and  the  attending 
physician  was  stumped,  so  wrote  to  the  man’s 
brother  about  the  problem.  Of  all  the  material 
(limited)  our  internist  thought  that  Dr.  Feld’s 
article  was  outstanding  and  covered  the  field  so 
thoroughly,  that  they  decided  to  send  it  to  the 
attending  doctor,  along  with  the  suggested  drugs, 
A little  publicity  for  your  Journal.” 

‘Bacterial  Endocarditis — Treatment  in  natients  allergic 
to  penicillin,  by  Alan  W.  Feld,  M.D.,  Las  Vegas,  Nevada. 
RMMJ,  March,  1966,  p.  61. 
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University  of  Colorado  Medical  Center 

A modified  chick  embryo  smallpox  vaccine  safe 
for  use  in  children  with  eczema  was  reported  to 
the  American  Pediatric  Society  by  Dr.  C.  Henry 
Kempe,  professor  and  chairman  of  the  Department 
of  Pediatrics  in  the  University  of  Colorado  School 
of  Medicine.  Dr.  Kempe,  a specialist  in  smallpox 
and  its  complications,  told  the  annual  meeting  of 
the  society  tests  of  the  new  vaccine  in  1009  patients 
suffering  from  eczema  or  other  skin  disorders  pro- 
duced no  serious  reactions.  Until  now,  eczema 
has  been  regarded  as  an  absolute  contraindication 
to  smallpox  vaccination. 

The  new  vaccine  has  been  developed  by  Dr. 

■ Kempe  and  his  co-workers — Dr.  Vincent  A.  Ful- 
giniti,  assistant  professor  of  pediatrics  at  the  Uni- 
versity of  Colorado,  and  Dr.  Henry  R.  Shinefield 
of  the  Permanente  Foundation,  San  Francisco — 

, in  collaboration  with  the  Wyeth  Laboratories,  util- 
izing one  of  the  Rivers  strains  of  vaccinia  (cow- 
pox)  virus.  The  vaccine  is  weakened,  or  attenu- 
ated, by  repeated  passages  through  chick  embryos. 

Dr.  Kempe’s  work  with  the  new  vaccine  has 
been  supported  in  part  by  grants  from  the  National 
Institute  of  Allergy  and  Infectious  Diseases. 

* * * * 

Appointment  of  Mrs.  Colette  Bakken  Kerlin 

■ of  the  University  of  California  at  Los  Angeles 

, School  of  Nursing  to  the  faculty  of  the  University 

of  Colorado  School  of  Nursing  has  been  announced 
by  Dr.  Kathryn  M.  Smith,  CU  nursing  school  dean. 

Mrs.  Kerlin  will  become  an  associate  professor 
of  nursing  effective  with  the  opening  of  the  fall 
academic  year  at  the  CU  Medical  Center  in  Denver. 
She  is  now  an  assistant  professor  in  this  field  at 
the  UCLA  nursing  school.  She  is  a member  of  the 
National  League  for  Nursing  and  has  been  active 
in  the  Los  Angeles  district  affairs  of  the  American 
Nurses  Association. 

* * ♦ * 

Dr.  James  Austin  of  the  University  of  Oregon 
has  been  appointed  professor  and  head  of  the 
Division  of  Neurology  in  the  CU  School  of  Medi- 
cine effective  July  1,  1967. 

Dr.  Austin  succeeds  the  late  Dr.  James  W. 
Stephens,  who  died  last  September  after  serving 

I on  the  CU  medical  faculty  since  1953.  Dr.  Ralph 
I.  Druckman,  associate  professor  of  neurology,  has 
been  acting  head  of  the  neurology  division  since 
Dr.  Stephens’  death. 

A native  of  Cleveland  and  a graduate  of  the 
Harvard  Medical  School,  Dr.  Austin  has  been  a 
member  of  the  faculty  of  the  University  of  Oregon 

II  Medical  School  in  Portland  since  1955.  He  cur- 
1 rently  is  serving  as  professor  of  neurology  there. 

|:  it:  * * 


Dr.  Giles  F.  Filley,  associate  professor  of 
medicine  in  the  University  of  Colorado  School  of 
Medicine  and  pulmonary  physiologist  in  the  Webb- 
Waring  Institute  for  Medical  Research  at  the  CU 
Medical  Center,  is  author  of  a new  book  for 
physicians  on  the  diagnosis  and  treatment  of  pul- 
monary diseases  being  published  this  month  by 
Lea  & Febiger,  Philadelphia  medical  publishing 
house. 

The  250-page  illustrated  book,  “Pulmonary  In- 
sufficiency and  Respiratory  Failure,”  is  a guide 
to  the  physiological  basis  of  the  major  manifesta- 
tions of  chronic  pulmonary  disease  such  as  cough, 
shallow  breathing,  labored  breathing  and  deficient 
oxygenation  of  the  blood. 

The  book  was  prepared  with  the  assistance  of 
several  colleagues  at  the  CU  Medical  Center;  Dr. 
D.  Boyd  Bigelow,  assistant  in  medicine  and  fellow 
in  pulmonary  diseases;  Dr.  Bernard  E.  Levine, 
fellow  in  respiratory  physiology;  Dr.  Roger  S. 
Mitchell,  associate  professor  of  medicine  and  di- 
rector of  the  Webb-Waring  Institute;  Dr.  Thomas 
L.  Petty,  assistant  professor  of  medicine;  and  Dr. 
John  V.  Weil,  fellow  in  cardiovascular  physiology. 

* * * ♦ 

The  Division  of  Dermatology  of  the  University 
of  Colorado  School  of  Medicine  has  received  a 
grant  of  $5,000  from  the  new  national  Dermatology 
Foundation  to  assist  in  the  training  of  skin  disease 
specialists  at  the  CU  Medical  Center  in  Denver. 

Dr.  Donald  M.  Pillsbury,  chairman  of  the  board 
of  the  foundation  and  professor  of  dermatology 
at  the  University  of  Pennsylvania  School  of  Medi- 
cine in  Philadelphia,  said  a total  of  $45,000  will 
be  distributed  to  aid  newly  established  dermatol- 
ogy programs  in  American  medical  schools. 

The  funds  are  the  first  to  be  distributed  by 
the  foundation,  a new  national  non-profit  organiza- 
tion established  less  than  two  years  ago  to  obtain 
support  for  educational  and  scientific  activities  in 
the  field. 

* * * * 

A special,  limited-enrollment  course  in  “Radio- 
isotopes in  Medicine  and  Biology”  will  be  offered 
by  the  Department  of  Radiology  of  the  University 
of  Colorado  School  of  Medicine  from  June  12  to 
Sept.  3.  The  course  will  involve  two  hours  of 
lectures  and  four  hours  of  laboratory  work  each 
week.  Subject  matter  to  be  covered  will  include 
atomic  and  nuclear  structure,  parameters  of  radio- 
active decay,  interactions  of  radiation  with  matter, 
gaseous  ionization  detectors,  solid  and  liquid  scin- 
tillation detectors,  solid  state  detectors,  nuclear 
instrumentation,  techniques  of  in  vitro  and  in  vivo 
radioassay,  external  and  internal  dosage  calcula- 
tions, statistics  of  counting,  and  radiation  hazards. 

Prerequisites  for  the  course  are  differential  and 
integral  calculus  and  college  physics.  Further  in- 
formation may  be  obtained  from  Dr.  William 
Hendee,  assistant  professor  of  radiology  and  radia- 
tion physicist  for  the  department,  at  the  CU  Medi- 
cal Center. 

* * * * 
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The  third  of  three  grants  of  $9,000  each  has 
been  presented  to  the  University  of  Colorado 
School  of  Medicine  by  the  National  Fund  for 
Medical  Education  to  support  a continuing  study 
of  curriculum  and  teaching  methods.  The  NFME 
was  founded  by  former  President  Dwight  D. 
Eisenhower.  Its  purpose  is  to  mobilize  financial 
support  for  medical  education  among  American 
industries  and  private  foundations. 

Dr.  John  H.  Githens,  associate  dean  for  student 
and  academic  affairs,  administers  the  CU  study 
project  supported  by  NFME  in  collaboration  with 
Dr.  William  G.  Cooper,  professor  of  anatomy  and 
director  of  the  unit  teaching  laboratories  being 
created  for  freshman  and  sophomore  medical  stu- 
dents in  the  remodeling  construction  now  under 
way  at  the  CU  Medical  Center. 

The  NFME  grants  have  assisted  in  the  planning 
and  equipping  of  the  unit  laboratories,  particu- 
larly in  the  audio-visual  areas  of  teaching  ma- 
chines, closed-circuit  television,  film-strip  teaching, 
and  curriculum  adjustments  to  the  new  techniques. 

In  addition,  the  study  project  has  included 
planning  for  a prospective  Division  of  Medical 
Education  Research  in  the  medical  school  for  con- 
tinuing investigations  of  teaching  methods  and 
adjustments  of  the  curriculum  to  accommodate 
advances  in  scientific  knowledge  and  changes  in 
professional  demands. 

University  of  Utah  College  of  Medicine 

The  University  of  Utah  College  of  Medicine, 
Department  of  Medicine,  has  been  awarded  a $1.5 
million  grant  by  the  National  Institutes  of  Health, 
Department  of  Health,  Education  and  Welfare,  for 
continuing  extensive  study  of  blood  diseases. 

The  investigators  involved  on  the  project  are 
Drs.  John  Athens,  Richard  Lee,  Andrew  Deiss, 
Thomas  Bithell,  M.  M.  Wintrobe  and  G.  E.  Cart- 
wright. The  grant  is  to  cover  seven  years  of 
research.  Some  of  the  main  areas  to  be  explored 
under  the  grant  will  be  bleeding  diseases,  clinical 
and  experimental  anemias,  iron  and  copper  metab- 
olism, and  leukemia. 

* ♦ ♦ 


Dr.  George  E.  Cartwright,  professor  of  medi- 
cine, was  recently  appointed  chairman  of  the 
University  of  Utah  Department  of  Medicine.  He 
will  succeed  Dr.  Maxwell  M.  Wintrobe  who  is 
retiring  after  more  than  20  years  of  service  in 
the  position.  The  appointment  becomes  effective 
July  1. 

Dr.  Cartwright  joined  the  College  of  Medicine 
staff  July  1,  1947,  as  an  instructor  of  medicine. 
During  his  career  at  the  University  he  has  gained 
stature  in  the  fields  of  hematology  and  mineral 
metabolism. 

Dr.  Richard  K.  Hughes,  an  outstanding  young 
cardiovascular  surgeon,  recently  was  appointed  by 
the  University  of  Utah  Board  of  Regents  as  an 
associate  professor  in  the  U.  of  U.  Department  of 
Surgery.  Dr.  Hughes  currently  is  chief  of  thoracic 
and  cardiovascular  surgery  at  the  Los  Angeles 
Veterans  Administration  Center,  affiliated  with 
the  School  of  Medicine  at  the  University  of  Cali- 
fornia at  Los  Angeles. 

He  received  his  A.B.  from  Stanford  in  1951  and 
his  M.D.  from  the  Stanford  School  of  Medicine  in 
1955.  He  completed  his  internship  at  George  Wash- 
ington University  Hospital,  Washington,  D.  C.,  in 
1955,  and  his  residency  at  the  same  hospital  in 
1960. 

Dr.  Hughes  has  taught  at  both  George  Washing- 
ton and  UCLA.  He  is  a member  of  the  American 
Board  of  Surgery,  the  Board  of  Thoracic  Surgery, 
American  College  of  Surgeons,  American  Thoracic 
Society,  and  the  American  Medical  Association. 

* * * * 

Internship  assignments  for  52  graduating  seniors 
of  the  University  of  Utah  College  of  Medicine, 
class  of  1967,  were  received  recently.  Each  student 
selected  hospitals  of  preference  and  the  assign- 
ments were  made  through  a nationwide  matching 
program. 

Nearly  50  per  cent  of  the  1967  graduating  class 
received  internships  at  university  hospitals  across 
the  nation.  Many  will  enter  the  armed  forces  and 
will  fill  hospital  positions  in  21  different  cities  and 
countries. 

* * * * 


Medical  Assistant  Scholarships 

Loans  for  medical  assistant  training  are  now  available  from  the  Maxine  Williams  Schol- 
arship Fund,  sponsored  by  the  American  Association  of  Medical  Assistants.  Each  loan  is 
for  $300.  As  AAMA  assumes  all  administrative  costs,  there  is  no  interest  rate.  Repayment 
may  be  made  after  the  student  is  employed. 

Anyone  who  is  a high  school  graduate,  and  wishes  to  take  formal ' training  is  eligible 
to  apply  for  a loan.  Application  blanks  are  available  from  AAMA  headquarters,  510  North 
Dearborn  Street,  Chicago,  Illinois  60610.  - , 
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Rocky  Mountain  Medical  Conference 

The  Kocky  Mountain  Medical  Conference  will 
be  held  this  year  at  Jackson  Lake  Lodge,  August 
29-September  1.  Scientific  sessions  will  convene 
on  Wednesday  morning,  August  30,  on  Thursday, 
August  31,  and  until  noon  on  Friday,  September  1. 
Immediately  preceding  these  scientific  sessions  of 
the  Rocky  Mountain  Medical  Conference,  the 
House  of  Delegates  of  the  Wyoming  State  Medical 
Society  will  convene.  Its  sessions  will  begin  on 
Monday  morning,  August  28,  and  will  conclude 
Tuesday  afternoon,  August  29.  The  Program  Com- 
mittee promises  an  interesting  session,  as  well  as 
an  opportunity  for  sightseeing. 


Colorado  Academy  of  General  Practice 
Symposium  on  Respiratory  Disease 
August  26  and  27,  1967 
Antlers  Plaaa  Hotel,  Colorado  Springs 

Saturday,  August  26 
Heart-Cancer-Stroke  Program — 

Paul  R.  Hildebrand,  M.D.,  Director,  Colorado- 
Wyoming  Regional  Medical  Program  for  Heart, 
Cancer,  Stroke  and  Related  Conditions,  Denver. 
Intestinal  Problems  in  Children — 

Giulio  Barbero,  M.D.,  Philadelphia 
Disaster  Preparedness — Francis  P.  Jackson,  M.D., 
Chairman,  AMA  Committee  on  Disaster  Medi- 
cal Care 

Mass  Care  in  Viet  Nam — James  Henderson,  M.D., 
Surgeon,  Denver 

Evening  Guest  Speaker:  Carroll  Witten,  M.D., 
President,  . 

Sunday,  August  27 

Pulmonary  Problems  of  the  Newborn  — Joseph 
Butterfield,  M.D.,  Children’s  Hospital,  Denver 
Asthma,  Bronchitis  and  Recurrent  Respiratory  In- 
fections— speaker  to  be  announced 
Cystic  Fibrosis — Giulio  Barbero,  M.D.,  Children’s 
Hospital,  Philadelphia 
Pulmonary  Function  Testing — 

Milton  Wiggins,  M.D.,  Colorado  Springs 
Chronic  Bronchopulmonary  Disease — 

Allen  Pierce,  M.D.,  Southwestern  University 


Current  Concepts  in  Surgery 

The  Department  of  Surgery  of  the  University 
of  Wisconsin  Medical  Center  will  present  a con- 
ference on  “Current  Concepts  in  Surgery”  August 
24-26  at  the  Wisconsin  Center  on  the  university 
campus  in  Madison.  The  conference  will  feature 
nationally  prominent  speakers  as  well  as  faculty 
members  of  the  University  of  Wisconsin  Medical 
Center. 

For  further  information  contact  Thomas  C. 
Meyer,  M.D.,  Assistant  Dean,  Department  of  Post- 
graduate Medical  Education,  Room  302,  333  North 
Randall  Avenue,  Madison,  Wisconsin  53706. 


Doctor . . . Heal  Thyself 

Take  your  own  advice,  and  find  some  relief  from  that 
everyday  stress. 

How  often  have  you  and  the  family  talked  about  a 
place  to  get  away  from  the  pressures?  This  is  the  year 
to  do  something  about  it.  Not  some  day  in  the  future, 
NOW. 

Just  25  miles  south  of  Morrison  on  Hiwoy  285  is 
ROLAND  VALLEY,  a mountain  subdivision  of  spectacular 
one-acre  building  sites,  close  enough  to  the  city  for 
year-round  living,  if  desired,  but  ideally  located  for  your 
WEEKLY  VACATIONS.  You  can  leave  the  city  and  be 
sitting  down  to  your  evening  meal  within  an  hour,  and 
start  to  unwind.  Go  back  to  the  office  Monday  morning 
feeling  renewed. 

Send  the  coupon  below  for  brochure  and  other  informa- 
tion . . . call  Dick  West  at  1 — 838-5131  ...  or 
come  up  anytime  and  just  look  around,  ask  any  questions 
you  like  and  see  how  easy  it  is  to  get  into  this  new 
way  of  life. 

As  you  well  know,  we  are  making  more  people  all  the 
time,  but  we  can't  make  any  more  land.  Good  land  is 
getting  harder  to  find,  so  see  us  soon  and  let's  talk 
about  your  plan. 


Roland  Valley  Subdivision 

Box  45  Bailey,  Colorado 

Scenic  Mountain  Home  Sites 
just  40  miles  S.W.  of  Denver  on  U.  S.  285 

Name.- . 

Address 

City  and 

State Zip 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  jor  lending 
from  the  Denver  Medical  Society  Library. 

Recent  Acquisitions 

Differential  Diagnosis:  By  Stanley  B.  Berkowitz.  Springfield, 
111.,  1967,  Thomas.  333  p.  Price:  $11.50. 

Documentary  History  of  Psychiatry:  By  Charles  E.  Goshen. 
N.  Y.,  1967,  Philosophical  Library.  904  p.  Price:  $20.00. 

Ethics  in  Medical  Progress:  Ciba  Foundation  Symposium. 
Boston,  1966,  Little,  Brown.  257  p.  Price:  $11.75. 

Heart  Disease  in  Children:  By  Benjamin  M.  Gasul.  Phila., 
1966,  Lippincott.  1363  p.  Price:  $33.00. 

Histones:  Their  Role  in  the  Transfer  of  Genetic  Information: 

Ciba  Foundation.  Boston,  1966,  Little,  Brown.  115  p.  Price: 
$3.50. 

The  Human  Heart:  By  Brendan  Phibbs.  St.  Louis,  1967,  Mosby. 
253  p.  Price:  $4.95. 

The  Neuroses:  By  Henry  P.  Laughlin.  Wash.,  D.  C.,  1967, 
Butterworths.  1076  p.  Price:  $21.50. 

The  $100,000  Practice  and  How  to  Build  It:  Englewood  Cliffs, 
N.  J.,  1966,  Prentice-Hall.  190  p.  Price:  $15.00. 

Principles  of  Biomolecular  Organization:  Ciba  Foundation 
Symposium.  Boston,  1966,  Little,  Brown.  491  p.  Price:  $15.00. 
Psychoanalysis,  Psychiatry  and  Law:  By  Jay  Katz.  N.  Y.,  1967, 
Free  Pr.  822  p.  Gift. 

Renal  Carcinoma:  By  James  L.  Bennington.  Phila.,  1967, 
Saunders.  263  p.  Price:  $15.00. 

Book  Reviews 

Essentials  of  Urography:  By  Anthony  F.  Lalli.  Springfield, 
111.,  1967,  Thomas.  150  p.  Price:  $12.75. 

The  primary  intent  of  the  author  is  to  create 
an  interest  in  producing  urograms  of  such  excellent 
quality  that  all  of  the  answers  for  that  patient  are 
secured  and  other  examinations  of  the  urinary 
tract  become  unnecessary. 

The  book  is  designed  to  aid  all  physicians  in- 
volved in  ordering,  performing  or  interpreting 
excretory  urograms.  A medical  practitioner,  a 
radiologist  and  urologist  in  training  should  find 
the  information  here  particularly  helpful. 

The  basic  principles  involved  in  executing  and 
interpreting  urograms  are  set  forth.  Emphasis  is 
placed  on  the  tailored  urogram  which  consists  of 
a full  appraisal  of  the  patient  and  his  problems  and 
the  indications  for  the  excretory  urogram.  The 
knowledge  of  renal  failure,  hypertension,  location 
of  pain  or  mass  and  adequacy  of  preparation  would 
indicate  the  appropriate  choice  and  dosage  of  con- 
trast medium,  the  proposed  timing  of  the  films, 
the  positioning  of  the  patient,  and  the  use  of 
ureteral  compression.  The  specific  indications  for 
the  assorted  types  of  excretory  urograms  are  de- 
tailed and  methods  involved  are  discussed. 

Retrograde  pyelograms  and  renal  angiograms 
are  indicated  at  certain  points,  but  are  not  dis- 
cussed at  length.  The  subject  of  excretory 
urography  is  the  primary  concern  of  the  author. 

The  illustrations  are  for  the  most  part  of  excel- 
lent quality  and  provide  a wide  range  of  pathology 
encountered. 

Claude  D.  Baker,  M.D. 


Prevention  of  Ischemic  Heart  Disease:  Principles  and  Practice: 
Edited  by  Wilhelm  Raab.  Springfield,  111.,  1966,  Thomas.  466  p. 
Price:  $25.50. 

In  this  book,  Dr.  Raab  completely  covers  all 
of  the  contributory  causes  of  ischemic  heart  disease 
and  clearly  defines  this  entity. 

He  discusses  in  detail  the  preventative  measures 
to  be  taken  against  this  disease.  The  dietary  fac- 
tors, the  importance  of  exercise,  the  stress  element 
and  nicotine  all  are  given  elaborate  mention. 

The  book  is  easy  to  read  and  is  also  enjoyable. 
It  is  to  be  recommended  to  physicians  and  others 
interested  in  new  concepts  of  ischemic  heart  dis- 
ease. 

F.  C.  Hewlette,  M.D. 

Handbook  of  Ocular  Therapeutics  and  Pharmacology:  By 
Philip  P.  Ellis,  and  Donn  L.  Smith.  2d  ed.  St.  Louis,  1966, 
Mosby.  224  p.  Price:  $9.75. 

This  book  is  divided  into  two  parts;  In  section 
one,  ocular  therapeutics  are  outlined,  and  for  each 
major  category  of  ocular  disease,  the  appropriate 
drugs  and  their  dosage  are  discussed.  In  addition 
to  the  specific  ocular  disease  categories,  there  are 
chapters  on  principles  of  cortisone  and  ACTH 
therapy,  principles  of  antibiotic  therapy,  medical 
agents  in  surgical  care  and  autonomic  drugs. 

In  section  two,  each  of  the  drugs  used  in 
ophthalmic  care  is  outlined  with  the  drugs’  action, 
ophthalmic  uses,  side  effects  and  contraindications, 
the  available  preparations  and  dosage  concisely 
discussed. 

In  addition  to  outlining  new  drugs,  the  second 
edition  also  contains  the  chapter  on  autonomic 
drugs  and  a pediatric  dosage  table  which  were  not 
included  in  the  first  edition. 

This  book  is  of  great  value  to  the  ophthalmolo- 
gist and  non-ophthalmologist  alike  in  that  it  con- 
cisely presents  the  basics  of  treating  eye  disease 
as  well  as  the  pharmacology  of  the  drugs  used  in 
ocular  therapy. 

James  E.  Leibold,  M.D. 

The  State  of  the  Art  of  Traffic  Safety,  The  Automobile  Manu- 
facturers Association:  By  Arthur  D.  Little,  Inc.,  Acorn  Park, 
Cambridge,  Mass.,  June  1966,  623  pages. 

This  is  a typical  A.  D.  Little  production,  excel- 
lent typography,  paper  one  likes  to  touch,  pleasing 
and  logical  format,  extensive  bibliography,  but 
not  extensive  enough,  as  we  shall  point  out.  The 
work  is  essentially  a whitewash  of  the  motorcar 
industry,  which  is,  perhaps,  not  surprising.  The 
recurrent  theme  in  chapter  after  chapter  is  that 
we  need  more  research,  there  are  not  enough  data 
to  provide  working  guidelines,  the  motorcar  in- 
dustry has  done  as  much  as  it  could  with  the 
information  at  hand. 

One  recalls  that  the  Little  study  of  the  tobacco 
problem  for  the  American  Medical  Association 
resulted  in  the  conclusion  that  the  evidence  for 
tobacco  as  the  cause  for  cancer  was  most  incom- 
plete, that  more  research  was  needed,  and  that 
a grateful  industry  provided  the  American  Medical 
Association  with  ten  millions  for  the  needed  re- 
search. 

The  substantive  and  realistic  lie  to  the  point 
of  view  and  stand  taken  by  the  Little  Company 
in  the  motorcar  study  is  provided  by  two  very 
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hard  pieces  of  data,  the  Mercedes  autcmobile  and 
the  Rover-2000.  In  some  way  or  other  these  two 
firms  were  able  to  accumulate  enough  engineering 
data  to  construct  and  market  very  profitable  and 
efficient  crash-protective  automobiles. 

Eighteen  years  ago  I examined  with  some  care 
a Mercedes  door  latch,  which  in  my  opinion  was 
then  a better  door  latch  than  any  appearing  on  a 
1967  American  automobile.  A few  months  ago,  I 
was  able  to  examine  a crashed  Mercedes.  None 
of  the  doors  opened  in  the  crash  and  all  opened  on 
call,  but  one  had  to  be  kicked  open.  It  was  a 
very  heavy  crash,  and  none  of  the  three  occupants 
was  injured.  I asked  for  a file  from  the  mechanic. 
I was  not  able  to  make  this  good  file  engage  the 
metal  of  the  door  latch.  Mercedes  states  that  they 
pay  $23  per  door  for  their  latches.  They  are  marked 
with  the  name,  Kiekert. 

In  1958,  the  Rover  people  started  the  develop- 
ment of  the  -2000  on  the  basis  of  the  knowledge 
then  extant,  and  five  years  later  put  on  the  road 
an  automobile  which  the  critics  hail  as  the  “best 
sedan  in  the  world.”  It  is  good  looking,  drives 
and  rides  beautifully,  at  40  mph  in  fourth  gear 
one  gets  40  miles  per  gallon  of  fuel,  its  design 
and  construction  provide  phenomenal  crash  pro- 
tection, and  all  in  all  it  in  no  wav  resembles  the 
“tank”  that  Detroit  says  one  must  have  to  have 
good  crash  protection. 

Perhaps  the  most  realistic  chapter  in  the  report 
is  that  on  alcohol.  Motorcars  do  not  drink.  Fig.  17, 
on  page  234,  intrigued  this  reviewer.  It  is  alleged 
here  that  up  to  five  ounces  of  whiskey  are  required 
to  produce  a blood  alcohol  level  of  .049  per  cent. 
Correspondence  with  the  Project  Director  revealed 
that  this  was  derived  from  Haddon’s  statement 
quoted  on  page  83  where  it  is  made  clear  that 
these  figures  concern  drinking  one  or  two  hours 
after  an  average  meal,  which  is  a motorcar  of 
another  color.  Familiarity  with  Haddon’s  writings 
allows  this  reviewer  to  know  that  Haddon’s  state- 
ment is  based  entirely  upon  the  work  of  Coldwell, 
whose  definitive  Report  on  Imvaired  Driving  Tests 
does  not  appear  in  the  Little  bibliography,  nor 
does  the  even  more  definitive  Drinking  and  Driv- 
ing of  Dr.  H.  Ward  Smith. 

The  nomogram  constructed  by  Dr.  Coldwell 
is  notoriously  very  liberal,  and  he  states,  “On  the 


average,  the  estimated  amount  of  distilled  spirits 
or  beer  consumed  is  2.3  fl.  ozs.  and  1.5  pints  higher, 
respectively,  than  given  by  Ferguson  and  Bell’s 
‘Alcodial’,”  which  is  ADL  reference  No.  1103.  Fer- 
guson and  Bell  state  that  two  drinks  in  an  hour 
of  IV2  ounces  each  of  40  per  cent  alcohol  will  place 
the  160  pound  person  at  .052.  Of  course,  this  is 
on  an  empty  stomach,  and  not  after  “an  average 
meal.” 

This  criticism  notwithstanding,  the  treatment 
of  the  alcohol  problem  in  this  report  is  very  well 
done.  It  is  a pity  the  report  could  not  be  as  objec- 
tive as  this  in  regard  to  the  automobile,  but,  again, 
perhaps,  this  is  not  surprising. 

Horace  E.  Campbell,  M.D. 

Cellular  Concepts  in  Rheumatoid  Arthritis:  Edited  by  C.  A.  L. 
Stephens,  Jr.,  and  A.  B.  Stanfield.  Springfield,  111.,  1966, 
Thomas.  212  p.  Price:  $14.75. 

At  one  point  in  the  discussion  period  of  this 
symposium,  one  of  the  participants  comments  that, 
“We  have  been  exposed  to  a lot  of  new  data  in 
this  little  while,  and  they  take  a little  time  to 
digest.”  To  one  uninitiated  in  the  basic  funda- 
mentals of  auto-immunity,  digesting  this  book  may 
take  more  than  a “little  while.”  Seven  authorities 
have  pooled  their  knowledge  and  have  given  us 
a non-clinical  discussion  of  the  possible  patho- 
genesis of  rheumatoid  arthritis. 

Of  interest  both  to  the  laboratory  investigator 
and  the  clinician  are  the  electron  micrographs  de- 
picting the  anatomy  of  the  connective  tissue  cell 
and  a discussion  of  its  involvement  in  the  bio- 
synthesis of  collagen.  Dr.  William  Dameshek 
reviews  basic  concepts  in  auto-immunity  in  a 
chapter  that  will  be  “old  hat”  for  the  laboratory 
investigator,  but  which  provides  an  excellent 
primer  for  the  clinician.  The  fascinating  photos 
of  tissue  cultures  of  rheumatoid  and  non-rheuma- 
toid  synovia  will  be  of  general  interest. 

Even  if  the  physician  were  able  to  digest  the 
contents  of  this  volume,  it  is  not  likely  that  his 
next  patient  with  rheumatoid  arthritis  would  bene- 
fit from  his  struggle.  It  will  be  his  patient  ten 
years  hence,  however,  who  will  most  certainly 
profit  from  the  studies  of  the  pioneers  contributing 
to  this  symposium. 

Herbert  Kaplan,  M.D. 
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Syrup  of  Ipecac  in  Acute  Poisoning* 

The  first  step  in  emergency  treatment  of  poison- 
ing is  efficient  removal  from  the  stomach  of  as 
much  of  the  ingested  substance  as  possible.  While 
many  technics  have  been  recommended  to  ac- 
complish this,  recent  evidence  from  the  files  of 
the  National  Clearinghouse  for  Poison  Control 
Centers  suggests  that  the  best  method  for  bringing 
about  removal  of  ingested  poisons  is  the  use  of 
Syrup  of  Ipecac.  This  medication,  one  of  the  oldest 
in  the  physician’s  armamentarium,  will  bring 
about  emesis  within  15-20  minutes  of  an  adequate 
dose.  Moreover,  it  will  cause  the  patient  to  vomit 
capsules,  pills,  and  unabsorbed  medication  in 
greater  number  and  volume  than  mechanical  stim- 
ulation of  the  throat,  or  gastric  lavage.  This  emesis 
occurs  regardless  of  the  type  of  medication  in- 
gested. Thoman  and  Verhulst  have  shown  that 
even  after  the  ingestion  of  antiemetic  medications, 
most  patients  will  respond  with  emesis  to  a dose 
of  Syrup  of  Ipecac. 

The  proper  method  of  administering  Syrup  of 
Ipecac  is  as  follows;  15  cc  of  the  official  prepara- 
tion should  be  given  to  a child  of  1 year  of  age  or 
older,  or  20-25  cc  to  an  adult,  followed  by  2-3 
glasses  of  milk  or  water  to  provide  a sufficient 
fluid  volume  for  the  patient  to  vomit.  In  well  over 
80  per  cent  of  patients,  this  dose  will  produce 
emesis  within  20  minutes.  If  emesis  does  not  oc- 
cur, the  dose  may  be  repeated  once  after  20 
minutes.  If  the  second  dose  does  not  cause  emesis, 
no  more  Ipecac  should  be  given!  The  very  few 
cases  of  serious  poisoning  Which  have  occurred 
after  the  administration  of  Ipecac  have  resulted 
from  unwarranted  repetition  of  the  medication 
“until  the  patient  vomits.”  If  30  cc  of  Syrup  of 
Ipecac  given  to  a child,  or  50  cc  given  to  an  adult 
fails  to  produce  emesis,  the  patient  should  be  in- 
tubated and  gastric  lavage  instituted  to  remove 
the  poison. 

Contraindications  to  the  use  of  Syrup  of  Ipecac 
are  as  follows: 

1.  A comatose  patient.  Under  no  circumstance 
should  a comatose  patient  be  given  Ipecac.  This 
will  be  inviting  aspiration  and  its  serious  conse- 
quences. Patients  who  are  exceptionally  drowsy 
and  have  no  gag  reflex  ought  not  receive  this 
drug  either. 

2.  Ingestion  of  hydrocarbons  or  hydrocarbon 
containing  compounds.  These  substances  have  a 
very  low  surface  tension  and  vomiting  invites 
aspiration  and  a small  amount  will  work  havoc  in 
the  lungs  by  spreading  over  a very  large  area  and 
causing  widespread  kerosene  type  pneumonia. 

3.  Ingestion  of  caustics  or  corrosive  acids  or 
alkaline  substances,  including  detergents.  These 
substances  should  be  diluted  with  large  volumes 
of  water  or  milk  and  within  the  first  hour  after 
ingestion  a Levin  tube  should  be  placed  and  the 


*By  Daniel  T.  Teitelbaum,  MD,  and  Ray  E.  Heifer,  MD. 
From  the  Physician’s  Poison  Consultation  Service,  Colorado 
General  Hospital. 
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stomach  lavaged  with  a large  amount  of  water 
given  in  small  portions.  After  the  first  hour  esoph- 
ogoscopy  should  be  performed  and  a tube  placed  ^ 
with  the  greatest  of  care. 

Under  no  circumstances  should  the  agent  Fluid- 
extract  of  Ipecac  be  given  to  any  patient.  This 
preparation  has  no  place  in  modern  medicine.  It 
is  14  times  as  potent  as  Syrup  of  Ipecac  and  has 
been  responsible  for  several  deaths  in  childrenj 
It  should  never  be  available  in  hospital  emergency 
rooms,  homes,  or  any  place  where  confusion  with 
Syrup  of  Ipecac  might  occur. 
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Facts  to  Remember  About  Research  . . . 

The  U.S.  pharmaceutical  industry  spends  five 
times  as  much  of  its  sales  income  on  research  as  do' 
other  industries  . . . FOUR  TIMES  AS  MUCH  of 


its  total  research  budget  on  fundamental  research.^ 
Behind  every  new  drug  that  has  reached  the' 
public  in  the  past  decade,  it  is  estimated  that  the 
industry  has  spent  some  $7  million  in  research  and', 
development  costs. 


It  costs  the  pharmaceutical  industry  an  average' 
of  $32,300,  with  several  companies  spending  more 
than  $40,000  a year  in  laboratories,  equipment, 
salary  and  overhead,  to  keep  just  one  research 
scientist  on  the  job  and  provide  him  with  proper 
technical  assistance  and  equipment.  A more  sharp- 
ly focused  comparison  shows  expenditures  of  $76,- 
700  per  doctoral-level  research  scientist. 
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Destroys  Trichomonads  Wherever  They  Are 


Flagyl  seeks  out  the  sites  where  trichomonads 
hide.  Only  a systemic  agent  can.  Only  Flagyl 
does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the  inner 
crypts,  glands  and  cavities  of  the  genitouri- 
nary tract  in  both  women  and  men.  Conse- 
quently, Flagyl  is  capable  not  O'nly  of  curing 
trichomoniasis  in  women  but  also  of  prevent- 
ing reinfection. 

Correctly  used,  with  due  attention  to  repeat 
courses  of  treatment  for  resistant,  deep-seated 
invasion  and  to  the  presumption  of  reinfection 
from  male  consorts,  Flagyl  has  repeatedly  pro- 
duced up  to  100  per  cent  cure  in  large  series 
of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one  250- 
mg.  oral  tablet  three  times  daily  for  ten  days.  A vag- 
inal insert  of  500  mg.  is  available  for  local  therapy 
when  desired.  When  the  inserts  are  used  one  vagi- 
nal insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days,  and  concurrently  two  oral 
tablets  should  be  taken  daily. 


In  men  in  whom  trichomonads  have  been  demon- 
strated: one  250-mg.  oral  tablet  twice  daily  for  ten 
days. 

Contraindications  — Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution  — Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially  if 
a second  course  is  necessary. 

Side  Effects  — Infrequent  and  minor  side  effects  in- 
clude nausea,  metallic  taste,  furry  tongue  and  head- 
ache. Other  effects,  all  reported  in  an  incidence  of 
less  than  1 per  cent,  are  diarrhea,  dizziness,  vaginal 
dryness  and  burning,  dry  mouth,  rash,  urticaria, 
gastritis,  drowsiness,  insomnia,  pruritus,  sore  tongue, 
darkened  urine,  anorexia,  vomiting,  epigastric  dis- 
tress, dysuria,  depression,  vertigo,  incoordination, 
ataxia,  abdominal  cramping,  constipation,  stomati- 
tis, numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis,  pelvic 
pressure,  dyspareunia,  fever,  polyuria,  incontinence, 
decreased  libido,  nasal  congestion,  proctitis  and  py- 
uria. Elimination  of  trichomonads  may  aggravate 
candidiasis. 

Dosage  Forms 

Oral— 250-mg.  tablets.  Vaginal— 500-mg.  inserts 
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Colorado 

It  is  with  profound  sorrow  and  a painful  sense 
of  loss  that  we  record  here  the  death  of  Dr. 

Vetalis  Vernon  Anderson  in  Colorado  General 

Hospital  on  Wednesday,  April  27,  1967.  His  death 

came  suddenly  following 
cardiac  arrest  at  the  end 
of  a valiant  but  losing 
two-year  battle  against 
polycystic  kidney  disease. 

Dr.  Anderson  was 
bom  in  Chicago,  Illinois, 
on  April  17,  1908.  Because 
a brother  and  sister  born 
to  his  parents  before  him 
had  both  died  at  birth  in 
Victor,  Colorado,  and  be- 
cause his  parents  attrib- 
uted their  deaths  to  the  high  altitude  of  Victor, 
they  arranged  for  Dr.  Anderson’s  birth  in  a Chi- 
cago hospital. 

When  Dr.  Anderson  was  six  months  old,  his 
mother  brought  him  back  to  their  mountain  home 
in  Victor,  Colorado.  There  in  the  high  country 
of  the  Rocky  Mountains  little  Vetalis  Vernon  grew 
rapidly  into  a husky  200-pound,  deep-voiced  but 
soft-spoken,  six-footer,  straight  as  a mountain  pine 
and  as  rugged  as  his  beloved  Rockies.  Early  in 
childhood  his  father  nicknamed  him  “Vic”  and  it 
was  by  this  name  that  most  of  his  friends  and 
colleagues  knew  him  throughout  the  rest  of  his 
lifetime. 

“Vic”  received  his  primary  and  secondary  edu- 
cation in  the  public  schools  in  Victor,  Colorado. 
Although  he  dropped  out  of  high  school  at  17  for 
a period  of  six  months  to  take  a job  as  an  aerial 
tram  operator  for  the  Kennicott  Copper  Company 
in  Alaska,  he  later  made  up  his  lost  school  time 
and  was  able  to  graduate  with  his  class  from  the 
Victor  High  School  on  schedule  in  1926. 

Working  at  various  jobs  at  night,  in  the  eve- 
nings, on  weekends  and  as  a hard-rock  miner  and 
at  times  as  a rubber-tire  factory  worker  during 
school  vacations,  he  was  able  to  put  himself 
through  college  and  medical  school  almost  entirely 
by  his  own  efforts. 

After  attending  Colorado  State  University  for 
two  years  he  transferred  to  the  University  of 
Colorado  where  he  received  his  A.B.  degree  in 
1932  and  his  M.D.  degree  in  1936.  While  in  college 
he  became  a member  of  Lambda  Chi  Alpha,  Alpha 
Nu,  and  Phi  Beta  Pi  fraternities. 

Dr.  Anderson  served  his  internship  at  Denver 
General  Hospital  in  1936  and  1937.  While  interning 
he  met  a pretty  nurse  from  Longmont  named  Hilda 
Luske,  and  they  were  married  on  Christmas  eve. 


1936.  After  completing  his  internship,  Vic  and 
Hilda  moved  to  Del  Norte,  Colorado,  where  he 
began  the  practice  of  medicine  in  association  with 
Dr.  A.  B.  Gjellum. 

While  he  was  still  an  intern.  Dr.  Anderson 
joined  the  United  States  Army  Medical  Reserve 
Corps  in  1937.  Late  in  April,  1941,  he  was  ordered 
to  report  for  active  duty  and  shortly  thereafter 
was  sent  overseas  with  the  200th  Coast  Artillery, 
an  anti-aircraft  regiment  of  the  New  Mexico  Na- 
tional Guard. 

He  was  at  Clark  Field  in  Manila  when  the 
Japanese  bombers  attacked.  His  outfit  fell  back 
into  the  jungles  of  Bataan.  Vic  and  the  other 
members  of  his  group,  using  anti-aircraft  weapons 
as  artillery,  fought  stubbornly  and  valiantly  until, 
without  ammunition,  food  or  other  supplies,  they 
were  forced  to  surrender  on  April  8,  1942. 

He  survived  the  infamous  Bataan  Death  March, 
losing  much  strength  and  80  pounds  in  weight 
along  the  way.  After  18  months  in  a Japanese 
prison  camp  in  the  Philippines,  he  was  transferred 
to  a prisoner-of-war  camp  in  Japan,  where  he 
remained  untU  the  end  of  the  war.  During  the 
long,  bitter  months  of  his  imprisonment  he  pro- 
vided medical  and  surgical  care  for  his  fellow 
prisoners  under  brutally  adverse  conditions,  with 
little  food,  few  drugs  and  practically  no  medical 
equipment. 

On  three  separate  occasions  during  his  cap- 
tivity he  was  sentenced  by  his  captors  to  face  a 
firing  squad,  but  each  time  his  execution  was 
called  off,  probably  because  the  Japanese  needed 
his  services  as  a physician  to  take  care  of  their 
many  prisoners. 

For  his  distinguished  military  services  Dr. 
Anderson  was  later  awarded  the  Bronze  Star  by 
both  the  Army  and  the  Navy,  the  Bataan  Medal 
of  Honor  from  the  State  of  New  Mexico,  two 
Presidential  Citations,  the  Medical  Combat  Badge, 
and  four  battle  stars. 

After  a three-month  period  of  hospitalization 
immediately  following  his  release  from  the  Jap- 
anese prison  camp  in  August,  1945,  Dr.  Anderson 
spent  several  months  in  postgraduate  study  in 
New  York  and  Chicago.  In  June,  1946,  he  returned 
to  Del  Norte  to  his  family  and  to  resume  the 
practice  of  medicine. 

As  part  of  his  many  civic  activities  after  the 
war.  Dr.  Anderson  participated  in  the  emergency 
rescue  program  of  the  State  Highway  Patrol  in 
the  San  Luis  Valley.  In  this  capacity  he  was  called 
upon  in  1959  to  assist  in  a daring  rescue  of  two 
survivors  of  an  airplane  crash  high  in  the  moun- 
tains near  Del  Norte.  With  an  Air  Force  pilot. 
Dr.  Anderson  flew  into  an  area  of  treacherous  air 
currents  at  an  altitude  far  above  the  usual  operat- 
ing level  for  large  helicopters.  In  spite  of  unfavor- 
able conditions  and  bad  weather,  the  rescue  was 
successful.  For  his  part  in  this  adventure  Dr. 
Anderson  was  awarded  the  Sikorsky  Medal  and 
his  Air  Force  pilot  received  the  Distinguished 
Flying  Cross. 

Although  heavily  burdened  by  the  demands  of 
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his  medical  practice  after  the  war,  Dr.  Anderson 
always  found  time  to  participate  in  the  civic  affairs 
of  his  community  and  in  the  health,  educational 
and  welfare  activities  of  Colorado.  He  served  on 
the  Del  Norte  sdhool  board  14  years  and  for  10 
years  as  president  of  the  board.  For  a number 
of  years  he  also  held  the  position  of  Health  Officer 
for  the  town  of  Del  Norte.  For  six  years  he  was 
a working  member  of  the  Rio  Grande  Forest 
Advisory  Council. 

In  addition  to  all  of  this,  Vic  found  time  to 
serve  as  President  of  the  Del  Norte  Rotary  Club, 
the  San  Luis  Valley  Scottish  Rite  Association, 
the  San  Luis  Medical  Society,  the  Colorado  Divi- 
sion of  the  American  Cancer  Society,  and  the 
Colorado  Medical  Society.  Before  his  activities 
were  curtailed  by  illness  he  was  also  active  on 
the  Governor’s  Mental  Health  Committee  for  Colo- 
rado. 

Dr.  Anderson  was  an  active  member  and  fellow 
of  the  International  College  of  Surgeons,  the 
Southwestern  Surgical  Congress,  the  American 
Academy  of  General  Practice  and  the  American 
Medical  Association. 

On  September  21,  1965,  at  the  annual  meeting 
of  the  Colorado  Medical  Society  in  Colorado 
Springs  the  Board  of  Trustees  and  the  House  of 
Delegates  of  the  Society  honored  Dr.  Anderson  by 
awarding  him  the  Robins  Community  Service 
Award. 

Vic  Anderson  was  a good  doctor,  a good  soldier, 
a good  citizen,  a good  husband  and  father,  and 
above  all  a good  friend.  To  know  him  best  was  to 
know  him  in  his  own  home.  He  was  happiest  by 
his  own  fireside  in  Del  Norte,  with  his  wife,  Hilda, 
and  his  three  daughters  around  him.  He  was  a 
gracious  host,  and  a visit  to  his  home  was  always 
an  experience  to  remember  and  to  cherish  forever. 

In  the  last  analysis  Vic  Anderson  was  a warm 
and  friendly  personality.  His  natural  display  of 
inborn  gentle  manners,  his  immense  capacity  for 
friendship,  his  thoughtfulness  and  consideration 
of  the  feelings  of  others — never  servile  or  falsely 
ingratiating — were  manifestations  of  a great  and 
admirable  mind  and  spirit. 

He  was  a man  of  definite  opinions  which  he 
did  not  hesitate  to  express  whenever  it  was  neces- 
sary for  him  to  stand  up  and  be  counted.  His 
acceptances  of  values  were  always  based  on  com- 
mon sense  and  genuine  worth.  Vic  was  slow  to 
change,  but  always  happy  to  enter  into  new 
ventures  when  convinced  such  action  was  right 
and  desirable. 

His  character,  his  sweetness  of  personality  and 
sound  judgment  cloaked  him  with  an  atmosphere 
of  solidarity  which  inspired  confidence  and  trust 
in  those  who  sought  his  help,  in  those  who  worked 
with  him,  and  in  all  those  who  knew  him  well. 

Vic  was  more' — much  more — than  just  another 
capable  leader.  By  his  devotion  to  his  family,  his 
friends,  his  profession  and  his  country,  he  created 
a living  image  of  all  that  is  good  and  admirable 
in  our  profession. 

The  Colorado  Medical  Society  mourns  the  death 


of  Vetalis  Vernon  Anderson.  Its  members  are  most 
grateful  for  the  example  of  excellence  he  set  for 
ail  of  us  in  our  lifetime  and  for  the  many  things 
he  did  to  improve  the  image  of  medicine  in  Colo- 
rado. He  will  live  on  in  the  hearts  of  all  our 
members  and  will  be  remembered  as  a loyal  friend, 
a strong  influence  for  good  will  among  men  and, 
above  all,  as  a beloved  physician. 

Bradford  Murphey,  M.D. 

Montana 

Dr.  H.  Ryle  Lewis,  formerly  of  Missoula,  Mon- 
tana, died  in  Spokane,  Washington,  on  March  30, 
1967.  Dr.  Lewis  was  bom  at  Nezperce,  Idaho,  on 
March  17,  1907.  He  obtained  his  B.S.  degree  from 
the  University  of  Idaho  in  1929  and  his  M.D. 
degree  from  the  University  of  Oregon  Medical 
School  in  1932.  He  was  licensed  to  practice  in 
Montana  in  1955  and  in  1956  engaged  in  the  prac- 
tice of  neurology  and  psychiatry  in  Missoula.  Dr. 
Lewis  continued  his  practice  in  Missoula  until 
1966,  when  he  returned  to  Spokane. 

Utah 

Robert  D.  Carlson,  M.D.,  Ogden  internist,  died 
April  24,  1967,  at  the  age  of  46. 

Born  January  15,  1921,  in  Magna,  Utah,  Dr. 
Carlson  was  married  to  Mary  Louise  Clark  on 
June  15,  1945. 

Dr.  Carlson  graduated  from  the  University  of 
Utah  College  of  Medicine  in  1945,  and  subsequently 
interned  in  Albany,  New  York.  He  served  a resi- 
dency in  internal  medicine  at  Peoples  Hospital 
in  Akron,  Ohio,  and  an  advanced  residency  at  the 
Veterans  Administration  Hospital  in  Grand  Junc- 
tion, Colorado.  His  military  record  includes  service 
as  a Navy  medical  officer  during  World  War  II, 
as  well  as  a medical  officer  in  the  Korean  War. 

Dr.  Carlson  was  a practicing  internist  in  Trini- 
dad, Colorado,  for  11  years  before  coming  to 
Ogden,  Utah,  where  he  was  affiliated  with  the 
Ogden  Clinic.  He  was  a member  of  the  American 
Medical  Association;  Utah  State  Medical  Associa- 
tion; Weber  County  Medical  Society;  Geriatric 
Society;  and  Utah  Society  of  Internal  Medicine. 

Surviving  Dr.  Carlson  are  his  widow,  and  two 
daughters,  Sharon  Louise  and  Cathy  Ann;  three 
brothers,  Kenneth  A.  and  Gordon  S.,  Salt  Lake 
City,  and  Harold  E.  of  McLean,  Virginia;  and  two 
sisters,  Mrs.  Orson  C.  (Ruth)  Owen,  Salt  Lake 
City,  and  Mrs.  James  (Jean)  Hoag,  Pocatello, 
Idaho. 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That’s  why  we’re  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 


i 


Our  representative  in  your  area  will  be  pleased  to  explain  to  you— without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it’s  worth  the  time  to  investigate! 


MEMBER 


PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28»h  Place 

Denver,  Colorado  80215 


i 


PREMIUM 

QUALITY 


AT  ITS  BEST... 

Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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Colorado  Medical  Society 

OFFICERS  1966-67 — Terms  of  Officers  and  Committeemen 

* expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
f year  is  indicated  the  term  is  for  one  year  and  expires 
I Sept.  23,  1967,  at  the  Annual  Session  in  Colorado  Springs. 

# President:  Myron  C.  Waddell,  Denver. 

K President-elect:  Henry  H.  Zeigel,  Collbran. 
j Vice  President:  Eugene  B.  Ley,  Pueblo. 

! Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 

Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trustees:  Carl  H.  McLauthlin,  Denver,  1967; 
Kenneth  A.  Platt,  Westminster,  1967;  William  A.  H.  Rettberg, 
^ Denver,  1968;  Robert  W.  Ludwick,  Sterling,  1969. 

Delegates  to  the  American  Medical  Association:  Harlan  E. 
McClure,  Lamar,  Dec.  31,  1967  (Alternate,  Vernon  L.  Bolton, 
Colorado  Springs,  Dec,  31,  1967);  Gatewood  C.  Milligan, 

i,  Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31,  1967);  Kenneth  C.  Sawyer,  Denver,  Dec.  31,  1968 
1 1 (Alternate.  Robert  E.  McCurdy,  Denver,  Dec.  31,  1968). 

Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 

* Vice  Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver 
Historian:  Hermann  B.  Stein,  Denver. 

• Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
■ Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
: Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

[ Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

: OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
4 year  is  indicated  the  term  is  for  one  year  only  and  expires 
\ at  the  1967  Annual  Session. 

J President:  Albert  L.  Vadheim,  Bozeman. 

' President-elect:  Alfred  M.  Fulton,  Billings 
'■  Vice  President:  Mark  B.  Listerud,  Wolf  Point. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Hugh  V.  Anderson,  Great  Falls 
i Delegate  to  the  A.M.A,:  Herbert  T.  Caraway,  BUlings 

Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
V Executive  Committee:  Albert  L.  Vadheim,  Bozeman;  Alfred 
M.  Fulton,  Billings;  Mark  B.  Listerud,  Wolf  Point;  Oscar  A. 
Swenson,  Sidney;  Hugh  V.  Anderson,  Great  Falls;  Robert  W 
Thometz,  Butte;  Paul  J.  Gans,  Lewistown;  Robert  K.  West, 
. Cut  Bank. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren 
D.  Bowman,  Jr.,  Billings 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings 

Executive  Secretary:  L.  Russell  Hegland.  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings,  59103.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  William  M.  Tappan,  Reno. 

President-elect;  Richard  A.  Petty,  Carson  City. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Immediate  Past  President:  Joseph  M.  George,  Jr.,  Las  Vegas. 
Delegate  to  A.M.A. : Leslie  A.  Moren,  Rlko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1967  Annual  Session. 

President:  Tom  L.  Carr,  Albuquerque. 

President-Elect:  Emmit  M.  Jennings,  Roswell. 

Vice  President:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Robert  P.  Beaudette,  Raton 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Councilors  for  Three  Years:  Don  R.  Clark,  Roswell;  Alvin  S. 
Hartz,  Farmington;  Samuel  E.  Neff,  Clovis. 

Councilors  for  Two  Years:  Harry  D.  Ellis,  Santa  Fe;  Armin 
T.  Kell,  Raton. 

Councilors  for  One  Year:  W.  W.  Kridelbaugh,  Albuquerque; 
Richard  C.  Sherman,  Alamogordo. 

Scientific  Editor  tor  New  Mexico.  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 

Utah  State  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Paul  A.  Clayton,  Salt  Lake  City 

President-elect:  Drew  M.  Petersen,  Ogden 

Past  President:  L.  V.  Broadbent,  Cedar  City 

Honorary  President:  Juel  E.  Trowbridge,  Bountiful 

Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City 

Treasurer  '69:  Ralph  C.  Richards,  Salt  Lake  City 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden 

.Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo 

President,  Medical  Service  Bureau:  Wilford  G.  Biesingei, 

Springville 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan 
Alternate  Speaker,  House  of  Delegates:  William  R. 
Christensen,  Salt  Lake  City 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Alan  E. 
Lindsay,  Salt  Lake  City 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL  5-7477. 

Wyoming  State  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Ray  K.  Christensen,  Powell 

President-elect:  Laurence  W.  Greene,  Jr.,  Laramie 

Vice  President:  Henry  N.  Stephenson,  Newcastle 

Secretary:  Raymond  E.  Kunkel,  Thermopolis 

Treasurer:  Elmer  S.  McKay,  Lander 

Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Speaker  of  the  House:  John  H.  Froyd,  Worland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Mr.  Arthur  R.  Abbey,  Cheyenne 
Legal  Connsel:  Mr.  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Mr.  Bin  Anderson,  Cheyenne 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.  O.  Box  2266. 
Cheyenne;  Telephone  632-5523,  area  code  307. 
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WANT  ADS 


NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,000  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
466-6111.  1-3-TFB 


OFFICE  SUITES  AVAILABLE — 1000  sq.  ft.,  consultation  room, 
three  examining  rooms,  business  area  and  waiting  room, 
near  hospital  in  Casper,  Wyoming.  Community  active  medically 
with  enlarging  hospital.  Inquire  C.  Robertson,  1150  Payne 
Ave.,  Casper,  Wyo.  Phone  307-234-1442  2-2-5B 


CERTIFIED,  UNIVERSITY-TRAINED  SURGEON  desires  posi- 
tion, preferably  group  offering  opportunity  for  busy  practice. 
Experience  in  solo  and  group  practice.  Reply  to  Box  5-1-2B, 
Rocky  Mountain  Medical  Journal,  1809  E.  18th  Ave.,  Denver, 
Colorado  80218.  5-1-2B 


THREE  PROFESSIONAL  SUITES  for  M.D.’s  in  Medical  Wing 
of  new  building.  Has  reception-waiting  room,  panelled  office 
and  several  examining  rooms.  Air  conditioned,  janitorial 
services  supplied.  Park  Hill  Business  Center,  2810-2850  East 
Pikes  Peak  Ave.,  Colorado  Springs,  Colo.  Phone  633-8641, 
write  to  2848  Country  Club  Drive,  Colorado  Springs,  Colorado. 

5-8-3B 


OUTSTANDING  OPPORTUNITY  for  physician  to  join  busy 
four-man  general  group  in  Torrington,  Wyoming.  Salary 
arrangement  for  one  year  followed  by  full  partnership  in  two 
additional  years.  Initial  salary  based  on  previous  experience. 
John  B.  Krahl,  M.D.,  Joe  R.  Volk,  Jr.,  M.D.,  Kayo  Smith,  M.D., 
Gerald  Rounsborg,  M.D.  4-2-3 


ASSOCIATE  WANTED  FOR  GENERAL  PRACTITIONER. 

Office  adjacent  to  well  equipped  hospital;  generous  financial 
arrangement;  early  partnership.  Skiing  and  hunting  nearby. 
Reply  to  A.  N.  Spencer,  M.D.,  Box  847,  Carrizozo,  New  Mexico 
88301.  3-12-4 


BUSY  GENERAL  PRACTICE  with  general  surgery  for  sale, 
fully  equipped  downtown  office,  nearby  250  bed  hospital, 
open  staff.  Recent  illness,  will  introduce,  easy  terms.  Reply 
to  Office  of  S.  W.  Georges,  M.D.,  47  South  First  East,  Provo, 
Utah  84601.  6-6-2 


EXCELLENT  GP  OPPORTUNITY  to  associate  with  2 very 
busy  practitioners.  One  with  residency  in  surgery  preferred. 
Choice  of  hospital  facilities.  Seattle  area  with  the  finest 
boating  and  fishing  available.  Write:  M.  Lowrey,  Office 
Manager,  P.O.  Box  248,  Bainbridge  Island,  Washington  93110. 

6-1-lB 


CLINICAL  INVESTIGATION— Position  immediately  available 
for  graduate  of  U.S.  or  Canadian  medical  school,  with 
specialty  training  in  pediatrics  or  internal  medicine,  who 
has  a special  Interest  in  infectious  diseases.  Please  send 
complete  resume  to;  Technical  Employment  Representative, 
THE  UPJOHN  COMPANY,  Kalamazoo,  Michigan  49001.  An 
Equal  Opportunity  Employer.  6-2-2B 


FOR  RENT — Medical  building  in  North  Denver.  Available  in 
June.  Suitable  for  2 or  3 physicians.  2 consultation  rooms, 
4 examining  rooms,  x-ray  room,  waiting  room,  secretary 
office  and  laboratory.  Practice  established  25  years.  Excellent 
location.  Reasonable  rent.  For  information  write  Box  6-3-lB, 
Rocky  Mountain  Medical  Journal,  1809  East  18th  Ave.,  Denver, 
Colorado  80218.  6-3-lB 


WANTED:  GP  to  practice  in  small  town  in  vicinity  of  Lusk, 
Wyoming,  or  preferably  two  GP’s  who  can  work  together. 
New  hospital,  excellent  schools,  churches  and  recreational 
facilities  available.  Write  Box  6-4-3B,  Rocky  Mountain  Medical 
Journal,  1809  East  18th  Ave.,  Denver,  Colorado  3C218.  6-4-3B 


FOR  SALE;  Ophthalmology  and  Otolaryngology.  Large  grow- 
ing practice  in  a beautiful  Colorado  college  community. 
Gross  cash  collection  last  year  over  $85,000.00.  Available  im- 
mediately. Will  introduce.  Located  in  lovely,  large,  modem 
office  building  on  best  corner  in  city.  Suitable  for  G.P.  or 
any  other  specialty  besides  EENT.  Price  reasonable.  Write 
Box  6-5-1,  Rocky  Mountain  Medical  Journal,  1809  East  18th 
Ave.,  Denver,  Colorado  80218.  6-5-1 
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EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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YOUNG  GROWING  PARTNERSHIP,  2 GPs  and  Board  Sur- 
geon seeks  GP  and/or  Surgeon  with  Chest  Qualifications. 
New  air  conditioned  building,  modern  lab  and  X-ray  facilities. 
Growing  southwestern  New  Mexico  city  of  9,000,  drawing 
area  30,000.  Accredited  hospital.  Four  year  university.  Objec- 
tive full  partnership.  Salary  during  trial  period.  Contact  Drs. 
Cobb-Walsh-WUle,  114  W.  11th  St.,  Silver  City,  N.  M.  Area 
Code  505  — 538-2961.  3-9-6 


COMPLETING  INTERNSHIP  at  Hennepin  County  General 
Hospital  July  1,  1967.  35  years  old,  service  obligation  com- 
pleted. Desire  position  in  small  group  practice  with  surgery 
as  qualified.  Particularly  interested  in  Colorado  and  Montana. 
Contact  Robert  Nelson,  Hennepin  County  General  Hospital, 
Minneapolis,  Minnesota.  Write  only.  5-5-2B 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 


SELL,  LEASE,  immediately,  small  expandable  office  in  large, 
progressive  southwestern  city  near  hospitals.  Excellent 
climate,  fine  schools,  universities,  cultural  and  recreational 
facilities.  For  particulars,  write  Box  6-7-2B,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colorado 
80218.  6-7-2B 


SELF-EMPLOYED 
RETIREMENT 
TAX  ADVANTAGE 

Call 

Lou  Lagrave 

Serving  Medical  Profession 
Over  Twenty  Years 

Hilton  Hotel  Bldg. 
Albuquerque,  N.  M.  247-4045 

Rauscher  Pierce  Securities  Corp. 

Member  New  York  Stock  Exchange  and  other  leading 
Exchanges 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  1 6th  Street 
Denver  80202 


Telephone 

534-8714 


MOKMIMGSID 

HOSPITAL 


Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

Wendell  H.  Hutchens,  M.D.,  Medical  Director — Henry  Coe,  Administrator 
10008  S.E.  Stork  Street,  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 
Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1 893 
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Through  the  Official  Colorado  Medical  Society  Insurance  Program 

BIG-DOLLAR  Benefits  . . . Long-Term  Coverage 
at  Low  Association  Group  Rates! 


Your  membership  in  the  Colorado  Medical  Society 
offers  you  an  important  opportunity  to  obtain  a 
low-cost  disability  income  plan  that  pays  up  to 
$800.00  a month  when  you're  sick  or  hurt  and 
can't  work.  Tax-free  cash  paid  directly  to  you  to 


MAIL  THE  COUPON  TODAY 
FULL,  FREE  INFORMATION 


FOR 


Plan  underwritten  by 


Mutual  i\ 

OF  OMAHA^ 


Mutual  of  Omaha  Insurance  Company 
Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office:  Omaha,  Nebraska 


6-12-67 


spend  as  you  wish.  House  confinement  is  never 
required  to  collect  benefits.  Your  Society  has 
approved  and  endorsed  this  plan  for  members 
only. 


I Vincent  Anderson  Agency 
I 2nd  Floor,  Railway  Exchange  Bldg. 

I Denver,  Colorado  80202 

I Please  forward  information  on  the  Colorado  Medicol 
I Society  Insurance  Program. 

I 

I NAME- 

1 

j Address 

I 

I State ZIP 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory'  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Conde,  M.D. 

Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McClellan,  M.D 
James  E.  Edwards,  M.D. 
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Do  your 
present 

office  facilities 
give  you  everything 
you  want, 

Doctor? 

If  Updating  Your  Housing  Would 
Be  Helpful  to  Your  Practice, 

Then  It’s  Time  to  Think  About  . . . 


Talk  to 


\T A mv  C:  A A 

VAN  k^UHAAUH 


REALTOR-INSUROR 


Franklin 
Medical  Center 


2045  FRANKLIN  STREIT 
DENVER,  COLORADO  80205 

DEL  ARMSTRONG,  Resident  Manager 
RHONE  207-5458 
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whatever  their  color, 
shape,  or  size... 

Benadryl 

(diphenhydramine  hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatic  relief  with 
BENADRYL— the  potent  antihistamine  with  antispas- 
modic  action.  INDICATIONS:  Antihistaminic,  anti- 
spasmodic,  antitussive,  and  antiemetic  therapy. 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, 0/  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride. ADVERSE  REACTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 


BENADRYL  is  available  in  Kapseals®  of  50  mg.  and 
Capsules  of  25  mg.  eou? 


The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


PARKE-DAVIS 
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OMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml, 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


fisp^  DISPOSABLE  UNIT 

W&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


< BSPQS ) 


ROCKY  AlOCYTAlX  MEDICAL  JOCRAAL 


Title  Registered  U.  S.  Patent  Ottice 


JULY  1967 

Volume  64,  Number  7 


37 

37 

39 


41 


Editorials 

“Thank  You” 

Changes  in  Medicine 

AMA:  Serving  the  Aaierican  People 

Articles 

Ci.iNicAL  Pathological  Conference 


Editorial  and  Business  Office 
1809  East  18th  Avenue 
Denver,  Colorado  80218 
Telephone  399-1222  (area  code  303i 


Publication  Office 
1830  Curtis  Street 
Denver,  Colorado 


Address  all  correspondence  re- 
lating to  subscriptions,  advertis- 
ing or  address  changes  to  Edi- 
torial and  Business  Office. 


Address  all  manuscripts,  organi- 
zation and  other  news  items 
editorial  content  to 
state  editor,  see 
below. 


relating  to 
appropriate 


45 

45 

48 

49 


Symposium:  Intra-uterine  Contraceptive  Devices 
Complications  \\'ith  the  IUCD 
Effectiveness  of  the  IUCD 
Experience  MYth  the  Saf-T-Coil 


Moderator:  Richard  McCIeery,  MD,  Cheyenne 
Discussant:  Roy  W.  Holmes,  MD,  Casper 


51  Sore  Throats  in  the  Air  Force 


55 

60 

68 

71 

74 

78 

82 

84 

87 

90 

92 


95 

95 


19 

102 

103 

107 

109 

109 


Methoxyflurane,  Nitrous  Oxide,  Oxygen  Analgesia  for  Delivery 
Manometry  of  the  Common  Bile  Duct 
Prosaic  Urology 

Regional  Medical  Planning  in  MAoming 
Hearing  Loss 

Brief  Psychotherapy  in  Dermatology 
Exploding  Golf  Balls 
Hamartoma  of  the  Liver 
The  Red  Blood  Cell  and  the  Lung 
Carotid  Angiography' 

Giant  Parathyroid  Adenoma 

Organization 

Montana  95  Utah 

Utah  Abstracts  of  Scientific  Papers 

Features 

Rocky  Mountain  Medical  Gonference  Program 
Colorado  Medical  Society — 97th  Annual  Session 
Meetings 

Book  Corner  113 

Medical  School  Notes  116 

Obituaries  119 


David  Anderson,  Jr.,  MD,  Laramie 
E.  C.  Ridgway,  MD,  Cody 
Goode  R.  Cheatham,  ]r.,  MD,  Robert  H.  Bowden,  MD,  and 
Clarke  M.  Young,  MD,  Casper 
Tom  M.  Johnson,  Capt.,  USAF,  MC,  Frederic  P.  Anderson, 
Capt.,  USAF,  MC,  Warren  AFB,  Cheyenne 
Thomas  T.  McGranahan,  MD,  Laramie 
Francis  A.  Barrett,  MD,  Chevenne 
Joseph  E.  Clark,  MD,  Casper 
Claude  O.  Grizzle,  MD,  Cheyenne 
G.  L.  Smith,  MD,  Cheyenne 
John  R.  Bunch,  MD,  Laramie 
R.  E.  Kunkel,  MD,  Thermopolis 
John  Jensen  Corbett,  MD,  Casper 
Frank  W.  Laird,  MD,  Cheyenne 
Claude  O.  Grizzle,  MD,  Cheyenne 
Dan  B.  Greer,  MD,  Cheyenne 


Officers  Page 
Want  Ads 

Index  to  Advertisers 


Our  Cover  Photo 

The  Tetons  from  Blacktails  Pond 
Overlook  • Jackson  Lake  Lodge  over- 
looking the  magnificent  Teton  Moun- 
tains is  the  site  for  the  Fourteenth 
Biennial  Rocky  Mountain  Medical  Con- 
ference. Photo,  courtesy  of  Union 
Pacific  Railroad. 


13 


EDITORIAL  BOARD 


Colorado:  Douglas  W.  Macomber,  M.D.,  Scien- 
tific Editor,  1800  High  St.,  Denver  (Chairman 
of  the  Board):  Carl  H.  McLauthlin,  M.D..  As- 
sistant Scientific  Editor,  510  Republic  Bldg., 
Denver. 


Montana:  Warren  D.  Bowman,  M.D.,  Scien- 
tific Editor,  2802  Ninth  Avenue,  Billings; 
L.  Russell  Hegland,  Associate  Editor,  1236 
North  28th  Street,  Billings. 


Nevada:  Harry  J.  McKinnon,  M.D.,  Scientific 
Editor,  3196  Maryland  Pkwy.  S.,  Las  Vegas; 
Wesley  W.  Hall,  M.D.,  Assistant  Scientific 
Editor,  607  N.  Arlington  Ave.,  Reno;  Nelson 
B.  Neff,  Associate  Editor,  3660  Baker  Lane, 
Reno. 


Utah:  Alan  E.  Lindsay,  M.D.,  Scientific  Editor, : n 
699  East  South  Temple,  Salt  Lake  City;  Harold 
Bowman,  Associate  Editor,  42  South  Fifth  East 
Street,  Salt  Lake  City. 


New  Mexico:  Marcus  J.  Smith.  M.D.,  Sci- 
entific Editor,  Coronado  Bldg.,  Santa  Fe; 
Ralph  R.  Marshall,  Associate  Editor,  3010 
Monte  Vista  Blvd.,  N.E.,  Albuquerque. 


Wyoming:  Francis  A.  Barrett,  M.D.,  Scientific 
Editor,  1616  E.  19th  St.,  Cheyenne:  Arthur  R. 
Abbey,  Associate  Editor,  P.  O.  Box  2266,  Chey- 
enne. 


» 


Donald  G.  Derry,  Managing  Editor 


Geraldine  Caldwell,  Assistant  Managing  Editor 
and  Business  Manager 


Pauline  Woodworth,  Editorial  Assistant 


Ownership  and  Sponsorship:  The  Rocky  Mountain  Medical  Journal  is 
owned  by  the  Colorado  Medical  Society  and  is  published  monthly  as  a 
nonprofit  enterprise  for  the  mutual  benefit  of  the  organizations  which 
jointly  sponsor  it.  It  is  published  under  the  direction  of  the  Board 
of  Trustees  of  the  Colorado  Medical  Society,  assisted  by  an  Editorial 
Board  representing  the  sponsoring  organizations.  It  is  the  Official 
Journal  of  the  Rocky  Mountain  Medical  Conference  and  those  medical 
societies  who  are  represented  on  the  Editorial  Board  listed  above. 

Second  class  postage 


Advertising:  National  representative:  State  Journals  West,  693  Sutter 
Street,  San  Francisco,  California  94102. 

Subscription:  $5.00  per  year  in  advance,  postpaid  in  the  United  States 
and  its  possessions;  single  copy  50c  plus  postage.  Subscriptions  is  in- 
cluded in  medical  society  dues  of  sponsoring  state  medical  organiza- 
tions. 

Copyright:  This  Journal  is  copyright,  1967,  by  the  Colorado  Medical 
Society.  Requests  for  permission  to  reproduce  anything  from  the 
columns  of  this  Journal  should  be  addressed  to  the  Journal  Office, 
paid  at  Denver.  Colorado 


h 


Picture  of  treated  with 

bursitis  Parafon  Forte^ABLEis 


Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


;irafon  Forte  helps  to  relieve  pain, 

’store  mobility  . . . stop  pain-spasm  feedback 

|3re  is  why.  Parafon  Forte  provides : 

lonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
j pain, 1-2  yet  unlikely  to  produce  the  irritation  to  the 
stric  mucosa  so  often  associated  with  salicylate 
erapy^ 

d a skeletal  muscle  relaxant  shown  to  have  up  to  a 
lour  span  of  action,^-®  and  to  retain  effectiveness 
en  on  continued  administration,®-^  but  which  does  not 
ve  the  central  effects  of  tranquilizing  compounds. 

•escribe  Parafon  Forte  for  lasting  spasmolysis 
d analgesia  in  sprains,  strains,  myalgias,  low  back 
■ in,  bursitis  and  other  musculoskeletal  disorders, 
ur  patients  will  appreciate  the  restored  comfort 
d lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J. : Fed.  Proc.  24:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  44:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  123:340,  1960.  5.  Settel,  E.:  Clin.  Med.  9:1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25  :430,  1964.  7.  Darienzo,  C.:  Ibid., 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^-* 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  t'wo  to  four 
times  those  of  other  erythromycin 
preparations.^’^  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^’® 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits—streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Tn  700970 

llosone^  S 

Erythromycin  Estolate 


( See  next  'page  for  prescribing  information.) 


IlosoneVthe  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions : Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  we 
characterized  by  increased  direct-reacting  bilirubin,  elevat 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cepha 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutair 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nc 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  r 
been  reported  in  other  patients  taking  prolonged  courses  of  t 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  a 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  jar 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  th 
patients’  families,  who  were  not  taking  the  drug,  had  episo« 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  w« 
determined  in  a group  of  fifty-four  adults  and  children  who  to 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months 
rheumatic  fever  prophylaxis.  The  results  were  compared 
those  of  a similar  group  of  forty-four  patients  who  received  p^ 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevati 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecou 
of  treatment  was  observed  in  one  patient  treated  with  Iloso 
and  in  two  patients  treated  with  penicillin.  Seven  other  patiej 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicil 
group  showed  elevations  in  one  of  the  tests  at  some  time  duri 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  wi 
reported  in  102  pediatric  patients  who  received  short-term  (ti 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  inf 
tions.  Results  of  liver  function  tests  in  these  patients  w 
comparable  to  those  in  a similar  control  group  who  had  receiv 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic 
fects  are  observed  in  a small  proportion  of  individuals  as  a res 
of  a local  stimulating  effect  of  the  medication  on  the  aliments 
tract;  however,  the  normal  intestinal  gram-negative  bacter 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the 
of  erythromycin,  there  have  been  occasional  reports  of  urticai 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  0 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  bi 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours ; 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hot 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  a 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dos; 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromy 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosagi 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiffe 
days.  Close  follow-up  of  the  patient  is  necessary  since  eryth 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  p 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days 
recommended.  In  the  treatment  of  gonorrhea,  patients  witl 
suspected  lesion  of  syphilis  should  have  a dark-field  examinat 
before  receiving  antibiotics,  and  monthly  serologic  tests  sho 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  i 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equival 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  packag 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivah 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packag 

Ilosone  Drops,  5 mg.  (equivalent  to  base ) per  drop,  in  10-cc  .-s 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  bas 
in  bottles  of  50.  [0327 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.,  247:69,  1 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  J2:398,  1 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J,  M.  Sc., 

259:198,  1960. 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company t Indianapolis f Indiana  j^6206. 


New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle— may  provide 
multiple  action  that  helps  explain  their  vm- 
excelled  record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the  estrogen-opposing 
action  of  Norinyl-l  creates 
cervical  mncus  that  may  he  hostile 
to  sperm  penetration 

Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-l  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  dimmish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  oi  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-l 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 

*Cohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive,  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  6,  1967. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-l 
appears  to  impair  sperm  vitality... 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  viscous  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  NorinyI-1. 


|9ow  Norinyl-l 
Idters  normal 
endometrial  responses- 
inother  possible 
irotective  mechanism 

I 

US  suppose  that  an  ovum  is  released— as  occurs  in  an 
xasional,  rare  case  — and  somehow  a sperm  succeeds  in 
enetrating  the  cervical  mucus  barrier.  Should  this  come  about, 
ae  additional  action  of  Norinyl-l  may  protect  the  patient 
om  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
lakes  endometrial  tissue  unreceptive  to  implantation. 


Indometrium  of 
ntreated  patient 


Endometrium  produced 
by  Norinyl-l 


normally,  the  endometrium  progresses  through 
[ proliferative  phase  stimulated  by  estrogen  and  a 
secretory  phase  stimulated  by  progesterone, 
luring  the  secretory  phase  the  endometrium  is 
eceptive  to  the  fertilized  ovum. 


When  Norinyl-l  is  administered  its  progestogen 
component  — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/  mestranol 
combination 

lower  cost 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  h< 
become  a well-accepted  principle  of  conservative  medical  practii 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  streng 
in  which  both  norethindrone  and  mestranol  are  reduced  50  perce 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.1 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  ( ; 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  worn*  j 
Clinical  experience  now  establishes  that  Norinyl-1  also  amply  mee  i 
the  criteria  of  reliability  and  safety.*  ? 

♦Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  1965. 


PRESCRIBING  INFORMATION 
Contraindicatioas:  1.  Patients  with  thrombo- 
phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  micpraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished; thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives; 
creased  bromsulphalein  retention  and  otl 
hepatic  function  tests,  coagulation  tests 
crease  in  prothrombin,  factors  VII,  VIII,  IX  o 
X),  thyroid  function  (increase  in  FBI  and  b' 
nol  extractable  protein-bound  iodine  and 
crease  in  T^  values),  metapyrone  test,  pregnc' 
diol  determination. 

Other  side  effects  reported  to  have  occuiiM 
in  association  with  use  of  this  drug  ore  di 
ness,  hirsutism,  pains  in  legs,  back,  chest  c 
abdomen,  dysuria,  drowsiness,  vaginal 
charge,  libido  increased  and  decreased,  ei 
tions,  hypermenorrhea,  hypomenorrh 
increased  appetite,  G.  U.  infections,  varioi 
veins,  abdominal  fullness,  acne,  headae 
nervousness,  allergies,  blurred  vision,  pain 
eyes,  and  itching  in  eyes.  For  complete  clini' 
data,  see  package  insert. 

Dosage  and  Administration:  1.  One  tablet 
Norinyl-1  is  administered  orally  for  20  d< 
beginning  on  day  5 of  the  menstrual  cy 
(Count  day  1 of  the  cycle  as  the  first  day 
menstrual  bleeding.)  Repeat  this  dosage  scl 
ule  for  each  cycle.  2.  If  no  menstrual  per 
occurs  after  a cycle  of  treatment  (20  tablets) 
which  patient  adhered  to  the  schedule,  the 
tient  must  be  instructed  to  resume  taking 
Norinyl-1  tablets  7 days  after  the  previous 
day  course  was  completed.  For  example,  if 
last  pill  of  a previous  cycle  had  been  takeni 
a Sunday,  then  a new  cycle  of  treatment  sho' 
begin  on  the  following  Sunday.  3.  In  the  p 
partum  woman,  it  is  recommended  that 
first  cycle  of  treatment  should  begin  on  da' 
of  the  first  menstrual  cycle.  However,  Norin' 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 
with  mestranol  0.05  mg.) — Dispensers  of  20  c 
60  and  bottles  of  250  tablets. 


norethindrone  — an  original  steroid  from 

SYNTEX0 

laboratories  INC. .PALO  ALTO.  CALIF. 


□NTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


ne  Ambar  Extentab  before  breakfast  can 
Ip  control  most  patients’  appetite  for  up 
12  hours.  Methamphetamine,  the  appe- 
e suppressant,  gently  elevates  mood  and 
Ips  overcome  dieting  frustrations.  Pheno- 
rbital,  the  sedative  in  Ambar,  controls  irritability  and 
sxiety. . .helps  maintain  a state  of  mental  calm  and  equa- 
lity. Both  work  together  to  ease  the  tensions  that  erode 
2 willpower  during  periods  of  dieting, 
so  available:  Ambar  #1  Extentabs®— methamphetamine 


AMBAR'2 

EXTENTABS 


BRIEF  SUMMARY/Indications:  Ambar 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning;  may  be  habit  forming). 


[;  drochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Wam- 
may  be  habit  forming). 


suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  AH'[^OBINS 


RICHMOND,  VA.  23220 


CHARLES 

DICKENS' 


in  Pickwick  Papers 


IS  THE  FIRST  RECORDED  CASE  OF 
OBESITY  WITH  NARCOLEPSY 

D/?.  C.  SIDNEY  BURINELL  COINED  THE  , 
TERM  "PICKWICKIAN  SYNDROME"  IN  1955 i 


“ Obese  Epitaph 

in  English  graveyard 


RECORD  m EATING 


AGED  12 
WHO,  IN  1743, 
CONSUMED  384  LBS. 
OF  FOOD  IN 
SIX  DAYS.* 


'T^'Cost  of 

AMBAR  EXTBITABS 

IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 


AH  mPORTANT  FACTOR 
iN  lOHS-TERM  THERAPY! 


Pneumococci 


Peniciiiin-Sensitive 
Staphylococci  A 


Sfrepfococcr 


v \ \ V 

t'  ^ V 

IH 

V-Cillin  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


✓ 

MIC  (meg. /ml.) 

MIC  (meg. /ml.) 

MIC  (meg. /ml.) 

Antibiotic 

Medion 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finlond,  M,:  New  England  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Block,  H.  R.:  Current  Ther.  Res.,  6.253,  1964. 


V-Cillin  K& 


700867 


Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


» V-CIUINK* 

rOTASStUM  PmMOXTMCTHn 
PtNKHUN  T ABUTS, 


I 500  mg.  (800,000  Units)  ! 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  jevels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
onaphylaxis  which  may  prove  fatol  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  sti 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowt 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shl 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much; 
common  with  administration  of  oral  penicillin  than  with  intramus'i 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a si  | 
cant  index  of  sensitization.  The  following  hypersensitivity  read 
associated  with  the  use  of  penicillin  have  been  reported;  skin  rci 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  | 
caria;  and  reactions  resembling  serum  sickness,  including  chills,  f' 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphy 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  tf 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects 
are  usually  associated  with  high  parenteral  dosage.  I 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cil) 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  I 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  ini! 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divideci 
three  doses.  ] 

Beta-hemolytic  streptococcus  infections  without  associated  i 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  tin 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  pn 
development  of  rheumatic  fever  and/or  other  serious  complica 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a h 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy, 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  shoul 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  anl 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  th( 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  m 
ately  severe  pneumococcus  pneumonia  has  been  treated  effec 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  p 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hou 
three  doses  may  be  employed;  in  females,  500  mg.  every  four 
for  six  doses  are  recommended.  Refractory  infections  generally  res 
to  a second  treatment  three  to  four  days  following  completion  c 
first.  Treatment  of  gonorrhea  with  severe  complications  shoul 
individualized,  with  prolonged  and  intensive  treatment.  Patients  v 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatio 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimi 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  unit 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  50( 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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In  peptic  ulcer... 

antacid 
therapy 

with  a 


new 

henefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTAOIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHIOH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains;  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 


for  July  1967 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

:etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indicciiions:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cuiions:  The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinfte  for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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Your  name 
on  the  dotted  line 
can  mean  so  much 
to  your  patients 

And  to  vou . . 


The  Tubex®  Closed-Injection  System  means 


Efficiency  and  convenience 

Tubex  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 

Precision  and  protection  from  cross  contamination 

Tubex  injectables  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 

Tubex  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 

Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed — and  retain  most  advantages 
of  the  system. 


TUBEX 


Closed  Injection  System 


If  you  are  already  using  Tubex  in  your  office  and  don't  have  a waiting-room  placarc 
Wyeth  will  be  happy  to  send  you  one.  A postcard  will  do. 

Wyeth  Laboratories 
Professional  Service 
Box  8299 

Philadelphia,  Pa.  19101 


FOURTEENTH  BIENNIAL 

Rocky  Mountain  Medical  Conference 

A joint  enterprise 

of 

Colorado  Medical  Society 
Idaho  State  Medical  Association 
Montana  Medical  Association 
New  Mexico  Medical  Society 
Nevada  State  Medical  Association 
Utah  State  Medical  Association 
Wyoming  State  Medical  Society 


and  the 

64th  Annual  Meeting 

The  WYOMING  STATE  MEDICAL  SOCIETY 
August  28 'September  L 1967 
Jackson  Lake  Lodge  ' ' Moran,  Wyoming 


Photo  Courtesy  of  Wyoming  Travel  Commission 
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The  Rocky  Mountain  Medical  Conference 


What  It  Is—  What  It  Does 


The  Rocky  Mountain  Medical  Conference  is  a 
self-sustaining  joint  enterprise  of  seven  state 
medical  societies.  The  Conference  was  founded  in 
1935  and  held  its  first  biennial  meeting  in  1937. 

The  basic  purpose  is  to  bring  Rocky  Mountain 
area  physicians  together  for  an  outstanding  scien- 
tific program — and  for  renewed  regional  associa- 
tions and  friendship.  The  conference  exists  solely 
for  these  purposes.  It  does  not  elect  officers,  in- 
dulge in  medical  politics  or  consider  resolutions 
or  pronouncements.  Meetings  are  held  biennially, 
usually  in  conjunction  with  the  host  state’s  annual 
meeting,  and  upon  invitation  from  a participating 


state  association.  The  Chairman  of  the  forth- 
coming host  state’s  R.M.M.C  Committee  is  Chair- 
man of  the  Conference’s  “Continuing  Committee” 
for  the  next  two  years  and  Chairman  of  that 
Conference.  The  Conference  obtains  operating 
revenue  from  registration  and  exhibit  fees,  and 
over  the  years  has  built  up  a small  reserve  fund. 

Members  of  the  Rocky  Mountain  Medical  Con- 
ference for  1967  are: 

COLORADO,  IDAHO,  MONTANA,  NEVADA, 
NEW  MEXICO,  UTAH 
AND  WYOMING 


Registration  At  R.M.M.C 


Registration  at  the  Rocky  Mountain  Medical 
Conference  is  open  to  any  Doctor  of  Medicine. 
Registration  is  not  limited  to  physicians  within 
the  seven  states  which  participate  in  managing  the 
Conference. 

A registration  fee  of  $25.00  will  be  required  of 
all  Doctors.  No  fee  will  be  charged  physician 


members  of  the  Armed  Forces  in  uniform,  nurses 
and  guest  speakers. 

Each  physician  will  be  given  an  identification 
badge,  and  admission  to  all  conference  activities 
will  be  by  badge  only.  Tickets  will  be  on  sale  at 
the  registration  desk  for  all  functions. 
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The  R.M.M.C.  Runs  by  the  Clock! 


The  Scientific  programs  of  the  Rocky  Mountain 
Medical  Conference  are  run  by  the  clock,  to  the 
minute.  This  has  been  true  of  the  previous  meet- 
ings, and  it  will  be  true  this  year. 

All  meetings  will  begin  on  time,  all  speakers  will 
be  required  to  begin  their  presentations  exactly  on 
time  and  none  will  be  permitted  to  speak  longer 
than  as  scheduled  in  the  program. 


All  who  attend  the  Conference  are  requested  to 
assist  the  speakers  and  benefit  themselves  by  being 
in  the  meeting  room  a few  minutes  in  advance  of 
the  papers  they  wish  to  hear.  Any  member  who  ar- 
rives late  to  hear  any  particular  paper  is  assured 
that  he  will  miss  part  of  that  paper!  Also,  his  late 
arrival  would  be  disturbing  to  the  speaker  and  the 
audience  alike. 


Hotel  Reservations 


Headquarter^or  the  Conference  will  be  Jackson 
Lake  Lodge.  Blocks  of  rooms  and  cottages  have 
been  set  aside  to  accommodate  doctors  and  their 
families  attending  the  Rocky  Mountain  Medical 


Conference.  There  are  other  locations  near  the 
Jackson  Lake  Lodge  for  those  who  prefer.  Write 
Jackson  Lake  Lodge,  Grand  Teton  Lodge  Co., 
Jackson,  Wyo.,  for  your  reservation  needs. 


Pocket 

A final  program  for  the  14th  Biennial  Rocky 
Mountain  Conference,  complete  with  additional 
details  not  available  for  this  Program  Issue  of  the 
Journal,  will  be  published  in  pocket  size  and  will 


Program 

be  available  to  all  registrants  at  the  meeting.  For 
additional  program  information,  write  to:  Rocky 
Mountain  Medical  Conference,  P.O.  Box  2266, 
Cheyenne,  Wyo. 


Entertainment 


There  will  be  a California  Wine  Tasting  Festival 
sponsored  by  the  California  Wine  Growers  and  a 
cocktail  party  on  Monday,  August  28,  starting  at 
6: 15  p.m.,  followed  by  a Buffet  honoring  the  Ex- 
hibitors. Cocktails  and  an  outdoor  barbecue  is 
planned  for  August  29,  starting  at  5:30  p.m.  This 
will  be  followed  at  8:00  p.m.  by  a dance  at  the 


Lodge  featuring  Marvin  Fritz  and  his  Dixie  Land 
and  Tiajuana  Brass.  Cocktails  will  be  served  on 
Thursday  night,  August  31,  starting  at  6:15  p.m., 
followed  by  the  Annual  Banquet.  The  WYOPAC 
Luncheon  will  be  held  on  Tuesday,  August  29,  at 
12:00  Noon. 


Woman’s  Auxiliary  Program 

Complete  program  of  the  Wyoming  State  Medical  functions  of  the  Auxiliary  are  open  to  wives  of 
Society  Woman’s  Auxiliary  is  printed  herein.  All  physician  registrants. 
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V.  P.  COLLINS.  M.p.,  LLB 
Professor  of  Radiology 
Baylor  University 
College  of  Medicine 
Houston 


JOHN  C.  DONOVAN,  M.D. 

Department  Ob-Gyn. 
University  of  Rochester 
Medical  Center 
Rochester,  New  York 


BENJAMIN  PELSON,  M.D. 
Department  of  Radiology 
Cincinnati  General 
Hospital 
Cincinnati 


MAX  LEVIN,  M.D. 
Psychology 
New  York  City 


HENNING 

PONTOPPIDAN,  M.D. 


Anesthesiology 

Boston 


M.  SOKOLOW,  M.D. 
Chief  of  Cardiovascular 
Division 

University  of  California 
Hospital 
San  Francisco 


Program 


MILFORD  O.  ROUSE,  M.D. 
President 

American  Medical  Association 
(Banquet  Speaker) 


Speakers 


SHELLEY  A.  SWIFT,  M.D. 
Pathology 
Salt  Lake  City 


PHILIP  THOREK,  M.D. 
Surgery 
Chicago 


C.  HENRY  KEMPE,  M.D. 
Department  of  Pediatrics 
University  of  Colorado 
Medical  Center 
Denver 


HENRY  M.  LEWIS,  M.D. 
Dermatology 
Denver 


FRED  REYNOLDS,  M.D. 
Orthopedics 
St.  Louis 


J.  H.  SAMMONS,  M.D. 
Highlands,  Texas 


Program 

14th  Biennial  Rocky  Mountain  Medical  Conference 

and  the 

64th  ANNUAL  MEETING  OF  THE 
WYOMING  STATE  MEDIGAL  SOGIETY 

August  28-September  1,  1967 
Jackson  Lake  Lodge,  Moran,  Wyoming 


Monday,  August  28 

8:30  o.m. — House  of  Delegates 
1 1 :30  a.m. — Nominating  Committee 
2:00  p.m. — Reference  Committee  Meetings 

Golf  Practice  for  Tournament 
Exhibits  open  all  day 

6:15  p.m. — Cocktails  and  wine  tasting  contest. 

7:15  p.m. — Exhibitors  Buffet 

Stag  Night  — to  follow  Buffet 

Tuesday,  August  29 

Golf  Practice  for  Tournament 

9:00  a.m. — House  of  Delegates 

12:00  noon — WYOPAC  Luncheon 

2:30  p.m. — House  of  Delegates,  continued 

3:30  p.m. — Council  Meeting 

4:00  p.m. — Rocky  Mountain  Medical  Conference 
Continuing  Committee  Meeting 

5:30  p.m. — Cocktails  and  outdoor  Barbecue 

8:00  p.m. — Dancing  to  Marvin  Fritz  and  his  Dance 
Band 


Wednesday,  August  30 

Morning 

Presiding;  MYRON  C.  WADDELL,  M.D.,  President 
Colorado  Medical  Society 

8:30  a.m. — Today's  Treatment  of  Recurring  Warts 

HENRY  M.  LEWIS,  M.D. 

9:00  a.m. — The  Normal  Chest  That  Isn't  Normal 

BENJAMIN  FELSON,  M.D. 

9:30  a.m. — The  Clinical  Approach  to  Adolescent 
Patients 

C.  HENRY  KEMPE,  M.D. 

1 0:00  a.m. — Recess  to  view  exhibits 

10:30  a.m. — The  Case  for  Serum  Calcium  as  a Routine 

SHELLEY  A.  SWIFT,  M.D. 

1 1 :00  a.m. — Back  Pain 

FRED  REYNOLDS,  M.D. 

1 1 :30  a.m. — The  Treatment  of  Hypertension 

MAURICE  SOKOLOW,  M.D. 


Golf  Tournament 
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Thursday,  August  31 

4:00  p.m. — The  Treatment  of  Open  Fractures 

FRED  REYNOLDS,  M.D. 

Morning 

Presiding:  PAULA,  CLAYTON,  M.D.,  President 

4:30  p.m. — Consent  to  Medical  Treatment 

Utah  State  Medical  Association 

VINCENT  P.  COLLINS,  M.D.,  LL.B. 

8:30  a.m. — The  Meaning  of  Sex  and  Marriage 

MAX  LEVIN,  M.D, 

6:15  p.m. — Cocktails 

9:00  a.m. — Only  an  Appendix 

7:15  p.m. — Banquet 

PHILIP  THOREK,  M.D. 

Featured  Speaker: 

MILFORD  O.  ROUSE,  M.D. 

9:30  a.m. — The  Enlarged  Ovary 

Presentation  of  Robins  Award  for  Community  Service 

JOHN  C.  DONOVAN,  M.D. 

Presentation  of  Golf  Trophies 

10:00  a.m. — Recess  to  view  exhibits 


10:30  a.m. — The  Duration  of  Cancer  Before  Diagnosis 

Friday,  September  1 

VINCENT  P.  COLLINS,  M.D.,  LL.B. 

Morning 

1 1 :00  a.m. — Common  Cutaneous  Cancers  and  Precancers 

Presiding:  ALBERT  L.  VADHEIM,  M.D.,  President 

HENRY  M.  LEWIS,  M.D. 

Montana  Medical  Association 

1 1 :30  a.m. — Causes  of  Increased  Oxygen  Requirements 

9:00  a.m. — Treatment  of  Drug  Overdose 

and  Methods  of  Oxygen  Delivery  in 

Respiratory  Failure 

HENNING  PONTOPPIDAN,  M.D. 

HENNING  PONTOPPIDAN,  M.D. 

Afternoon 

9:30  o.m. — -Physiologic  Properties  of  Enxymes 

Important  in  Diagnostic  Interpretation 

Presiding:  JAMES  R.  KIRCHER,  M.D.,  President 

SHELLEY  A.  SWIFT,  M.D. 

Idaho  State  Medical  Association 

10:00  a.m. — Recess  to  view  exhibits 

2:00  p.m. — Orgasm  in  the  Woman 

MAX  LEVIN,  M.D. 

10:30  a.m. — Breast 

2:30  p.m. — Some  Fundamentals  of  Chest  Roentgenology 

PHILIP  THOREK,  M.D. 

BENJAMIN  FELSON,  M.D. 

1 1 :00  a.m. — The  Rubin's  Test — Therapeutic  Aspects 

3:00  p.m. — Recess  to  view  exhibits 

JOHN  C.  DONOVAN,  M.D. 

3:30  p.m. — The  Interpretation  of  the  Exercise  ECG 

1 1 :30  a.m. — Medical  Problems  of  Adolescents 

MAURICE  SOKOLOW,  M.D. 

C.  HENRY  KEMPE,  M.D. 
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Scientific  Exhibits 

Acknowledgment  of  Special  Thanks 

American  Cancer  Society 

The  Wyoming  State  Medical  Society  expresses  a 
special  appreciation  and  thanks  to  the  following 

American  Medical  Association  Committee  on 

Nursing 

for  their  sponsorship  of  a guest  speaker. 

American  Cancer  Society 

American  Medical  Association  Research  Division 

Eli  Lilly  & Co. 

Merck,  Sharp,  & Dohme  Postgraduate  Program 

Arthritis  Foundation 

National  Foundation 

Gottsche  Rehabilitation  Center 

The  Earl  and  Bessie  Whedon  Cancer  Detection 

U.S.  Department  Health,  Education,  and  Welfare 

Foundation 

Wyoming  Easte*Seal  Society 

Wyoming  Chapter  American  Academy  of 

General  Practice 

Wyoming  Heart  Association 

Wyoming  Heart  Association 

Wyoming  Public  Health  Department 

Wyoming  Tuberculosis  and  Health  Association 

Auxiliary  Program 


Sunday,  August  27 

Thursday,  August  31 

1 :00  p.m. — Registration  at  Wyoming  State  Medical 

Society  headquarters 

8:30  a.m. — Executive  Board  meeting 

Mrs.  Ray  Christensen,  President,  presiding 

Monday,  August  28 

10:00  a.m. — Brunch  honoring  Mrs.  Clifton  Clay  Lang, 

6:15  p.m. — Cocktails 

Jr.,  First  Vice  President,  Auxiliary  to  AMA 

7:15  p.m. — Exhibitors  Buffet 

12:00  noon — General  Convention  Meeting 

Hints  for  o Healthier  Skin 

Tuesday,  August  29 

HENRY  M.  LEWIS,  M.D.,  Guest  Speaker 

9:30  a.m. — Get  acquainted  coffee 

For  all  wives  of  physicians  attending 

convention 

3:30  p.m. — Post  convention  Board  meeting, 

Mrs.  Paul  Yedinak,  President-elect, 

12:00  noon — WYOPAC  Luncheon 

presiding 

5:30  p.m. — Cocktails  and  outdoor  Barbecue 

6:15  p.m. — Cocktails 

8:00  p.m. — Dancing  to  Marvin  Fritz  and  his  Dance 

Band 

7:15  p.m. — Banquet 

for  July  1967 
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Technical  Exhibitors 


Abbott  Laboratories 
Americana  Corporation 
Armour  Pharmaceutical  Company 
Astra  Pharmaceutical  Products 
Ayerst  Laboratories 

George  Berbert  and  Sons,  Inc. 

Bristol  Laboratories 

Burroughs  Wellcome  and  Co.,  Inc. 

California  Wine  Growers 
Ciba  Pharmaceutical  Co. 

The  Coca-Cola  Company 
Council  for  Tobacco  Research 

Dairy  Council  of  Wyoming 
Deseret  Pharmaceutical  Comp>any 
Donley  Medical  Supply  Co. 

Thomas  A.  Edison  Industries 
Empire-Harrington  Surgical  Supply 
Geigy  Pharmaceuticals 

General  Electric  Co. 

Gerber  Baby  Foods 


Ortho  Pharmaceutical  Corp. 

Parke,  Davis  and  Company 

Pfizer  Laboratories 

Physicians  and  Surgeons  Supply  Co. 

Piper  Aircraft 

A.  H.  Robins  Company,  Inc. 

Roche  Laboratories 
J . B.  Roerig 
William  H.  Rorer,  Inc. 

Ross  Laboratories 

Sandoz  Pharmaceuticals 
Schering  Corporation 
G.  D.  Searle  & Company 
Smith,  Miller  & Patch,  Inc. 

E.  R.  Squibb  & Sons 
The  Stuart  Company 

U.S.  Dept,  of  Public  Health — Chronic  Disease  Division 
U.S.  Vitamin  and  Pharmaceutical  Corp. 

The  Upjohn  Company 


Loma  Linda  Foods 

Mead  Johnson  Laboratories 

Merril  Lynch,  Pierce,  Fenner  and  Smith 

Muckle  Professional  Equipment  Co.,  Inc. 


Johnnie  Walker  Medical  Electronics,  Inc. 
Winthrop  Laboratories 
Wyeth  Laboratories 

Wyoming  Medical  and  Surgical  Supply  Co, 


Rocky  Mountain  Medical  Conference  Continuing  Committee 


COLORADO;  George  P.  Lingenfelter,  Denver,  Chairman; 
George  H.  Curfman,  Carl  H.  McLauthlin,  Bertram  L. 
Pear,  all  of  Denver;  Eugene  P.  Ley,  Pueblo. 

IDAHO:  Max  F.  Bell,  Boise,  Chairman;  V.  Ellis  Knight, 
Kimberly;  Wilbur  H.  Lyon,  Coeur  d'Alene;  John  R. 
McMahon,  Pocatello;  W.  Wray  Wilson,  Coeur  d'Alene. 

MONTANA:  Eugene  J.  P.  Drouillard,  Chairman,  Mis- 
soula; Harold  C.  Habein,  Billings;  John  G.  Kane,  Butte; 
George  J.  Moffitt,  Livingston;  J.  Jerome  Wildgen,  Kalis- 
pell. 

NEVADA:  Harry  J.  McKinnon,  Jr.,  Chairman,  Las  Vegas; 
Joseph  M.  George,  Jr.,  Las  Vegas;  Thomas  K.  Hood, 


Elko;  Robert  V.  Broadbent,  Reno;  William  R.  Feltner, 
Reno. 

NEW  MEXICO;  James  S.  Clarke,  Albuquerque;  William 
Hentel,  Albuquerque;  Walter  J.  Hopkins,  Lovington; 
Marcus  J.  Smith,  Santa  Fe;  Richard  B.  Streeper,  Santa  Fe. 

UTAH:  Alan  E.  Lindsay,  Salt  Lake  City,  Chairman; 
Richard  P.  Middleton,  Salt  Lake  City;  R.  Craig  Clark, 
Provo;  C.  Hilmon  Castle,  Salt  Lake  City;  Oliver  L. 
Richards,  Jr.,  Ogden. 

WYOMING:  John  H.  Story,  Chairman,  Lovell;  G.  R. 
Spiller,  Thermopolis;  Paul  R.  Yedinak,  Rock  Springs; 
D.  G.  MacLeod,  Jackson;  M.  J.  Smith,  Cody. 
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alcoholism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 

’ Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B4  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi,  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

691-6—3942 


The  low  bock  pain  that  is  most  frequently  seen  in  general  practice  } 

is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 

acute  back  strain  For  this  type  of  discomfort,  a conservative  regimen 

is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 

the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  If  the  patient  is  in  the 
pain-spasm-cycle . . .there  is  no  alternative 
or  substitute  for  absolute  bed  rest,..”^ 


•neth^rban^ 


I tnciutitiiltlot 

[•■tUw.M  Jjiw  IV«' 
pi»  lOfwnydtil'  ' 


' )|  J JglHeaf  "A  very  valuable 

’ ^ method  of  applying 

) / heat  at  home  is  a prolonged 

p I-,  i hot  bath..."® 

-■  -'J  ..  - , 


"Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine...’"* 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicoted  in 
hypersensitive  patients.  Side  Effects  { lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8:950,  1966.  (2).  Gottschalk, 
L.A.:  GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2:219,  1960. 

(4).  Cozen,  L.;  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.; 

Med.  Sc.  14:23,1963.  (6) . Weiss,  M.  and  Weiss,  S.;  J.  Am.  Osteopath.  A. 

62:1 42, 1 962.  (7) . Feuer,  S.G.,  et  o/..-  New  York  J.  Med.  62:1 985, 1 962. 


Robaxin-750 

(methocarbamol,  750  mg.  capsule- 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
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The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


‘NEOSPORIN’ 

brand 

POLYiYXIl  l"BACITRACII-IEOiYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


/or  July  1967 


29 


“When  I couldn’t  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you,  Doc.” 


I 
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Maybe  he  doesn't  know  when  he's  well  off.  But 
you  might  want  to  prescribe  long-acting  Nova- 
histine  LP  anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  day  and  night  relief  by  helping 
to  clear  congested  air  passages  for  normal,  free 
breathing.  Novahistine  LP  is  formulated  to  provide 
continuous  therapeutic  effect  for  8 to  12  hours. 
The  decongestant  ingredients  help  restore  normal 
mucus  secretion  and  ciliary  activity— physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 
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ents.  It  effectively  curbs  ap- 
',te  and  helps  them  stick  to 
r diets. 

^reludin  keeps  patients  active. 

;ause  moderate  exercise  is 

lally  more  feasible  for  patients 

p are  not  grossly  overweight, 

iludin  should  be  doubly  benefi- 

j for  them.  It  promotes  a sense 
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’ din®  tablets  of  25  nng. 
i rets®  prolonged-action  tablets  of  75  mg. 

\ge:  One  25  mg.  tablet  two  or  three  times  daily, 
!e75mg.  Endurets  tablet  once  daily. 
\'aindications:  Severe  coronary  artery  disease, 
irthyroidism,  severe  hypertension,  nervous 
tbility,  and  agitated  prepsychotic  states.  Do  not 
ii/ith  other  CNS  stimulants,  including  MAO 
itors. 

ling:  Do  not  use  during  the  first  trimester  of 
lancy  unless  potential  benefits  outweigh 
i ble  risks. 

autions:  Use  with  caution  in  moderate  hyper- 
on  and  cardiac  decompensation.  Cases  involving 
;e  of  or  dependence  on  phenmetrazine  hydro- 


of  well-being  that  activates 
patients... makes  them  feel  like 
doing  things. ..and  prompts 
them  to  get  the  exercise  your 
weight-control  program  calls  for. 

Preludin  effectively  reduces 
appetite.  Preludin's  ability  to  help 
patients  shed  weight  has  been 
described  in  more  than  300  pub- 
lishedclinical  reports  involving  more 
than  10,000  patients,  it  will  work  in 
your  weight-control  programs  too. 

chloride  have  resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood  or  behavior 
changes,  hallucinations,  or  delusions.  Do  not 
exceed  recommended  dosage. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  urinary  frequency 
or  nocturia,  or  headache. 

For  complete  details,  please  see  full  Prescribing 
Information.  (B)46-560A 
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lissue's  hiring  nicely. 
M anxietiy  slows 
he  sbeps  toward  iVGOvepy. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent's  progress,  Equanil  (me- 
probamate) often  may  play  an  important  role  in 
medical  and  surgical  aftercare. 

iutions;  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose 
lemselves.  Excessive  prolonged  use  may  result  in  dependence  or  habituation  in  susceptible  persons—- 
s ex-addicts,  alcoholics,  severe  psychoneurotics.  After  prolonged  high  dosage,  drug  should  be  withdrawn 
gradually  to  avoid  possibly  severe  withdrawal  reactions  including  epileptiform  seizures.  Side  effects 
include  drowsiness  and,  rarely,  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  non-thrombo- 
cytopenlc  purpura  with  petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported, 
if  an  allergic  reaction  occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions, 
observed  very  rarely,  include  angioneurotic  edema,  bronchia!  spasms,  fever,  fainting  spells,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Warn 
patients  of  possible  reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  disturbances 
occur,  dose  should  be  reduced.  If  symptoms  persist,  patients  should  not  operate  vehicles  or 
dangerous  machinery.  A few  cases  of  leucopenia,  usually  tran.sient,  have  been  reported  follow- 
ing prolonged  dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic  anemia— -have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One  fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone  has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal  attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive  therapy. 

Contraindications;  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate.  Coated 
Tablets,  WYSEALS®  Equanil  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Equanil  L-A  (meprobamate)  400  mg. 
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NCE  AGAIN  Wyoming  doctors  are  privi- 
leged to  have  this  annual  opportunity  to 
sponsor  the  July  issue  of  the  Rocky  Mountain 
Medical  Journal.  Similarly,  as  the  Wyoming 
Editor,  it  is  my  privilege  to  thank  the  doctors 

of  Wyoming  for  their 
wholehearted  coopera- 
*‘Thank  You”  tion.  Without  their  in- 

terest and  enthusiasm 
this  scientific  effort 
would  be  impossible.  Thanks  are  also  due  the 
Wyoming  State  Medical  Society,  the  Wyo- 
ming Heart  Association,  the  Wyoming  Divi- 
sion of  the  American  Cancer  Society,  the 
Wyoming  Academy  of  General  Practice,  the 
Eli  Lilly  Company  and  Merck  Sharp  and 
Dohme.  Support  from  these  organizations  not 
only  helps  to  conduct  the  annual  Winter 
Seminar  but  also  helps  in  the  preparation 
and  publication  of  this  annual  issue. 

We  hope  that  you,  our  fellow  colleagues 
of  the  Mountain  States,  will  find  some  inter- 
esting reading  within  these  covers. 

Frank  A.  Barrett,  MD 


I, 


Changes  in 
Medicine 


N THE  SHORT  TIME  I’ve  been  in  medical  prac- 
tice, there  have  been  many  advances  and 
changes  in  medicine.  These  alterations  in  the 
medical  way  of  life  occurred  in  several  cate- 
gories— educational,  technological,  basic  sci- 
ence discoveries,  and 
sociological.  The  socio- 
logical changes  are  be- 
coming more  and  more 
evident  and,  if  present 
trends  continue,  there  will  no  longer  be  a 
place  for  the  private  practice  of  medicine. 
The  prime  sociologic  change  is  the  involve- 
ment of  the  federal  government  in  private 
medicine. 

Back  in  the  nostalgic  horse  and  buggy 
days  of  early  medicine  the  private  practi- 
tioner knew  relatively  little  about  medicine, 
and  certainly  less  about  politics.  But  he  kept 
his  patients  happy  and  was  not  the  target  of 
every  political  hopeful.  As  medical  knowl- 


edge advanced,  the  standards  of  those  in- 
volved also  improved  but  frequently  at  the 
expense  of  personal  popularity.  The  local, 
state,  and  national  medical  associations  were 
formed  and  their  main  purpose  has  been  to 
upgrade  medical  standards  and  to  find  newer 
and  better  cures  for  disease.  This  has  been 
done  by  the  associations  and  private  enter- 
prise without  the  intervention  of  government. 

Now,  however,  the  federal  government 
has  taken  upon  itself  to  try  to  tell  the  Amer- 
ican physician  how,  when,  with  what,  and 
with  whom  he  should  practice  medicine.  We 
have  seen  the  beginning  of  socialized  medi- 
cine in  the  United  States  with  the  passage  of 
“Medicare”  and  the  sleeper  “Medicaid.”  The 
impact  of  these  two  laws  will  be  felt  from 
now  on.  Those  of  us  who  opposed  the  passage 
of  these  bills  were  not  afraid  we  wouldn’t 
get  our  full  medical  fee.  Quite  the  contrary, 
it  would  have  been  easy  to  encourage  the 
passage  of  legislation  which  would  have 
made  every  physician  wealthy.  We  did  not 
oppose  them  because  we  were  not  interested 
in  the  health  of  our  patients,  as  has  been 
suggested  by  many  poHticians.  Who  is  more 
interested  in  the  health  of  the  American 
people  than  the  American  physician?  It  is 
most  unfortunate  that  we  have  been  labeled 
“againers”  because  of  our  stand  against  “Med- 
icare.” The  misinformed  will  continue  to 
harangue  us  while  they  try  to  understand 
their  frustratingly  complicated  federal  medi- 
cal program.  A brief  study  of  the  philosophy 
of  the  physician  may  help  the  layman  under- 
stand the  reasons  for  our  actions. 

Getting  an  MD  degree  is  a complicated 
process.  It  is  an  expensive,  tiring,  and  time- 
consuming  endeavor.  Most  physicians  and 
their  families  were  required  to  endure  mamy 
hardships  in  order  to  complete  medical  school. 
Needless  to  say  many  potential  physicians 
cannot  tolerate  the  pressure  and  drop  out 
along  the  way.  Those  who  do  complete  their 
training  are  strongly  motivated  to  get  their 
degree  and  are  independent,  self-reliant,  and 
usually  very  proud.  Most  physicians  are  jeal- 
ous of  their  medical  independence  and  main- 
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tain  an  active  interest  in  all  aspects  of  medi- 
cine. 

Therefore,  when  the  government  “give 
away”  programs  were  started  in  relation  to 
medicine,  they  were  carefully  studied  by 
physicians  with  a special  interest  in  this  area. 
It  became  obvious  to  them  that  there  would 
be  better,  more  efficient,  methods  of  provid- 
ing medical  care  to  the  needy  than  through 
the  wasteful  channels  of  the  federal  govern- 
ment. Our  arguments  were  ignored  and  now 
we  have  “Medicare”  and,  in  most  states, 
‘ Medicaid.”  With  the  many  requirements, 
forms,  and  legal  aspects  of  “Medicare,”  it 
v/ould  appear  that  the  health  of  the  patient 
is  less  important  than  seeing  that  all  the 
forms  are  properly  completed  and  that  the 
utilization  committee  has  duly  met  and  filed 
its  report.  With  the  number  of  federal  em- 
ployees now  required  for  the  observation  of 
“Medicare”  functions,  it  is  getting  as  bad  as 
the  Bureau  of  Indian  Affairs,  where  I under- 
stand there  are  almost  as  many  employees 
as  there  are  Indians. 

These  are  a few  of  the  reasons  why  the 
American  physician  has  been  opposed  to  fed- 
eral medical  plans.  The  waste  and  ineffi- 
ciency caused  by  those  who  don’t  fully  under- 
stand the  needs  and  problems  make  it  too 
expensive.  We  feel  that  private  enterprise 
can  better  handle  the  personal  needs  of  the 
individual  and  at  the  same  time  make  a profit 
and  pay  a tax  on  those  profits.  We  feel  that 
those  who  are  qualified  should  be  the  ones 
to  decide  what  should  be  done  and  then 
implement  any  needed  action.  In  a similar 
manner,  we  would  all  agree  that  the  Presi- 
dent and  Congress  should  decide  if  we  will 
fight  a war  and  whom  we  will  fight.  But  it 
should  be  up  to  the  commanders  in  the  field 
to  decide  how  each  battle  should  be  fought 
and  what  equipment  and  personnel  are 
needed. 

A great  deal  of  noise  was  made  by  the 
government  a few  years  ago  when  they 
bought  five  to  six  million  dollars  worth  of 
drugs  from  an  Italian  firm.  They  were  quick 
to  inform  us  how  much  cheaper  the  drugs 
were  than  they  would  have  been  if  bought  in 
the  U.  S.  and  how  much  more  we  got  for  our 
money.  Our  government  failed  to  mention 


that  the  formula  for  these  drugs  had  been 
stolen  from  a U.  S.  drug  firm  that  was  trying 
to  recover  the  cost  of  the  research  and  devel- 
opment of  the  drug  by  the  profit  from  its  sale. 
In  essence  our  government  has  encouraged 
piracy,  or  at  least  made  it  pay. 

We  have  been  told  that  we  should  use 
generic  drugs  because  they  are  cheaper  than 
brand  names,  and  we  are  told  that  they  are 
just  as  good  as  the  brand  names.  This  is  ob- 
viously not  true,  and  even  now  the  govern- 
ment is  directing  that  certain  generic  drugs 
not  be  used  in  our  armed  forces  as  the  brand 
names  have  a superior  effect,  and  many  of 
the  generic  drugs  are  totally  ineffective.  I 
know  I don’t  want  the  responsibility  of  giving 
unknown  generic  drugs  to  my  patients.  Cer- 
tainly another  factor  relating  to  generic  drugs 
is  the  incentive  to  develop  new  and  different 
drugs.  If  the  profit  incentive  is  removed  from 
the  sale  of  a new  and  better  drug,  what  will 
motivate  the  expensive  research  and  develop- 
ment of  newer  drugs? 

We  will  continue  to  find  governmental 
controls  increasing  in  our  daily  lives.  Pro- 
grams of  “Judicare”  and  “Educare”  have  been 
proposed  which  will  continue  this  spread.  The 
government  has  required  that  the  automobile 
industry  produce  safer  cars.  This  is  certainly 
a good  idea,  if  it  is  possible.  But  why  do  they 
ignore  the  fact  that  the  most  dangerous  thing 
about  a car  is  the  driver?  Perhaps  the  reason 
is  that  the  driver  is  a voter  and  must  not  be 
intimidated — even  if  he  is  killed! 

What  can  we  as  physicians  do  to  halt  this 
spread  of  socialism?  It  certainly  appears  that 
we  can’t  get  all  of  our  political  friends  elect- 
ed, at  least  on  a national  level.  I think  we 
must  continue  to  care  for  the  medical  needs 
of  our  patients  and  perhaps  instill  in  them 
some  of  our  philosophy  of  self-reliance.  We 
need  to  become  more  active  in  local  and 
national  politics  as  well  as  non-political  func- 
tions. We  must  maintain  our  activity  in  our 
county,  state,  and  national  medical  organiza- 
tions. There  are  those  who  argue  that  these 
organizations  are  run  by  cliques.  Perhaps 
they  are  right,  but  they  are  composed  of  men 
who  are  willing  to  spend  the  personal  time 
and  money  that  is  necessary  to  make  these 
organizations  work.  If  we  are  dissatisfied 
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I : with  these  organizations,  then  it  is  time  we 
■ became  more  intimately  involved  with  them 
. ’ and  try  to  change  them  to  ways  we  feel  are 
1 1 better. 


Our  free  enterprise  system  will  become 
progressively  harder  to  maintain  but  if,  as 
physicians,  we  continue  to  preserve  our  inde- 
pendence and  self-reliance  perhaps  we  can 
help  to  keep  the  American  free  enterprise 
system  working. 

Ray  K.  Christensen,  MD,  President 
Wyoming  State  Medical  Society 
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F YOU  WERE  TO  ASK  the  average  layman, 
“What  has  the  AMA  done  for  you  today?” 
perhaps  the  first  answer  would  be  “Nothing.” 
They  would,  instead,  say  “The  AMA  is  for 
the  doctor!”  “It’s  busy  in  politics,  and  about 

the  only  time  it  affects 


AMA:  Serving  the 
American  People 


me  is  when  I get  mad, 
when  I read  it’s  come 
out  once  more  against 
something.”  Actually, 
nothing  is  further  from  the  truth.  We  all 
know  we  are  for  many  more  things  than  we 
are  against,  and  the  thing  we  are  for  above 
all  else  is  continuance  of  a system  of  medicine 
that  has  as  its  core  purpose  the  good  health 
of  the  people  of  this  nation. 


Perhaps  surprisingly,  the  work  of  the 
AMA  touches  everyone  in  almost  every  as- 
pect of  our  daily  lives.  We  are  involved  in 
studying,  suggesting  improvements  in  or 
seeking  legislation  to  protect  the  people  of 
this  nation  in  the  use  of — well,  you  name  it — 
the  toothpaste  you  used  this  morning,  the 
soap  you  showered  with,  the  breakfast  you 
ate,  the  car  you  drove  to  the  office,  the  team 
sports  your  kids  will  play  at  school  today, 
their  school  lunch,  the  handicapped  people  in 
all  areas  of  employment,  the  lipstick  and 
hairspray  your  wife  uses,  the  dyes  in  your 
clothes,  the  water  you  drink — the  very  air 
you  breathe!  All  of  these  and  many  more 
come  within  the  spectrum  of  study  of  one 
of  the  AMA’s  more  than  100  councils  and 
committees. 

There  are  more  than  800  physicians,  work- 
ing without  remuneration,  who  serve  on  these 
councils  and  committees.  They’re  scattered 


across  the  country.  From  them,  as  well  as 
from  scientists,  manufacturers,  hospitals,  re- 
tailers, and  consumers,  the  1,000  staff  em- 
ployees of  the  AMA  gather  a vast  amount 
of  data  on  new  products,  new  findings  and 
new  methods,  correlating,  evaluating  and 
summarizing  it,  and  then  reporting  the  find- 
ings to  all  of  its  members. 

This  is  the  primary  role  of  the  American 
Medical  Association.  Its  basic  objectives  to- 
day are  the  same  as  those  written  into  its 
Constitution  more  than  a century  ago:  “to 
promote  the  science  and  art  of  medicine  and 
the  betterment  of  public  health.” 

The  fact  is  that  the  AMA  spends  65  per 
cent  of  its  annual  budget  on  scientific  activi- 
ties, and  less  than  9 per  cent  of  the  budget 
on  socio-economic  activities.  The  often-men- 
tioned “big  lobby”  of  ours  in  Washington 
consists  of  exactly  five  men!  Moreover,  most 
of  their  time  is  occupied  with  providing  basic 
medical  information  at  the  request  of  mem- 
bers of  Congress  on  the  large  number  of  bills, 
in  each  session,  involving  the  health  of  the 
public.  Last  year  the  AMA  supported  30  bills 
and  opposed  only  11  bills. 

Now,  let’s  look  briefly  at  what  the  AMA 
is  and  how  it  got  this  way.  How  big  is  it? 
Who  really  runs  it?  Well,  most  people  would 
be  surprised  to  know  that  the  most  powerful 
member  of  the  AMA  is  the  family  physician. 
The  AMA  is  democraticaRy  organized.  It’s 
a federation  of  54  state,  commonwealth,  and 
territorial  medical  societies.  These,  in  turn, 
are  made  up  of  more  than  1,900  component 
medical  societies.  The  representative  govern- 
ment principle  applies  throughout.  Each  phy- 
sician has  a voice  and  a vote  in  electing  state 
delegates. 

There  are  about  215,000  physician  mem- 
bers of  the  AMA  today,  approximately  75 
per  cent  of  the  nation’s  300,000  doctors.  A 
physician  must  be  a member  in  good  standing 
of  his  state  medical  society  in  order  to  join 
the  AMA.  While  the  AMA  dues  are  $70.00 
per  year,  we  all  get  more  than  our  money’s 
worth. 

We  might  use  two  rather  general  headings 
for  the  work  done  by  the  AMA  stadf  and 
scientific  councils  for  the  benefit  of  the 
physician.  The  first  would  be  “postgraduate 
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learning”;  the  second,  “individual  service.” 

In  addition  to  the  two  general  meetings 
each  year,  the  AMA  sponsors  or  co-sponsors 
something  upwards  of  1,000  medical  meetings 
annually.  These  provide  the  physician  with 
a magnificent  selection  of  continued  learning 
in  his  field.  He  receives,  also,  his  weekly  copy 
of  the  Journal  of  the  AMA,  the  most  widely 
circulated  medical  journal  in  the  world,  and 
the  AMA  News.  By  AMA  membership,  he  can 
choose  one  of  12  specialty  journals  as  well. 
In  addition,  there  is  a lengthy  list  of  services 
at  his  disposal  from  the  staff  of  the  AMA; 
these  services  cover  everything  from  free 
research  aid  from  one  of  the  largest  medical 
libraries  in  the  world,  to  a film  rental  library, 
to  health  pamphlets  for  patients.  In  short,  if 
it  has  something  to  do  with  medicine  and 
will  aid  him  in  caring  for  his  patients  and 
keeping  abreast  of  current  achievements, 
chances  are  he  can  get  it  from  the  AMA. 

Now,  let’s  look  at  a few  of  the  more  direct 
services  the  AMA  provides  to  the  general 
public.  AMA  groups  evaluate  foods  and  spe- 
cial food  products,  pesticides,  and  chemicals 
to  assure  their  safety.  They  help  place  physi- 
cians in  communities  and  rural  areas.  The 
AMA  encourages  high  standards  in  advertis- 
ing and  labeling  of  food  products  and  drugs. 
It  works  closely  with  schools  and  educators 
to  help  provide  for  school  health  and  safety. 
It  conducts  public  educational  campaigns  on 
traffic  safety,  the  use  of  seat  belts,  ways  to 
reduce  accidental  poisonings,  and  many  other 
subjects.  It  works  with  industry  to  control 
health  hazards  on  the  job  and  to  promote 
rehabilitation  of  disabled  workers.  It  alerts 
the  public  to  the  importance  of  preparing  for 
any  emergency  resulting  from  a national  dis- 
aster. It  helps  rural  communities  improve 
their  health  environment.  It  develops  stand- 
ards for  nursing  homes  to  assure  safe  care 
of  patients. 

These  services  and  many  more  are  not 
new  with  the  AMA — they  are  merely  con- 
tinuance of  our  history.  Over  ninety  years 
ago  it  urged  establishment  of  state  boards  of 
health.  As  early  as  1912,  it  urged  establish- 
ment of  a department  of  health  in  the  Presi- 
dent’s cabinet.  The  AMA  also  recommended 
creating  the  U.  S.  Public  Health  Service,  the 


Federal  Food  and  Drug  Administration,  and 
in  1948  participated  in  the  development  of 
the  World  Medical  Association.  In  1882  the 
AMA  urged  state  legislatures  to  introduce 
hygiene  as  one  of  the  branches  to  be  taught 
in  the  schools. 

The  AMA  has  supported  hundreds  of  legis- 
lative bills  such  as  the  Kerr-Mills  Law,  the 
Hill-Burton  hospital  construction  program, 
the  passage  and  strengthening  of  the  pure 
food  and  drug  laws,  FHA  mortgage  guaran- 
tees to  stimulate  construction  of  more  nursing 
homes,  civil  defense  programming  and  medi- 
cal stock-piling,  water  pollution  control  laws, 
incentive  for  private  retirement  programs 
for  the  self-employed,  smoke  abatement  laws, 
proper  labeling  of  household  chemicals,  air 
pollution  control  laws,  grants-in-aid  to  uni- 
versities, hospitals,  laboratories  and  other 
public  or  non-profit  organizations  to  strength- 
en their  programs  of  research  and  research 
training  in  sciences  related  to  health.  And, 
since  the  passage  of  Medicare,  the  AMA  has 
worked  to  help  shape  regulations  in  the  best 
interest  of  the  American  people.  Further- 
more, it  was  because  of  the  persistent  and 
untiring  efforts  of  representatives  of  the 
AMA,  that  amendments  were  made  to  the 
Heart  Disease,  Cancer,  and  Stroke  Law, 
which  made  it  more  effective  and  compatible 
with  good  medical  practice  patterns  than  it 
was  in  its  original  form. 

Finally,  a new  wing  has  been  built  on 
AMA  headquarters  in  Chicago.  This  eight- 
story  building  provides  a home  for  the  AMA’s 
new  Institute  of  Biomedical  Research.  The 
Institute  concerns  itself  with  intensive  and 
fundamental  study  of  Life  processes,  particu- 
larly as  related  to  intracellular  mechanisms. 

We  should  better  know  our  National  or- 
ganization of  which  it  is  an  honor  and  privi- 
lege to  be  a part.  Without  the  support  of  the 
County  and  State  Medical  Societies,  as  well 
as  individual  physicians,  we  could  not  have 
the  fine  American  Medical  Association  that 
has  served  us  and  the  people  of  America  so 
well  for  120  years. 

W.  Andrew  Bunten,  M.D.* 

Cheyenne,  Wyo. 

*Immediate  Past  Vice-President,  AMA. 
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CLINICAL  PATHOLOGICAL  CONFERENCE 


WINTER  SEMINAR,  CHEYENNE 
MARCH,  1967 


Moderator;  Richard  McCleery,  M.U. 
Pathologist,  Cheyenne 
Discussant:  Roy  W.  Holmes,  M.D. 
Internist,  Casper 


Case  Presentation: 


Dr.  McCleery:  This  39-year-old  housewife  was 
I admitted  to  De  Paul  Hospital  in  February,  1964, 
I with  complaints  of  left  back  and  leg  pain  since  a 
f fall  in  1963,  swelling  of  the  lower  legs  for  about 
two  years,  and  chronic  diarrhea  over  the  past  five 
years. 

In  October  1963,  she  had  fallen  on  a slippery 
floor  in  her  home  (“did  the  splits”),  and  since  that 
[ time  she  had  recurrent  cramping  pains  of  the  left 
I medial  thigh  and  both  calves.  In  January  1964,  she 
1 consulted  her  home  physician  who  found  a serum 
calcium  of  2.6  meq./l.  (5.2  mg.  %).  She  was  placed 
on  50,000  units  of  vitamin  D and  calcium  gluconate 
daily,  and  since  that  time  had  had  some  pain  in 
I the  left  groin  on  walking  but  no  more  muscle 
t cramps.  For  about  two  years  she  had  had  swelling 
of  her  feet. 

She  stated  that  she  had  weighed  105  pounds 
when  first  married.  With  her  first  pregnancy  in 
1949  she  had  some  very  large  bulky,  sour  smelling 
stools  but  no  weight  loss,  and  these  symptoms 
cleared  up  after  conclusion  of  pregnancy.  She 
maintained  her  weight  until  her  second  pregnancy 
in  1955,  at  which  time  she  had  considerable  vag- 
inal bleeding,  some  loss  of  appetite,  and  general- 
ized malaise  throughout  the  whole  pregnancy.  She 
lost  some  weight  at  this  time  but  not  a profound 
amount.  In  1956  with  her  third  pregnancy  she  had 
a severe  problem  with  nausea,  loss  of  appetite, 
and  vomiting,  but  no  diarrhea.  She  lost  weight  to 
80  pounds.  Since  then  she  had  never  been  well. 
In  1959  with  her  fourth  pregnancy  she  was  very 
sick,  and  this  pregnancy  terminated  in  miscarriage. 
After  this  she  developed  the  chronic  diarrhea 
which  has  been  present  since.  It  is  an  episodic 
diarrhea,  being  present  for  a few  months  and  then 
I disappearing  for  a few  months  only  to  recur  again. 


Her  weight  varied  over  a fairly  small  range  but 
she  had  never  been  higher  than  96  pounds.  The 
diarrhea  was  noted  to  be  watery  at  times  but  also 
frothy  and  foamy  at  other  times  with  a noticeable 
sour  odor. 

Her  left  ovary  was  removed  in  about  1957,  and 
she  had  had  irregular  menstrual  periods  since  that 
time.  She  had  a hemorrhoidectomy  in  1963,  with 
improvement  in  the  diarrhea  symptoms.  She  did 
not  use  alcohol  or  tobacco. 

Physical  examination  revealed  a small,  pleasant, 
intelligent,  Spanish- American  woman  who  ap- 
peared to  be  chronically  ill.  She  was  5'2"  in  height 
and  weighed  89  pounds.  Pulse  was  76,  respirations 
16,  and  blood  pressure  106/68.  A few  petechiae 
were  noted  in  the  skin.  There  were  no  abnormali- 
ties of  the  eyes,  ears,  nose  or  throat.  There  were 
no  abnormal  masses  in  the  neck.  The  breasts  were 
free  of  masses.  The  lungs  were  clear  to  auscultation 
and  percussion.  The  heart  had  a regular  sinus 
rhythm  with  no  murmurs.  The  liver  and  spleen 
were  not  palpable.  There  was  some  tenderness  in 
the  right  costovertebral  angle  on  percussion  which 
appeared  to  be  related  to  the  twelfth  rib.  There 
were  two  lower  abdominal  incisional  scars.  Thei  e 
was  2+  pitting  edema  of  both  ankles  to  the  mid 
calf,  and  tenderness  of  the  hamstring  muscles. 
Trousseau’s  sign  and  Chvostek’s  sign  were  nega- 
tive. The  reflexes  were  active  but  not  hyperactive. 

Hemoglobin  was  14.2  grams,  hematocrit  45%, 
and  white  blood  count  6,900  with  normal  differen- 
tial. The  red  cells  were  noted  to  be  slightly  hypo- 
chromic. Urinalysis  was  negative  with  a specific 
gravity  of  1.021.  The  serum  calcium  was  7.2 
mgm.  %,  and  total  serum  protein  5.2  grams  %, 
with  3.6  grams  of  albumin  and  1.6  gram.s  of  globu- 
lin. The  alkaline  phosphatase  was  5.0  units  (normal 
0.8  to  2.9  units).  Twenty-four  hour  urine  calcium 
was  too  low  to  read.  PSP  test  showed  40%  excre- 
tion in  15  minutes,  70%  total  excretion  in  one 
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hour,  and  83%  total  excretion  in  two  hours.  PBI 
was  3.9  micrograms.  Nile  blue  test  on  the  stool 
was  strongly  positive.  Fasting  blood  sugar  was 
86  mgm.%  (Folin-Wu),  and  prothrombin  tim.e 
36  seconds  with  control  of  13  seconds. 

Hourly  urine  phosphorus  determinations  were 
done  before  and  after  the  injection  of  parathyroid 
hormone.  The  two  control  periods  before  injection 
of  the  hormone  were  52  and  36  mgm.  per  hour. 
Hourly  determinations  after  injection  of  hormone 
gave  values  of  27,  13,  18,  25,  26,  and  42  mgm.  per 
hour.  3.8  grams  of  d-xylose  were  excreted  in  the 
urine  in  five  hours  after  a 25  gram  oral  dose. 

X-rays  of  the  lumbo-sacral  spine  revealed  an 
anomalous  lumbo-sacral  joint  with  partial  lumbar- 
ization  of  S-1.  Bone  density  seemed  to  be  sub-par 
for  the  age  of  the  patient.  Films  of  the  right  lower 
ribs  disclosed  no  abnormalities  and  films  of  both 
hands  and  wrists  gave  no  definite  indication  of 
abnormality.  Bony  structures  everywhere  were 
noted  to  be  relatively  delicate  but  the  cortices  and 
trabecular  density  were  felt  to  be  adequate.  On 
upper  GI  series  the  stomach  appeared  normal. 
The  duodenal  bulb  showed  diffuse  and  moderately 
prominent  exaggeration  of  the  rugal  folds.  The 
jejunum  was  visualized  on  only  one  or  two  of  the 
films  and  there  appeared  to  be  some  loss  of  the 
normal  mucosal  pattern.  The  transit  time  of  the 
barium  through  the  small  intestine  was  within 
normal  limits. 

After  intramuscular  vitamin  K the  prothrombin 
time  was  15  seconds  with  a control  of  13  seconds. 
Operation  was  performed. 

Discussion 

Dr.  Holmes:  Dr.  McCleery  has  read  the  protocol. 
We  have  for  consideration  a case  of  intestinal 
malabsorption  which  worsened  with  repeated  preg- 
nancies. The  patient  never  quite  returned  to  pre- 
vious health  status  after  each  of  them.  Fever  is  not 
mentioned  as  a prominent  symptom  nor  was  tem- 
perature recorded  on  admission  data.  Dr.  McCleery, 
was  fever  present  on  admission?  Was  fever  a symp- 
tom earlier? 

Dr.  McCleery:  No,  fever  was  not  recorded  nor 
was  it  noted  earlier. 

Dr.  Holmes:  The  history,  physical  and  labora- 
tory data  are  replete  with  S5'^mptoms  and  signs 
of  malabsorption.  For  brevity,  I will  include  here 
the  edema,  weight  loss,  petechiae,  frothy  foul 
smelling  stools,  intermittent  diarrhea,  hypocal- 
cemia, positive  Nile  blue  test,  border  line  low 
PBI,  prolonged  prothrombin  time  and  the  response 
of  the  latter  to  Vitamin  K given  IM.  Also,  the 
d-xylose  excretion  of  less  than  4.5  gm.  of  test  dose. 

Here  I would  like  to  add  that  the  latest  edition 
of  Harrison’s  Principles  of  Internal  Medicine  states 
that  standardization  of  Parathormone  is  difficult 
and  “recent  batches”  have  been  substandard  in 


their  ability  to  produce  effective  and  consistent 
responses.  This  may  account  for  the  apparent  case 
of  pseudo  hypo-parathyroidism  based  on  the  lack 
of  response  to  injected  Parathormone  noted  here. 
In  the  individual  with  normal  parathyroid  glands 
5-6  fold  increase  in  the  urine  phosphorous  is  ex- 
pected after  parathormone  injection.  In  hypo- 
parathyroidism there  is  an  expected  10  fold  or 
more  increase.  With  pseudo  hypo-parathyroidism, 
there  is  no  increase,  or  at  most  a twofold  increase, 
in  urinary  phosphate. 

The  pseudo  hypo-parathyroid  patient  is  round- 
faced  with  short,  thick  fingers  and  most  often 
shows  mental  deficiency.  The  hands  frequently 
show  dimples  where  the  knuckles  should  be.  The 
rest  of  the  clinical  and  chemical  picture  is  like 
hypo-parathyroidism.  I rule  out  pseudo  hypo-para- 
thyroidism in  our  case  because  it  does  not  fit 
with  the  overall  picture  of  malabsorption  and  the 
obvious  reference  to  her  intelligent  manner  and 
delicately  structured  bones.  The  fact  that  she 
could  have  had  a secondary  hypo-parathyroidism 
however,  from  malabsorption,  is  evident  from  de- 
creasing calcium,  increasing  serum  alkaline  phos- 
phatase and  the  vaguely  alluded-to  osteomalacia 
on  the  films,  plus  the  obvious  clinical  manifesta- 
tions of  muscular  cramps.  This  is  seen  frequently 
in  prolonged  malabsorption.  May  we  now  have  the 
x-rays? 

Dr.  Raymond  Dixon  (Radiologist):  I will  re- 
strict my  comments  to  the  study  of  the  upper 
gastrointestinal  tract  and  the  small  bowel  (Fig.  1). 
The  duodenal  bulb  yielded  diffuse  exaggeration  of 
folds  reflecting  duodenitis.  A slight  segmentation 
was  seen  in  the  distal  ileum,  and  the  transit  time 
was  usual.  The  most  significant  finding  was  that 
of  large  mid-jejunal  folds  with  coarsening  of  all 
mucosal  workings. 


Fig.  1.  Roentgen  appearance  of  small  intestine. 
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Dr.  Holmes:  What  are  the  possible  causes  of 
the  malabsorption  syndrome  as  seen  in  this 
woman?  In  the  classification  of  malabsorption 
there  are  primary  causes  due  to  epithelial  disease 
and  these  are  divided  into  acute  (self  limited)  and 
chronic  types.  I will  rule  out  the  acute  forms,  e.g. 
infections,  drugs  and  radiation  therapy,  because 
nothing  indicates  these  in  the  protocol.  The  chronic 
forms  include  some  good  possibilites.  I will,  how- 
ever, rule  out  tropical  sprue  (hoping  this  woman 
didn’t  come  up  from  Central  America  or  there- 
abouts). Was  her  home  in  Wyoming,  Doctor? 

Dr.  McCleery;  Yes,  and  she  had  never  resided 
elsewhere. 

Dr.  Holmes:  I will  rule  out  protein-losing  enter- 
opathy per  se  because  the  proteins  do  not  seem 
to  be  low  enough.  The  ones  I have  read  about  have 
had  albumins  usually  below  2 gms.  %.  Besides, 
here  again  I can  get  nothing  from  the  protocol  to 
indicate  any  tests  being  done  to  check  for  protein 
loss  in  the  stool  such  as  the  one  labeled  PVP 
(polyvinyl  pyrrolidine)  excretion  test.  Chromium 
51  labeled  albumin  is  a new  and  superior  test 
agent.  B lipoprotein  deficiency  and  disaccharidase 
deficiency  are  likewise  ruled  out.  There  is  nothing 
except  malabsorption  to  indicate  these  diagnoses 
and  nothing  in  the  protocol  to  help  differentiate 
them.  Hypogammaglobulinemia,  when  acquired, 
may  be  accompanied  by  malabsorption,  but  the 
congenital  form  is  not.  With  the  acquired  form 
there  should  be  a history  of  repeated  upper  res- 
piratory infections,  so  this  is  ruled  out.  Dr.  Mc- 
Cleery, was  protein  electrophoresis  done? 

Dr.  McCleery:  No. 

Dr.  Holmes:  This  leaves  the  primary  type  of 
malabsorption  disease  of  adult  celiac  disease  (non- 
tropical  sprue,  gluten  enteropathy).  This  remains 
a prime  consideration.  If  now  we  go  to  the  sec- 
ondary types  of  malabsorption  we  have  many 
causes.  Those  due  to  intrinsic  bowel  wall  altera- 
tions: 

1.  Intestinal  tuberculosis:  Granted  this  is  a pos- 
sibility, but  since  the  clinician  did  not  apparently 
consider  this  with  negative  chest  x-ray  and  omis- 
sion of  tuberculin  test,  I will  discard  it.  I will 
admit  it  is  always  dangerous  to  rule  out  tubercu- 
losis, especially  in  CPC’s.  Just  when  you  are  look- 
ing for  the  esoteric,  “ivory  tower”  disease,  you 
are  tossed  a dressed-up  doll-like  protocol  repre- 
senting such  a problem,  but  turning  out  to  be  a 
common,  ordinary,  garden  variety  disease  such  as 
intestinal  tuberculosis. 

2.  Regional  enteritis  is  a prime  suspect  and 
I will  return  to  this. 

3.  Amyloid  disease,  lymphoma,  mesenteric  ar- 
tery insufficiency  and  collagen  vasculitis  I will 
rule  out.  (If  fever  and  pain  was  not  mentioned 
as  a feature  of  illness,  its  absence  is  very  unusual 
in  the  arterial  disease  and  vasculitis.)  There  is  no 
evidence  of  scleroderma  either. 

4.  The  next  category  of  secondary  malabsorp- 
tion is  due  to  obstruction  of  intestinal  lymphatics: 
Intestinal  lipodystrophy  (Whipple’s  disease)  I be- 
lieve is  ruled  out  by  absence  of  arthritis.  The 


quartet  of  progressive  wasting,  diarrhea,  arthritis, 
and  skin  pigmentation  does  not  seem  to  be  present 
even  though  the  latter  would  be  almost  impossible 
to  distinguish.  The  classification  of  lymphoma 
comes  to  mind  again.  Intestinal  lymphangiectasia 
is  a fair  possibility.  I will  return  to  this.  There  is 
no  evidence  of  heart  failure. 

5.  Anatomic  alterations:  Post-gastrectomy  syn- 
drome, diverticula  of  small  bowel,  enteric  fistulae 
and  blind  loops,  vagotomy  and  bowel  resections 
are  ruled  out  unless  prior  surgery  was  a massive 
resection. 

6.  Hormonal:  There  is  no  evidence  to  substan- 
tiate these  diagnoses  of  Addison’s  disease  or  dia- 
betes. Hypo-parathyroidism,  however,  can  cause 
malabsorption  so  I am  caught  in  my  own  knot. 
Is  the  hypo-parathyroidism  seen  here  secondary 
or  primary?  Are  the  primary  symptoms  of  increas- 
ing neuromuscular  excitability  due  to  decreasing 
calcium?  Forty  per  cent  of  the  patients  with  hypo- 
parathyroidism are  first  seen  because  of  seizure 
history.  Mental  changes  are  frequent,  such  as 
anxiety,  tension,  psychosis.  Some  are  mild  symp- 
toms such  as  fatigue,  and  paresthesia.  Chyostek’s 
and  also  Peroneal  and  Trousseau’s  signs  are  posi- 
tive (but  negative  in  this  case).  There  are  no 
trophic  changes  in  the  skin  seen  in  our  case,  e.g. 
sparse  hair,  premature  graying,  general  patchy 
erythema.  Rough,  dry,  scaly  papules,  vesicles  and 
bullas  may  be  seen.  None  of  these  were  men- 
tioned. Deformed  and  brittle  nails  were  not  men- 
tioned. Cataracts,  pseudo-tumor  cerebri  due  to 
increasing  CSF  pressure  were  not  mentioned. 

I have  to  assume  that  primary  hypo-parathy- 
roidism is  not  the  basic  cause  of  our  problem  here. 
I believe  the  hypo-parathyroidism  is  secondary. 
One  of  the  non-parathyroid  causes  of  decreasing 
calcium  is  renal  insufficiency,  but  I believe  we 
have  enough  evidence  of  normal  renal  function  to 
skip  going  into  the  many  facets  of  this  problem. 
Pancreatic  adenomas  Cmultiple  endocrine  adeno- 
mas) can  give  malabsorption,  but  there  again,  we 
have  no  evidence  of  these. 

7.  Pancreatic  insufficiency:  This  is  frequently 
due  to  mucoviscoidosis  but  there  is  no  evidence  of 
this. 

So  I have  left  mvself  with  (1)  adult  celiac 
disease;  (2)  regional  enteritis;  (3)  intestinal 
lymphangiectasis. 

Intestinal  lymphangiectasis  is  an  idiopathic 
protein-losing  enteropathy  characterized  by  pe- 
ripheral edema  and  decreasing  albumin  secondary 
to  excess  enteric  loss  of  plasma  proteins.  Patho- 
logically there  is  miscroscopic  dilatation  of  the 
villi  of  the  jejunum.  I left  it  in  to  discard  it 
because  there  is  no  real  evidence  from  the  protocol 
to  support  it.  Also,  in  most  of  these  exercises,  the 
discusser  must  have  one  esoteric  disease,  unfa- 
miliar to  himself  and  everybody  else  to  leave  a 
possibility  of  saying  for  his  ego — “I  at  least  thought 
of  it.” 

The  last  two  entities  are  real  sticklers,  adult 
celiac  disease  and  regional  enteritis.  Regional  en- 
teritis usually  starts  in  the  terminal  ileum  and  is 
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accompanied  by  abdominal  pain,  fever,  leukocy- 
tosis and  elevated  sed  rates.  Usually  there  is  not 
gross  blood  in  the  stools.  This  is  frequent  with 
ulcerative  colitis  and  even  though  this  latter  is  a 
very  rare  cause  of  malabsorption,  I will  rule  it 
out  on  lack  of  evidence.  But  I wanted  to  mention 
it.  In  regional  enteritis,  the  process  will  occasion- 
ally involve  the  urinary  tract  by  direct  extension 
into  the  bladder  from  an  adherent  loop  of  bowel  or 
by  sinus  tract  from  a more  distant  source.  Cystitis 
and  ascending  infections  are  common  sequellae. 
Occasionally  the  psoas  fascia  is  penetrated,  usually 
on  the  right  side,  giving  rise  to  retroperitoneal 
abscess  or  fibrotic  mass  which  compresses  the 
ureter  and  leads  to  hydronephrosis. 

In  New  England  Journal  of  Medicine  of  March, 
1965,  a CPC  case  presented  with  severe  pain  over 
the  twelfth  right  rib  for  one  year.  He  had  diarrhea 
for  only  one  year  and  felt  full  in  the  upper  adbo- 
men  after  eating.  He  was  thought  to  have  a lesion 
of  the  right  twelfth  rib  at  another  hospital  and 
the  rib  was  removed  with  no  pathologic  finding. 
There  was,  however,  no  relief  of  pain.  In  this  case, 
there  was  no  real  malabsorption  and  the  films  of 
the  small  bowel  were  normal,  as  was  a barium 
enema,  except  for  indentation  of  the  medial  aspect 
of  the  duodenum.  An  intravenous  pyelogram  sug- 
gested a mass  in  the  middle  portion  of  the  right 
kidney  and  slight  dilatation  of  the  right  ureter. 
At  operation  he  was  found  to  have  far  advanced 
regional  enteritis  (typical  appearance  at  surgery) 
and  no  abnormality  was  felt  or  found  in  the  right 
kidney. 

Regional  enteritis  generally  produces  a short- 
ened transit  time  in  the  small  bowel  when  exten- 
sive jejuno-ileitis  is  present.  This  can  produce  a 
severe  malabsorption.  However,  we  again  get  back 
to  the  fever  problem.  There  was  no  fever  here. 
The  disease  has  accompanying  loss  of  occult  blood 
in  the  stool,  but  no  loss  is  noted  here. 

Finally,  adult  celiac  disease  is  a chronic,  slowly 
progressive  malabsorptive  disease  of  the  small 
bowel  due  to  intolerance  or  sensitivity  to  gluten. 


Fig.  2.  Photomicrograph  of  biopsy  of  normal 
jejunal  mucosa. 


It  is  known  to  exacerbate  with  periods  of  stress 
(possibly  pregnancy)  as  by  the  way,  does  ulcera- 
tive colitis  and  regional  enteritis.  It  presents  as  a 
chronic  diarrhea  problem  and  in  our  case,  she  took 
some  13  years  to  develop  a severe  malabsorptive 
syndrome.  While  this  is  possibly  regional  enteritis, 
I feel  with  our  given  set  of  signs  and  symptoms, 
we  must  consider  our  present  case  as  one  of  adult 
celiac  disease.  Gluten  is  the  water  insoluble  part 
of  flour  and  the  Gliadin  fraction  of  gluten  is  the 
offender.  Gliadin  has  high  glutamine  content,  but 
glutamine  has  no  ill  effect  on  adult  celiac  disease. 
Thus,  the  mechanism  of  malabsorption  by  gluten 
is  unknown.  There  are  two  theroies:  (1)  antibody 
immune  response  and  (2)  enzymatic  defect  in 
intestinal  epithelium. 

I suppose  I have  to  guess  the  nature  of  the 
operation.  I believe  this  was  a peroral  jejunal 
biopsy,  and  I predict  that  the  pathologist  will  find 
clubbing,  thickening  and  even  disappearance  of 
the  villi  with  increase  of  mitotic  figures  and 
eosinphile  infiltration  into  the  lamina  propria. 
Histo-chemical  and  bio-chemical  studies  show  de- 
creasing enzymatic  function  in  the  epithelium. 

The  diagnosis 

Dr.  McCleery:  Thank  you  for  your  discussion. 
Dr.  Holmes.  Yes,  the  operation  was  peroral  jejunal 
biopsy.  The  first  slide  (Fig.  2)  is  a usual  normal 
pattern  in  a jejunal  biopsy.  Note  the  tall  delicate 
villi.  The  next  (Fig.  3)  is  from  this  case  and  we 
note  the  flat  appearance  of  the  mucosa  and  loss 
of  villous  pattern.  This  is  subtotal  villous  atrophy 
compatible  with  adult  celia  disease.  Since  the 
microscopic  changes  seen  in  the  slides  from  this 
patient  have  been  described  in  diseases  other 
than  adult  celiac  disease,  the  proof  of  the  diagnosis 
lies  in  the  clinical  response  to  a gluten-free  diet. 
On  follow  up,  this  patient  has  gained  weight,  has 
been  free  of  diarbhea  and  has  regained  her  health. 
She  has  done  very  well  on  this  diet  and  thus  our 
diagnosis  is  adult  celiac  disease. 


Fig.  3.  Photomicrograph  of  biopsy  of  jejunal 
mucosa  showing  villous  atrophy. 
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Symposium:  intra-uterine 
contraceptive  devices 

Complications  with  the  lUCD 

David  M.  Anderson,  Jr.,  MD,  Laramie 


A report  of  two  cases  and 
summary  of  the  literature. 


The  intrauterine  contraceptive  device  is  now 
1 widely  used  as  a method  of  conception  con- 
I trol.  However,  there  are  problems  with  its 
I insertion  and  failure  as  a contraceptive 
' about  which  both  the  physician  and  patient 
should  be  forewarned.  Two  cases  of  contra- 
ceptive failure  are  presented  with  a subse- 
quent summary  of  the  literature  concerning 
those  complications  which  have  been  cur- 
rently reported. 


CASE  REPORTS 

Case  1.  E.  B.,  a 24-year-old  primigravida,  had 
had  a No.  3 Birnberg  Bow  inserted  without  diffi- 
culty in  November  1964.  She  had  her  LMP  on 
February  10,  1965,  had  slight  bleeding  in  mid- 
March,  and  in  early  Api'il  a pregnancy  test  was 
positive.  In  mid-April,  the  Bow  was  removed 
vaginally  as  it  lay  low  in  the  cervix.  The  patient 
had  a small  amount  of  vaginal  bleeding  a few 
days  subsequently;  thereafter  her  pregnancy  pro- 
ceeded uneventfully  and  she  spontaneously  de- 
livered a normal  7 lb.  4 oz.  male  infant  at  term. 

Case  2.  K.  C.,  a 19-year-old  gravida  II,  para  I, 
had  a No.  3 Birnberg  Bow  inserted  at  her  six 
weeks’  checkup  in  1965  following  a normal  full- 
term  vaginal  delivery.  Her  LMP  was  in  late  April 
1966,  and  she  had  continual  irregular  bleeding 
thereafter  in  spite  of  which  the  uterus  enlarged 
normally  until  the  fifth  month  of  her  pregnancy. 
No  FHT  was  ever  heard.  She  spontaneously  went 
into  premature  labor  at  the  end  of  the  fifth  month, 
delivering  a stillborn  15  cm.  well-formed  male 
infant,  the  placenta  showing  evidence  of  pre- 
mature separation,  and  the  Birnberg  Bow  being 
spontaneously  expelled  along  with  the  placenta. 

Those  intrauterine  contraceptive  devices 
most  commonly  used  are  the  Margulies  Spiral 
or  Gynecoil,  the  Lippes  Loop,  the  Birnberg 
Bow,  and  the  Hall-Stone  or  Grafenberg  Ring. 
Complications  to  be  discussed  are  the  follow- 
ing: (1)  problems  associated  with  insertion 
and  removal;  (2)  retention  of  the  device  and 
incidence  of  contraceptive  failure. 
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Insertion  and  removal 

All  of  the  devices  are  introduced  by  being 
extruded  or  released  from  a semirigid  tube 
or  inserter.  The  preferred  time  of  insertion 
is  during  the  menses  or  at  the  postpartum 
checkup.  The  size  of  the  device  chosen  de- 
pends upon  the  parity  of  the  patient  and  size 
of  the  uterus.  Although  increases  in  size  of 
the  lUCD  augment  its  contraceptive  effi- 
ciency, they  likewise  multiply  the  incidence 
of  significant  cramping  and  bleeding,  and  the 
larger  bows  and  steel  rings  often  require 
dilation  of  the  cervix  to  facilitate  insertion 
and  removal,  especially  in  the  nuUiparous 
patient.’'  These  symptoms  subsequently  lead 
to  the  request  for  removal  in  5 to  10  per  cent 
of  cases.^  There  are  also  increasing  reports 
of  the  beaded  devices  becoming  imbedded  in 
the  cervix  or  vagina,  and  of  fragmentation 
of  the  devices  in-utero  during  removal.^” 

Because  of  the  high  infectious  morbidity 
previously  associated  with  intrauterine  con- 
traception, numerous  studies  have  been  made 
of  the  endometrium  with  the  presently  used 
plastic  devices.^®'  ^ All  reports  indicate 
that  there  is  some  endometrial  hyperemia, 
compression,  edema  and  leukocytic  infiltra- 
tion, but  all  agree  that  the  lUCD  does  not 
cause  pelvic  infection.  They  may,  however, 
aggravate  a pre-existing  infection.  The  exist- 
ence of  pelvic  inflammatory  disease,  fibro- 
myomata,  abnormal  bleeding,  and  congenital 
anomalies  constitute  contraindications  to  in- 
trauterine contraception.  The  patient  may  be 
assured  that  there  is  no  evidence  that  the 
lUCD  will  cause  endometrial  or  cervical 
cancer.^2' 

During  insertion  the  more  rigid,  devices 
are  more  likely  to  perforate  the  uterus.®  The 
incidence  of  perforation  of  the  uterus  is  ap- 
proximately 1 in  1,000  for  all  the  devices 
except  the  Birnberg  Bow,  which  is  1 in  200.^® 
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The  Bow  has  also  been  more  difficult  to  re- 
move, requiring  anesthesia  and  D & C in 
many  instances/  The  diagnosis  of  perforation 
of  the  uterus  may  often  be  difficult  as  many 
patients  are  asymptomatic  or  report  vague 
or  nonspecific  complaints/^  There  have  been 
several  reports  of  bowel  strangulation  follow- 
ing partial  or  complete  extrusion  of  the  de- 
vice through  the  uterine  wall/-  It  is  there- 
fore recommended  that  any  open  ring  type 
device  such  as  the  Birnberg  Bow  or  Hall- 
Stone  ring  lying  within  the  abdominal  cavity 
be  immediately  removed  by  laparotomy; 
whereas  the  extrauterine  loop  or  spiral  can 
be  safely  observed  and  removed  at  a later  or 
more  convenient  time/® 

Diagnosis  of  misplacement  will  be  easier 
if  the  devices  used  are  provided  with  nylon 
tails  and  if  a sound  is  used  or  hysterograms 
are  done  at  the  time  of  x-ray/  Perforations 
may  prove  fewer  by  sounding  the  uterus 
prior  to  insertion  of  the  device,  by  delaying 
insertion  in  the  postpartum  patient  imtil  the 
eighth  week,  by  use  of  less  rigid  inserters 


and  plastic  materials,  and  by  avoiding  expul-  j 
sion  of  the  device  with  the  inserter  held  c 
against  the  uterine  wall/®  i 

Retention  of  the  device  and  failure  rate  i 

Although  the  smaller  and  more  pliable  ' 
devices  are  easier  to  insert,  they  also  have 
the  highest  incidence  of  expulsion.  Reports 
show  an  incidence  of  expulsion  of  from  3 to 
20  per  cent,  with  the  incidence  being  lowest  f 
with  the  Birnberg  Bow  and  highest  with  ^ 
Gynecoil.^^  The  patient  may  have  significant 
bleeding  or  cramping  during  spontaneous  ex-  ( 
pulsion,  but  as  it  may  be  altogether  unnoticed,  I 
various  detection  schemes  such  as  beaded  or 
nylon  tails  and  implanted  magnets  have  been 
devised  for  reassuring  the  user  of  its  pres-  ; 
ence.  In  addition,  larger  sized  spirals,  rings, 
loops  and  bows  are  now  being  used  to  de-  ^ 
crease  the  incidence  of  expulsion.  Reinsertion  j 
of  a larger  size  or  a different  device  will  be  ■ 
followed  again  by  expulsion  in  50  per  cent  , 
of  patients  who  will  have  an  increased  inci- 
dence of  significant  bleeding  and  cramping.^® 


roiiTINE  TB  screening  with 

ti:berculin,  tine  test 

(Rosenthal)  Lederle 


A^inelhod "SO  rapid  and 
simple  that  you  just  swah... 

'*  ttp.eap...pr^iss-..and  discard. 

read  at  48  to  72  hours,  are  conipaiable 
in  accuracy  to  those  of  older  standard  intradermal  tests.  The  ^ S 
self-contained,  disposable  unit  required  no  refrigeration  and  is  | 
stable  for  two  years.  Side  effects  are  possible  but  rare:  vesiculatioi 
ulceration,  or  necrosis  at  test  site.  Contraindications:  none,  but  use  wi 
caution  in  active  tuberculosis.  Available  in  boxes  of  5 and  cartons  of 


LEDESLE  laboratories,  A Division  of 
American  Cyanamid  Company,  Pearl  Rivet,  N.Y 


448-7-4983 
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Pregnancy  occurs  with  the  device  in  place 
I in  2 to  3 per  cent  of  patients  with  the  highest 
I failure  rate  observed  with  the  spiral  or  coil. 

I When  pregnancy  occurs  under  these  circum- 
^ stances,  the  abortion  rate  is  about  35  per 
: cent.^^  Increasing  reports  indicate  the  devices 
i are  being  used  to  induce  abortions,  however, 

I and  the  true  rate  is  uncertain.^*  “ It  should 
. be  noted  that  if  pregnancy  occurs  with  the 
i device  in-utero,  it  will  lie  outside  the  concep- 
tus  and  should  be  removed  if  it  is  situated 
’ low  in  the  cervical  canal  or  is  partially 
extruded Otherwise  it  is  left  undisturbed, 

1 and  if  pregnancy  proceeds,  it  is  usually  ex- 
pelled at  the  time  of  delivery  as  happened 
in  the  presently  reported  case.  Ectopic  preg- 
nancies with  the  lUCD  have  been  reported, 
but  the  number  as  yet  does  not  indicate  a 
j departure  from  the  usual  incidence.®* 

j 

i'  Summary  and  conclusions 

I Two  cases  are  presented  demonstrating 
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failure  of  the  lUCD  as  a contraceptive  device. 
Multiple  reports  in  the  literature  indicate 
that  it  is  satisfactory  in  75  per  cent  of  pa- 
tients.®* ^^*  ^^*  As  contraceptive  failure 

and  expulsion  is  highest  with  the  coil  or 
spiral,  and  serious  complications  are  highest 
with  the  bow  and  ring,  the  physician  may 
presently  find  the  loop  a compromise  if  he 
elects  to  prescribe  the  lUCD  as  a contracep- 
tive.^®*^^  In  a highly  motivated  and  intelligent 
patient  group,  an  lUCD  has  not  yet  been 
devised  which  will  offer  the  patient  the  de- 
gree of  contraceptive  protection  which  can 
be  achieved  by  the  oral  contraceptive  pills, 
and  the  significant  problems  encountered 
with  the  device  certainly  equal  or  surpass 
those  associated  with  the  “pills.”  Whereas  the 
lUCD  may  presently  be  a very  suitable  con- 
traceptive for  large  indigent  world  population 
groups,  the  private  physician  should  choose 
with  discretion  when  prescribing  contracep- 
tives for  his  individual  patient. ^^*  • 
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Effectiveness  of  the  lUCD 


E.  C.  Ridgway,  MD,  Cody 


Technic  and  conclusions  from 
experience  with  its  use. 

My  experience  with  the  intrauterine  contra- 
ceptive device  is  limited  to  87  insertions.  All 
except  13  were  the  Bimberg  Bows.  Follow- 
up was  carried  out  by  letter  and  personal  con- 
tact, with  all  except  nine  patients.  The  results 
of  this  survey  are  summarized  and  translated 
into  percentages  in  Table  1.  The  period  of 
observation  ranged  from  three  to  twenty-two 
months.  The  results  certainly  do  not  consti- 
tute satisfactory  conception  control.  One  pa- 
tient suffered  a perforation  that  required  sur- 
gical removal. 


TABLE  1 

Satisfied  patients  55% 

Pregnancies  12% 

Removals  because  of  symptoms 12% 

(bleeding,  pain,  etc.) 

Expulsions  3% 


The  following  points  of  management  and 
technic  are  important.  (1)  A signed  and  wit- 
nessed statement  which  covers  liability  of 
pregnancy,  untoward  effects,  and  infrequent 
but  serious  complications  is  always  obtained. 
(2)  The  method  is  always  discussed  with  the 
patient,  explaining  all  possibihties.  (3)  The 
insertion  is  done  with  sterile  technic  as  an 
office  procedure.  No  anesthesia  or  sedation 


is  required.  (4)  Careful  pelvic  examination 
to  determine  position  of  uterus  and  presence 
of  pelvic  disease  is  always  performed  prior 
to  insertion.  (5)  The  device  should  be  inserted 
only  at  the  six  weeks  postpartum  check-up 
or  at  the  end  of  the  menstrual  period.  Little 
or  no  dilatation  of  the  cervix  is  needed.  (6) 
This  method  is  avoided  in  the  nulliparous 
patient.  (7)  Devices  with  nylon  thread  or 
stem  for  later  identification  should  be  used. 
(8)  The  approximate  depth  of  endometrial 
cavity  should  be  measured  as  a guide  to 
depth  of  insertion  of  injector.  (9)  Injector 
device  should  be  inserted  to  full  depth  and 
then  withdrawn  as  device  is  inserted. 

From  experience,  I have  derived  several 
conclusions  about  the  use  of  these  contra- 
ceptive devices.  Birnberg  Bows  are  not  satis- 
factory. Spirals  and  loops  are  the  preferred 
devices  and  the  Lippes  Loop  is  my  preference 
at  this  time.  Birth  control  jelly  is  a valuable 
adjunct  to  the  device  if  the  patient  can  be 
convinced  of  its  value.  ICUD,  especially  if 
combined  with  contraceptive  jelly,  is  a valu- 
able method  of  contraception  control  for 
women  who  cannot  be  relied  upon  to  take 
birth  control  pills.  lUCD  is  still  in  the  process 
of  development  and  evaluation.  As  a method 
of  birth  control  it  is  probably  here  to  stay, 
and  future  changes  will  undoubtedly  elim- 
inate most  of  the  problems  associated  with 
its  use.  • 
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Experience  with  the  Saf-T-Coil 


1' 

f 

||  Goode  R.  Cheatham,  Jr.,  MD, 

Robert  H.  Bowden,  MD,  and 

, Clarke  M.  Young,  MD,  Casper 


i A combined  clinical  study  by  three 
! physicians  in  private  practice. 

Intrauterine  contraceptive  devices  are  not 
new.  There  is  an  Old  Testament  reference 
to  placing  a stone  in  a camel,  evidently  to 
avoid  pregnancy.  Early  in  this  century,  a 
guttapercha  ring  was  introduced  by  Grafen- 
berg,  with  generally  poor  results  due  to  ad- 
! verse  endometrial  reaction.  Similarly,  poor 
I results  in  the  1930’s  were  obtained  with 
“wishbones”  and  “buttons”  made  of  bakelite, 
gold,  and  silver.  Stainless  steel  springs  and 
rings  were,  and  still  are,  used,  notably  by 
the  Japanese  and  by  Stone’s  group  in  New 
York.  These,  of  course,  necessitate  operative 
insertion  and  the  complications  attendant  to 
this  type  of  insertion. 

More  recently,  there  have  been  numerous 
reports  of  intrauterine  contraceptive  devices 
made  with  chemically-inert,  barium-impreg- 
nated plastic.  Many  of  these  have  a built-in 
“memory.”  However,  to  date,  the  Saf-T-Coil 
33  and  Saf-T-Coil  33S  have  not  been  reported 
in  the  literature.  Neither  the  national  dis- 
tributor nor  the  manufacturer  can  supply  us 
with  a direct  reference  to  clinical  use  of 

I this  device.  It  is  a double-coiled  device  with 
either  a beaded  or  stringed  appendage.  Each 
is  in  a sterile  package  with  its  inserter. 

We  selected  this  device  in  May  of  1965, 
primarily  because  of  its  ease  of  insertion. 
! Sounding  has  been  recommended  before  in- 
1 sertion  of  any  of  these  devices,  and  when 
the  coils  are  withdrawn  into  the  plastic  in- 
serter, the  entire  device  serves  as  a sound. 
Generally,  we  have  inserted  these  at  the  end 
of  a menstrual  period.  Initially,  we  used  the 
beaded  device.  More  recently,  we  have  been 
using  the  double  coil  with  the  nylon  thread 
appendage. 


Results 

We  have  inserted  these  devices  for  205 
patients;  187  were  inserted  in  1965  and  1966. 
The  parity  ranged  from  I to  VIII.  We  have 
not  used  this  device  in  nuUigravidas.  Of  the 
205  patients,  154  fell  in  the  II,  III,  or  IV 
groups.  The  median  parity  was  2.5  (Fig.  1). 


Fig.  1.  Graph  of  parity  of  205  patients  provided 
with  an  intrauterine  contraceptive  device. 


Age  at  the  time  of  insertion  was  well  dis- 
tributed. The  mean  age  was  29  years  (Fig.  2) . 
The  one  patient  over  50  years  of  age  had 
delivered  her  last  child  at  48  years,  and 
continues  to  have  normal,  regular  menses 
at  51. 

The  patients  constitute  a good,  socio- 
economic cross-section  of  our  community, 
chiefly  because  there  is  no  clinic  for  our 
welfare  patients.  If  any  class  is  not  well 
represented  here,  it  would  be  the  relatively 
uninformed,  lower  income  group. 

Complications 

The  incidence  of  significant  complications 
with  these  initial  insertions  has  been  18  per 
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cent.  Spontaneous  rejection,  or  expulsion, 
was  noted  in  eight  patients,  and  occurred  as 
long  as  18  months  after  insertion.  One  other 
patient  reported  noting  the  beaded  device 
removed  with  a tampon  at  the  end  of  her 
period.  We  interpert  this  as  a spontaneous 
rejection,  also. 


Fig.  2.  Graph  of  age  groups  of  205  patients  with 
an  lUCD. 


The  device  was  removed  for  excessive 
bleeding  in  21  patients  who  had  the  beaded 
device  inserted  initially,  and  in  only  five 
who  had  the  threaded  device  inserted  initial- 
ly. Most  of  the  beaded  appendages  that  were 
removed  for  excessive  bleeding  were  replaced 
with  the  string-appendage  device,  with  a sub- 
sequent satisfactory  result. 

The  device  was  removed  and  changed  for 
a threaded-appendage  device  in  five  patients 
where  male  irritation  was  noted  with  the 
beaded  devices. 

In  four  instances,  the  device  was  removed 
electively,  because  of  the  patient’s  desire  to 
conceive.  In  two  instances,  it  was  removed 
for  “religious”  reasons. 

There  was  one  instance  of  perforation  of 
the  uterus,  necessitating  abdominal  removal. 
The  insertion  of  this  device  was  reported  as 
easy,  it  was  done  four  and  one-half  months 
postpartum,  and  its  abnormal  location  was 
detected  by  A-P  and  lateral  x-ray  films. 

We  have  observed  neither  endometritis 
nor  ectopic  pregnancy. 


Most  importantly,  four  patients  have  con- 
ceived intrauterine  pregnancies.  Three  of 
these  aborted  in  the  first  trimester.  Two  of 
these  aborting  passed  the  device  with  the 
placenta,  and  the  device  was  located  extra- 
ovular. It  was  also  in  an  extra-ovular  location 
in  the  third  patient,  but  had  to  be  removed 
manually  at  the  time  of  finger  curage,  shortly 
after  the  aborting  placenta  was  passed.  One 
of  the  aborting  patients  had  to  have  a D & C 
for  excessive  bleeding  four  days  after  the 
abortion;  only  decidual  tissue  was  found.  The 
fourth  patient  is  currently  14  weeks  preg- 
nant, and  has  shown  absolutely  no  signs  of 
aborting. 

Our  figures  are  not  absolutely  accurate, 
but  if  we  assume  the  device  has  been  in 
place  for  only  12  months  on  the  average,  we 
can  say  we  have  protected  for  2,460  woman- 
months.  With  only  four  pregnancies,  this 
gives  a rate  of  1.56  pregnancies  per  100 
woman-years.  If  the  one  pregnant  patient 
should  deliver,  the  rate  for  deliveries  is  0.48 
deliveries  per  100  woman-years. 

Conclusions 

Our  conclusions  are  based  on  an  admit- 
tedly small  group  of  patients.  Following  82 
per  cent  of  the  initial  insertions,  nothing 
more  was  done,  and  these  patients  are  wear- 
ing the  device  without  significant  complaint. 
This  figure  actually  should  be  corrected  to 
include  the  women  who  have  no  complaint 
after  insertion  of  the  coil  with  the  string 
appendage,  in  order  to  give  an  accurate  pic- 
ture of  the  “satisfied  customer.” 

We  have  had  to  replace  a fair  number  of 
the  coils  with  the  beaded  appendage  because 
of  excessive  bleeding.  We  feel  the  rather 
wide  plastic  tape  causes  bleeding  from  the 
cervical  canal.  For  this  reason,  we  feel  that 
the  device  with  the  beaded  appendage  should 
be  avoided.  Further,  in  this  regard,  the  plastic 
beads  have  been  “overgrown”  by  cervical 
tissue  in  three  instances,  necessitating  either 
removal  or  cutting  the  appendage  loose.  An- 
other factor  with  the  beaded  appendage  is 
the  occasional  complaint  of  the  sexual  part- 
ner. 

The  pregnancy  rate  in  these  patients  ap- 
proaches that  of  the  sequential  hormones, 
and  if  we  include  its  evident  effectiveness 
as  an  abortifacient,  it  even  surpasses  this.  If 
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the  effectiveness  of  the  device  is  measured 
! in  terms  of  babies  in  the  nursery,  we  think 
that  it  is  quite  effective. 

! We  have  not  been  able  to  delineate  ac- 
curately the  suitable  candidates  for  this 
method  of  contraception.  Spontaneous  rejec- 
j tion  is  poorly  understood.  All  four  women 
who  conceived  were  in  the  20  to  30-year  age 
■ group,  and  presumably  more  fertile  than  the 
older  women.  We  feel  the  device  has  merit 
and  continue  to  insert  it. 

i Summary 

We  have  delineated  some  of  the  major 
characteristics  of  a heterogeneous  group  of 


205  women  seeking  contraceptive  advice. 
Each  of  these  women  had  either  the  Saf-T- 
Coil  33  or  Saf-T-Coil  33S  inserted,  and  we 
have  reported  an  18  per  cent  incidence  of 
significant  complications  with  this  initial  in- 
sertion. 

The  estimated  pregnancy  rate  is  1.56  preg- 
nancies per  100  woman-years.  If  the  one 
patient  who  is  currently  pregnant  should 
carry  to  term,  the  delivery  rate  will  be  0.48 
deliveries  per  100  woman-years.  The  device 
is  evidently  a fairly  effective  abortifacient, 
as  well  as  a fairly  effective  contraceptive 
method  for  approximately  85  to  90  per  cent 
of  the  women  of  this  series.  • 


Sore  throats  in  an  Air  Force  clinic 


Clinical  evaluation  of  one  thousand  cases 

Tom  M.  Johnson,  Capt.,  USAF,  MC,  and  Frederic  P.  Anderson,  Capt., 

USAF,  MC,  Warren  Air  Force  Base,  Cheyenne 


We  are  all  interested  in  ^^sore  throats.” 

This  article  points  up  the  high  incidence 
of  inaccurate  diagnosis  and  misdirected 
treatment.  The  value  of  throat  culture 
is  emphasized. 

There  have  been  a number  of  excellent 
studies  suggesting  that  it  is  impossible  to 
make  a diagnosis  of  streptococcal  pharyngitis 
on  the  basis  of  clinical  judgment  alone. 
Siegal,  Johnson,  and  Stollerman^  along  with 
seven  other  physicians  in  a special  strepto- 
coccus, rheumatic  fever  clinic  studied  2,545 
selected  children,  in  the  age  bracket  3-16, 
with  pharyngitis.  They  found  47.7  per  cent 
of  these  harboring  beta  hemolytic  strepto- 
coccus on  either  a first  or  second  culture. 
The  examining  physicians  predicted  that  in 
55  per  cent  of  these  the  throat  culture  would 
reveal  beta  hemolytic  streptococcus  and  in 
the  others  that  the  culture  would  be  negative. 
They  stress  the  point  that  exudative  pharyn- 


gitis is  frequently  associated  with  viral  infec- 
tions and  that  enlargement  of  nodes  is  not  a 
distinguishing  factor  between  viral  and  bac- 
terial pharyngitis.  Also  noted  was  that  tem- 
perature greater  than  101°  and  white  count 
greater  than  12,000  occurs  with  equal  fre- 
quency in  both  streptococcal  and  non-strepto- 
coccal  pharyngitis.  Evans  and  Dick^  in  a 
study  of  acute  pharyngitis  and  tonsillitis  in 
University  of  Wisconsin  students  confirmed 
these  facts.  Also  they  analyzed  a group  of 
diagnostic  criteria  including  exudate,  pete- 
chiae,  edema,  lymphadenopathy,  and  white 
blood  count  coming  to  the  following  conclu- 
sions: “No  single  finding  or  constellation  of 
findings  included  more  than  66  per  cent  of 
the  streptococcal  cases  except  sore  throat 
which,  if  used  as  a criteria,  would  result  in 
treatment  of  about  all  cases  of  pharyngeal 
tonsillitis  with  penicillin,  64  per  cent  of  the 
total  unnecessarily.  It  is  absolutely  clear  that 
reliable  differentiation  of  patients  with  strep 
sore  throat  from  those  with  non-strep  throat 
depends  on  a throat  culture.” 
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Breese  and  Disney®  in  a private  pediatric 
practice  with  an  expressed  interest  in  strepto- 
coccal diseases,  were  able  to  predict  correctly 
strep  disease  in  70  per  cent  of  536  patients. 
This  was  an  average  figure  with  a higher 
prediction  rate  in  those  over  12  years  of  age 
and  lower  in  those  under  12.  Stillerman  and 
Bernstein^,  in  an  evaluation  of  1,141  cases 
of  acute  pharyngitis  seen  in  the  private  prac- 
tice of  one  pediatrician,  observed  that  certain 
groups  of  clinical  signs  related  to  sore  throats 
were  associated  with  a positive  culture  in 
more  than  70  per  cent  of  streptococcal  disease. 
However,  using  these  strict  criteria,  they 
were  able  to  predict  correctly  only  43  per 
cent  as  positive  for  the  streptococci.  Schultz® 
in  a study  of  acute  respiratory  disease  in 
naval  recruits  who  had  been  subjected  to 
mass  penicillin  prophylaxis  to  prevent  strep- 
tococcus, found  that  20  per  cent  of  the  pa- 
tients with  adenovirus  nasopharyngitis  pre- 
sented with  the  classical  clinical  features  of 
streptococcal  pharyngitis,  including  tonsillar 
exudate. 

Because  of  the  variation  in  the  physician’s 
ability  to  predict  streptococcal  disease  cor- 
rectly (ranging  from  43  to  70  per  cent),  and 
because  the  studies  were  all  done  by  either 
single  physicians  or  groups  of  physicians 
with  special  training  and  interest  in  strepto- 
coccal diseases  and  performed  in  specific  age 
group  populations,  we  felt  that  a study  con- 
ducted in  all  age  groups  by  a number  of 
physicians  as  would  obtain  in  a multispecialty 
clinic  or  in  general  practice  would  be  a valu- 
able addition. 

Methods 

Our  physician  population  at  Warren  AFB 
is  twelve  (all  just  out  of  their  respective 
training  programs)  with  six  being  general 
medical  officers,  two  internists,  one  pediatri- 
cian, two  surgeons,  and  one  psychiatrist.  They 
see  patients  either  during  regular  duty  hours 
or  as  Medical  Officer  of  the  Day.  All  throat 
cultures,  taken  for  any  reason,  on  patients 
that  were  seen  by  a physician  over  a three- 
month  period,  included  a form  asking  the 
physician  whether  or  not  he  felt  streptococcal 
pharyngitis  was  present.  This  procedure  was 
continued  until  1,000  sore  throats  as  a pre- 
senting complaint  were  collected.  These  dry 
swabs  were  then  plated  on  sheep’s  blood  agar 


in  less  than  12  hours  and  read  at  12,  18,  and 
24  hours.  The  laboratory  then  marked  the 
slips  as  positive  or  negative,  and  from  this 
survey  the  following  results  were  collected. 

Results 

The  base  population  consists  approximate- 
ly of  3,800  active  duty  personnel  and  approxi- 
mately 11,200  dependents  plus  an  undeter- 
mined number  of  retired  persons.  In  the  three 
months  in  which  the  study  was  in  progress  a 
total  of  4,870  cultures  were  taken  in  the 
clinic,  specifically  looking  for  beta  strepto- 
cocci. Of  these  589  or  12.1  per  cent  were  posi- 
tive, 1,998  cultures  were  taken  in  conjunction 
with  the  physicians’  clinical  evaluations;  356 
or  18  per  cent  were  positive  for  beta  strepto- 
cocci. One  thousand  of  these  patients  com- 
plained of  a sore  throat;  in  this  group  there 
were  222  positive  cultures  or  22.2  per  cent 
and  778  or  77.8  per  cent  negative  cultures. 

Of  the  222  positive  cultures  the  physicians 
predicted  correctly  in  95  and  incorrectly  in 
127.  Of  the  778  negative  cultures  the  physi- 
cians predicted  corrected  in  638  and  incor- 
rectly in  140.  Therefore,  if  a patient  came  to 
the  hospital  with  a sore  throat  due  to  a strep- 
tococcal infection,  the  correct  diagnosis  would 
be  made  43  per  cent  of  the  time.  If  his  sore 
throat  was  not  due  to  a streptococcal  infec- 
tion, the  correct  diagnosis  would  be  made  82 
per  cent  of  the  time.  Looking  at  the  same 
figures  in  a slightly  different  manner,  if  a 
physician  predicted  the  finding  of  beta  strep- 
tococci, on  culture  he  would  be  correct  40.5 
per  cent  of  the  time.  If  he  predicted  the  ab- 
sence of  beta  streptococci,  he  would  be  correct 
83.5  per  cent  of  the  time. 

Of  the  1,000  patients  with  sore  throats, 
647  were  children  of  13  years  and  under;  353 
were  adults.  Correct  predictions  of  strepto- 
coccal disease  was  made  in  42  per  cent  of  the 
children  and  45.5  per  cent  of  the  adults. 

There  were  998  patients  who  presented 
with  complaints  other  than  of  a sore  throat. 
Of  these,  134,  or  13  per  cent,  proved  to  have  a 
throat  culture  positive  for  beta  streptococci. 
The  physicians  predicted  correctly  in  only 
15  of  this  group,  or  11.3  per  cent. 

As  an  exercise  in  self-abasement,  the 
corpsmen  were  asked  to  evaluate  100  sore 
throats.  In  patients  with  positive  cultures  the 
corpsmen  predicted  correctly  in  61.5  per  cent; 
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in  those  with  negative  cultures  they  predicted 
correctly  in  65.5  per  cent.  Their  judgment  was 
incorrect  in  34.5  per  cent  while  that  of  the 
' physicians  was  incorrect  in  18  per  cent. 

Discussion 

The  conclusions  from  these  data  we  be- 
\ lieve  are  self-evident,  namely,  that  no  one 
. can  make  an  accurate  prediction  on  clinical 
■ grounds  of  the  presence  or  absence  of  strepto- 
cocci in  pharyngitis.  We  also  believe  that 
the  overall  judgment  rate  of  most  physicians 
. would  be  around  or  slightly  better  than  the 
40.4  per  cent  we  arrived  at.  We  realize  that 
. far  superior  figures  have  been  recorded,  and 
; indeed  should  be  recorded,  by  physicians  in- 
terested  in  streptococcus  or  dealing  with  only 
* one  age  group  population.  We  would  also 
I like  to  stress  the  poor  results  obtained  in 
; adults,  by  most  investigators,  and  Breese  and 
Disney'^  in  particular,  who  report  a 90  per 
cent  correct  prediction  rate  in  children  over 
; 12  years  of  age,  and  consider  an  adult  strep 
throat  more  classic  in  its  signs  and  symptoms 
, than  a pediatric  one. 

It  is  obvious  that  the  only  satisfactory 
i solution  to  this  problem  is  to  culture  the 
; throat,  optimally  at  24-72  hours  after  the 
' onset  of  the  illness,^  and  then,  in  general,  to 
await  the  results  of  the  culture  before  insti- 
■'  tuting  antibiotic  therapy.  This  is  not  to  say 
! that  one  should  withhold  treatment  from  all 
. those  acutely  ill,  for  chnical  judgment  will 
occasionally  dictate  starting  therapy  prior  to 
the  return  of  the  crdture.  Here  one  may  be 
[ reassured  by  the  eventual  results  of  the 
I culture  in  conjimction  with  the  presence  or 
i absence  of  the  therapeutic  response. 

We  feel  that  throat  cultures  should  be 
obtained  in  all  respiratory  diseaes  even  in 
; the  absence  of  clinical  pharyngitis.  This  is 
borne  out  in  the  figures  showing  the  recovery 
rate  of  13  per  cent  in  this  group  with  the 
poor  prediction  rate  by  the  physicians  of 
11.2  per  cent.  Assignment  of  etiologic  signifi- 
cance to  these  positive  streptococci  isolations 
is,  of  course,  controversial;  however,  in  our 
facility  all  positive  cultures  are  treated  with 
antibiotics. 

The  questions  would  arise  here  concern- 
ing the  accuracy  of  culture.  First,  how  often 
is  the  culture  falsely  negative?  In  a study 
by  Stillerman  and  Bernstein^,  in  two  cultures 


taken  at  the  same  visit  a disagreement  was 
found  in  1.3  per  cent  of  the  152  cases  studied. 
In  cultures  taken  at  two  successive  visits, 
disagreement  was  foimd  in  6.6  per  cent. 
Therefore,  they  consider  culture  error  to  be 
approximately  3 per  cent,  not  considering 
asymptomatic  carriers.  The  low  incidence  of 
culture  error  is  borne  out  in  a study  done 
by  Margeleth,  et  al.,®  in  the  Navy.  Over  a 
period  of  four  and  a half  years  in  a pediatric 
age  group,  they  did  20,000  cultures  with  a 
reculture  rate  of  5 per  cent.  Even  with  low 
figure  of  reculturing  they  documented  only 
one  case  of  rheumatic  fever  in  this  period  of 
time  and  in  this  number  of  cultures.  Although 
our  results  have  not  been  calculated  this  way, 
we  have  had  the  same  experience  and  degree 
of  confidence,  indicating  that  a second  culture 
is  occasionally  warranted  depending  upon  the 
clinical  situation. 

Secondly,  to  what  extent  does  delay  in 
plating  out  a dry  throat  culture  sent  through 
the  mail  affect  the  yield  of  streptococci? 
Breese'^  has  found  that  mailing  dry  swabs 
through  the  mail  with  delayed  plating  on 
rabbit  blood  agar  results  in  almost  100  per 
cent  recovery  up  to  the  first  week  and  greater 
than  90  per  cent  recovery  up  to  one  month. 

Patient  education  is  important  in  throat 
culture  programs.  We  feel  because  of  the 
stress  on  culturing  in  the  Armed  Services 
that  many  people  are  requesting  cultures 
rather  than  demanding  to  see  the  physician 
at  the  first  sign  of  a sore  throat  or  minor 
upper  respiratory  infection.  In  these  cases 
we  have  found  that  through  this  education 
the  patients  are  more  inclined  to  be  content 
with  symptomatic  remedies  for  non-strepto- 
coccal  infections. 

By  culturing  one  demonstrates  specific 
etiology  of  the  symptoms,  a primary  goal  in 
medicine.  One  also  avoids  over-treatment  and 
therefore  reduces  the  cost  to  the  patient  and 
lessens  the  chance  for  an  untoward  antibiotic 
reaction.  Above  all  other  benefits  of  cultur- 
ing, however,  is  the  chance  it  gives  the 
physician  to  locate  a source  of  individual 
streptococcal  disease.  A family  can  then  be 
cultured  and  appropriate  therapy  instituted. 
This  is  the  only  practical  means  of  preventing 
the  dread  sequelae  of  streptococcal  disease — 
acute  rheumatic  fever  and  glomerulonephri- 
tis. 
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Summary 

The  results  of  clinical  evaluation  by 
twelve  Air  Force  physicians  of  one  thousand 
patients  complaining  of  a sore  throat  were 
compared  with  the  results  of  the  throat  cul- 
ture. It  was  found  that  the  physician  was 
able  to  pedict  the  presence  of  streptococci 
correctly  in  only  43  per  cent.  It  is  concluded 


that  throat  cultures  are  the  only  reliable 
method  of  diagnosing  streptococcal  pharyn- 
gitis. • 
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Discussion  by  Donald  W.  Hunton, 

MD,  Cheyenne 

This  is  an  interesting  study  and  it  impresses 
me  that  we  have  no  alternative  except  to  acknowl- 
edge our  clinical  inadequacy  in  this  area  and  do 
throat  cultures  on  every  patient  with  an  upper 
respiratory  infection.  This  is  something  I do  not 
currently  do.  There  are  a number  of  other  com- 
ments appropriate  to  this  study,  which  deserve 
airing. 

The  first  is  to  congratulate  Dr.  Johnston  and 
Dr.  Anderson  on  a prospective  rather  than  a retro- 
spective study.  This  is  done  too  infrequently.  To 
plan  a study,  using  the  basic  principles  of  answer- 
ing a specific  question  by  formulating  an  experi- 
mental design,  incorporating  adequate  controls, 
recognizing  and  eliminating  prejudice  gives  results 
of  a superior  nature. 

The  second  is  the  study  which  was  designed  to 
confirm  or  not  confirm  someone  else’s  work.  This 
is  less  exciting  than  original  exploration  and  there- 
fore a much  neglected  area. 

The  third  is  the  publication  of  negative  results, 
a vital  professional  duty  which  is  too  often  swept 
under  the  rug. 

I have  to  take  issue  with  your  conclusion  that 


no  one  can  make  an  accurate  prediction  on  unequal 
grounds.  You  might  conclude  from  your  own  study 
only  that  no  one  did  do  so.  You  deliberately 
designed  your  study  to  eliminate  specific  interest, 
and  deliberately  left  in  physicians  who  may  have 
had  a capricious  outlook  on  the  clinical  diagnosis 
of  streptococcal  disease,  which  disallows  your  posi- 
tive conclusion. 

There  is  another  variable  which  might  serve  as 
the  focal  point  of  another  study.  Doctors  Breese 
and  Disney  live  in  Rochester,  New  York,  which  is 
another  high  endemic  streptococcal  area.  I have  a 
recollection  that  at  least  part  of  their  cases  may 
have  been  compiled  during  a strep  epidemic.  I 
also  recall  an  epidemic  of  streptococcal  disease  at 
Warren  AFB  in  1956,  wherein  we  had  480  patients 
in  a 150-bed  hospital.  In  these  circumstances,  our 
predictions  were  estimable  in  the  range  of  95  per 
cent.  Therefore,  I suspect  it  possible  that  the 
accuracy  rate  depends  upon  the  incidence  rates 
and  this  should  be  one  of  our  considerations. 

Finally,  I was  interested  in  several  investigators 
having  apparently  omitted  the  history  of  the 
disease.  I suspect  that  in  an  intensive  effort  to 
arrive  at  accurate  clinical  data,  one  should  consider 
the  abruptness  of  onset  and  immediate  toxicity  as 
being  useful  guides. 
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Methoxyflurane,  nitrous  oxide,  oxygen 

analgesia  for  delivery 


Thomas  T.  McGraiiahan,  MD,  Laramie 


h Intermittent  obstetrical  analgesia 
1 with  a new  agent. 

; In  July,  1963,  we  were  presented  a new  chal- 
I lenge,  that  of  providing  anesthesia  for  vaginal 
delivery  in  a hospital  where  almost  no  trained 
anesthesia  service  had  been  available.  In  the 
previous  year  only  18  of  557  vaginal  deliveries 
! had  been  attended  by  a trained  or  experi- 
enced anesthetist;  nine  other  deliveries  were 
; performed  under  regional  anesthesia  given 
i by  the  obstetrician.  Realizing  that  our  cover- 
age for  anesthesia  would  be  less  than  full- 
[ time  and  often  rushed  by  other  commitments, 
and  knowing  the  nature  of  obstetrics,  v/e 
desired  a technic  which  could  be  instituted 
[ rapidly  and  without  significant  preparation. 
' An  inhalation  technic  seemed  best.  Of  impor- 
, tance  then  was  the  selection  of  an  agent- 
i;  technic  combination  that  would  provide  max- 
imum comfort  for  the  mother  and  maximum 
i safety  for  both  mother  and  infant.  In  addition, 
S the  obstetricians  had  to  be  convinced  of  the 
S safety  of  the  method  (obstetricians  “know” 
1 that  inhalation  anesthesia  is  “bad”  for 
j babies),  it  had  to  be  non-flammable  because 
i of  the  lack  of  anti-ignition  precautions  in  the 
j delivery  suite,  and  it  had  to  be  an  easy 
1 method  to  teach  others. 

The  safest  possible  inhalation  technic  for 
obstetrics  would  seem  to  be  some  form  of 
analgesia,  whereby  the  patient  remains  con- 
scious and  cooperative  throughout  the  deliv- 
ery. If  the  mother  is  awake,  the  infant  should 
not  receive  depressing  quantities  of  anesthetic 
agent.  If  the  mother  is  awake,  her  chances  of 
aspirating  are  decreased.  In  addition,  a large 
number  of  young  women,  influenced  by  the 
writing  of  Dr.  Grantly  Dick  Read,  actually 
want  to  be  able  to  share  in  the  sights,  sounds, 
and  joys  of  the  birth  of  their  children. 


In  February,  1963,  Shnider,  et  al.,^  de- 
scribed continuous  obstetrical  analgesia  with 
both  cyclopropane  (3-5  per  cent)  and  nitrous 
oxide  (40  per  cent) . Both  methods  were 
shown  to  be  safe  and  effective.  The  cyclo- 
propane technic  would  not  meet  our  require- 
ments since  the  concentrations  required  are 
both  flammable  and  explosive.  In  our  hos- 
pital, the  previous  experience  of  the  obstetri- 
cians had  been  largely  with  intermittent 
self-administered  trichlorethylene.  Therefore, 
we  felt  that  an  intermittent  technic  would 
be  more  easily  accepted.  However,  the  inter- 
mittent administration  of  nitrous  oxide,  often 
referred  to  as  “whiffs,”  may  be  ineffective 
unless  uterine  contractions  are  well  antici- 
pated so  that  an  adequate  quantity  of  gas 
may  be  received  by  the  mother  before  breath- 
holding and  bearing  down  begin.  We  hoped 
that  if  a potent,  highly  analgesic  agent  which 
did  not  dissipate  rapidly  could  be  added  to 
the  familiar  “whiff”  technic  of  nitrous  oxide 
administration,  we  might  have  a method 
which  would  meet  all  our  criteria. 

Methoxyflurane  (Penthrane®)  has  been 
reported  to  be  an  excellent  obstetrical  anes- 
thetic.^' ^ Its  potency  and  analgesia  are 
well  known,  and  it  is  non-flammable.  Equally 
important,  when  used  intermittently  in  a 
Cyprane  inhaler  its  effect  has  been  noted  to 
linger  between  contractions.^  Thereafter,  we 
experimented  with  combinations  of  methoxy- 
flurane, nitrous  oxide,  and  oxygen. 

T echnic 

From  mid-1963  until  early  1965  the  follow- 
ing technic  evolved.  When  time  permitted, 
the  patients  were  visited  in  the  labor  room, 
examined,  and  the  forthcoming  events  were 
described  to  them.  They  were  lightly  pre- 
medicated at  the  discretion  of  the  obstetri- 
cian. In  late  first  stage  labor  or  in  second 
stage  labor  the  patients  were  moved  into  the 
delivery  room.  There  the  pulse  and  blood 
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pressure  were  monitored  routinely.  Anes- 
thesia equipment  consisted  of  a two  gas 
anesthesia  apparatus  with  a semi-closed 
circle,  soda  lime  cannister,  and  either  an 
in-line  No.  8 Heidbrink  vaporizer  or  an 
out-of-line  No.  10  Heidbrink  vaporizer.  The 
vaporizer  chosen  was  charged  with  methoxy- 
flurane.  The  soda  lime  cannister  was  such 
that  it  could  be  excluded  from  the  breathing 
circuit  had  the  patient  received  any  trichlor- 
ethylene  prior  to  the  arrival  of  the  anesthesi- 
ologist. 

To  produce  analgesia,  the  flowmeters  were 
set  for  two  liters  nitrous  oxide  and  two  liters 
oxygen,  and  left  there.  The  No.  8 vaporizer 
was  opened  from  nmnber  1 to  a maximum  of 
number  3.  The  control  knob  of  the  No.  10 
vaporizer  was  marked  with  an  engraved 
arrow.  Noting  the  position  of  the  arrow  when 
the  vaporizer  was  closed,  care  was  taken 
never  to  open  the  control  knob  more  than 
one-quarter  turn.  These  settings  were  varied 
according  to  the  patient’s  requirements,  and 
we  estimate  that  the  highest  concentrations 
thus  delivered  would  be  0.3  to  0.4  per  cent. 
A No.  100  Heidbrink  inhaler  casting  was  used 
to  connect  the  mask  to  the  inhaler  tubing, 
and  this  valve  was  closed  to  keep  the  mixture 
in  the  breathing  circuit  whenever  it  was  not 
being  administered  to  the  patient,  and  opened 
with  each  contraction. 

Patients  were  asked  to  tell  us  when  they 
felt  the  earhest  sign  of  a contraction.  The 
mask  was  then  applied,  the  valve  on  the 
inhaler  casting  opened,  and  the  patient  was 
instructed  to  take  twO'  or  three  moderately 
deep  breaths  and  then  hold  her  breath  on 
inspiration  and  bear  down.  This  was  repeated 
as  long  as  the  contraction  lasted.  With  in- 
creasing experience  it  was  often  possible  to 
anticipate  the  onset  of  uterine  contractions 
from  patient  movement,  changes  in  respira- 
tion, etc.,  before  the  patient  gave  any  verbal 
indications.  Conversation  was  carried  on  with 
the  patient  almost  constantly.  Instruction, 
encouragement,  and  exhortation  on  the  part 
of  the  anesthetist  was  most  important.  Ques- 
tions were  asked  often  enough  to  ascertain 
the  patient’s  mental  state  and  degree  of  com- 
fort. The  course  thus  steered  was  between 
discomfort  and  delerium.  As  would  be  ex- 
pected, when  individual  contractions  were 
long  in  duration,  or  very  close  together,  or 


when  the  second  stage  was  long  and  thus 
the  exposure  to  agents  was  increased,  pro- 
gressively less  methoxyflurane  was  required 
to  maintain  adequate  analgesia.  With  the 
delivery  of  the  head,  methoxyflurane  was 
discontinued,  and  the  patient  was  asked  to 
pant  and  not  bear  down,  while  the  obstetri- 
cian cleared  the  baby’s  airway.  If  the  meth- 
oxyflurane was  not  discontinued  at  this  point 
and  the  breathing  circuit  was  not  emptied 
of  the  previous  mixture  as  much  as  possible, 
the  mother  would  deepen  her  level  through 
hyperventilation  and  become  at  least  am- 
nesic for  the  terminal  events  of  the  second 
stage.  On  a signal  from  the  obstetrician  the 
patient  was  again  asked  to  bear  down  and  the 
delivery  completed.  Anesthetic  gases  were 
then  discontinued.  The  episiotomy  was  re- 
paired under  local  infiltration  or  pudendal 
block  anesthesia.  A few  breaths  of  the  anal- 
gesic mixture  were  given  with  the  delivery 
of  the  placenta  if  the  mother  found  this 
maneuver  uncomfortable  due  to  fundal  pres- 
sure. The  same  was  done  on  occasion  if  there 
was  some  discomfort  with  the  episiotomy 
repair  in  spite  of  the  regional  anesthesia. 

Method  of  study 

By  early  1965  we  felt  that  we  had  per- 
fected what  was,  in  our  clinical  opinion,  a 
safe,  effective  and  acceptable  method  for 
patient,  infant,  obstetrician,  and  anesthesi- 
ologist alike.  We  then  determined  that  for 
a period  of  one  year  we  would  offer  this 
technic  to  every  obstetrical  patient  in  whom 
it  was  applicable.  Records  were  kept  for  age, 
parity  (Table  1),  premedication  (Table  2), 
length  of  anesthetic  administration  (from 
first  mask  application  to  delivery,  not  actual 
minutes  of  inhalation),  regional  supplements 
to  analgesia,  any  additional  obstetrical  pro- 
cedures, incidence  of  nausea  and  vomiting, 
and  any  other  pertinent  data  concerning  the 
delivery  (i.e.,  abnormal  presentations,  cord 
around  neck,  etc.).  All  patients  were  visited 
daily  post-partum,  and  at  the  end  of  twenty- 
four  hours  they  were  asked  to  report  any 
nausea  or  vomiting.  Retching  and  vomiting 
in  the  delivery  room  was  recorded.  Infants 
were  graded  by  the  Apgar  scoring  system  at 
one  minute  and  again  at  five  minutes,  if  the 
original  score  was  six  or  below.  Other  data 
was  collected  as  needed. 
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TABLE  1 

Distribution  of  Parity 

Para 

No.  of  pts. 

% 

0 

62 

43% 

1 

39 

27% 

2 

25 

17% 

3 

11 

8% 

4 + 

7 

5% 

Total 

144 

100% 

TABLE  2 

Summary  of  Premedication 

Drugs  and  dosage  Pts. 

Meperidine  50  mg-hydroxyzine  50  mg 69 

Meperidine  75  mg-hydroxyzine  50  mg 19 

No  premedication  17 

Meperidine  50  mg 11 

Meperidine  75  mg-hydroxyzine  25  mg 10 

Hydroxyzine  50  mg 4 

Meperidine  50  mg.-promethazine  50  mg 3 

Meperidine  100  mg 2 

Meperidine  75  mg 2 

Meperidine  50  mg-hydroxyzine  25  mg 2 

Meperidine  50  mg-promethazine  25  mg 1 

Meperidine  50  mg-hydroxyzine  75  mg. 1 

Meperidine  50  mg-propiomazine  20  mg 1 

Meperidine  25  mg 1 

Pentobarbital  100  mg-propiomazine  20  mg 1 

Total 144 

Results 

Maternal:  From  April  11,  1965  through 
April  10,  1966  we  were  called  upon  to  assist 
with  deliveries  in  152  cases.  The  patients 
ranged  in  age  from  17  to  41.  Three  women, 
following  explanation,  chose  another  technic 
(1  spinal,  2 natural  childbirth).  We  arrived 
too  late  to  be  of  significant  assistance  to  one 
other.  Three  patients  were  known  to  carry 
dead  infants,  and  one  was  to  deliver  an 
illegitimate  child  whom  she  did  not  wish  to 
keep.  We  felt  that  memory  was  not  desirable 
in  these  patients,  and  there  being  no  contra- 
indications, hght  general  anesthesia  was  per- 
formed. These  eight  patients  were  then 
dropped  from  the  study. 

The  remaining  144  patients  were  evaluat- 
ed on  the  following  basis.  Those  who,  though 
accepting  the  idea  of  obstetrical  analgesia, 
were  unable  to  cooperate  or  for  some  other 
reason  were  taken  to  operative  levels  of  anes- 
thesia were  Group  O.  Those  who,  before 
leaving  the  delivery  room,  professed  good 
analgesia,  but  who  had  poor  memory  or  frank 
amnesia  for  the  expulsion  of  the  infant  were 
Group  l-(-.  Tliose  who,  before  leaving  the 


delivery  room,  professed  good  analgesia  and 
good  memory  for  the  expulsion  of  the  infant 
were  Group  2-|-. 

Of  the  144  parturient  females  who  entered 
the  delivery  room  prepared  for  obstetrical 
analgesia,  two  were  unable  to  cooperate,  and 
because  of  frank  panic  had  to  be  taken  to 
deeper  levels  of  anesthesia.  One  patient  had 
a very  difficult  breech  presentation  and  re- 
quired deeper  anesthesia  for  delivery.  These 
three  patients  were  the  only  ones  in  Group  O. 
They  made  up  2 per  cent  of  the  original  144, 
and  while  they  were  followed  through  their 
postpartum  course,  they  are  not  included  in 
the  study  to  any  further  extent. 

The  remaining  141  patients  (98  per  cent) 
successfully  completed  second  stage  labor 
with  obstetrical  analgesia.  Nineteen  (13  per 
cent)  were  classed  as  Group  1-|-,  and  122  (85 
per  cent)  were  classed  as  Group  2-\-.  The 
length  of  time  from  first  mask  application 
to  the  end  of  the  second  stage  ranged  from 
3 minutes  to  85  minutes,  with  an  average 
time  of  19  minutes. 

There  was  no  maternal  mortality,  no  as- 
piration, and  no  cardiovascular  or  obstetrical 
problem  related  to  anesthesia.  Supplements 
to  analgesia  were  local  infiltration  of  the 
perineum  in  63  patients,  and  pudendal  block 
in  68  patients.  In  addition,  seven  j>atients 
required  general  anesthesia  for  manual  ex- 
traction of  the  placenta  or  to  supplement 
ineffective  perineal  anesthesia. 

In  the  Group  1-|-  and  2-\-  patients  the 
following  additional  procedures  were  per- 
formed: episiotomy  and  repair,  129;  repair  of 
laceration,  3;  mid-forceps  rotation  with  or 
without  low  forceps  delivery,  10;  elective 
low  forceps  delivery,  10;  breech  extraction 
(one  with  Piper  forceps),  4;  cervical  inspec- 
tion, 1;  and  manual  extraction  of  the  pla- 
centa, 6.  These  add  up  to  a total  greater  than 
the  total  number  of  patients  since  some  pa- 
tients had  more  than  one  procedure;  however, 
the  10  mid-forcep  and  10  low-forcep  applica- 
tions represent  20  individuals. 

Five  patients  retched  or  vomited  on  the 
delivery  table.  Three  of  these  had  been  vomit- 
ing during  labor.  One  of  the  five  vomited 
immediately  following  injection  of  intrave- 
nous meperidine.  Of  these  five,  three  con- 
tinued to  vomit  up  to  one  hour  post-partum. 


for  July  1967 


57 


One  patient  complained  of  only  nausea  in  the 
24-hour  period  post-partum.  Five  patients 
had  one  emesis  each  in  the  24  hours  following 
delivery.  One  of  these  vomited  immediately 
upon  receiving  intravenous  ergotrate.  Data 
are  lacking  on  two  patients.  On  the  basis  of 
available  data,  the  gross  per  cent  of  those 
suffering  nausea  or  vomiting  during  delivery 
and  within  24  hours  after  delivery  is  7.9  per 
cent  (11  of  139  patients).  If  the  patients  with 
prior  vomiting,  and  the  patients  who  received 
intravenous  meperidine  and  ergotrate  are 
eliminated,  the  per  cent  drops  to  4.3  per  cent 
(6  patients). 

Infant:  There  was  no  infant  morbidity  or 
mortality  related  to  anesthesia.  Table  3 shows 
the  distribution  of  Apgar  scores  at  one  min- 
ute. Table  4 breaks  down  the  individual 
scores  6 and  below  and  shows  the  five  minute 
score,  the  reason  given  for  the  low  score,  and, 
in  the  one  case  of  infant  death,  the  autopsy 
findings. 


TABLE  3 

Apgar  Scores  at  One  Minute 


Score 

Pts. 

9-10 

109 

8 

23 

7 

2 

6 

1 

5 

3 

4 

1 

1 

2 

Total  141 

TABLE  4 

Analysis  of  Low  Apgar  Scores 

Apar  Apgar 

Reason 

1 min.  5 min. 

for  low  score  Autopsy  results 

6 9 

cord  tightly  around 

neck 

5 9 

difficult  breech 

5 8 

difficult  mid- 

forcep  rotation 

5 8 

prematurity 

4 5 

prematurity  primary  atelectasis 

1 8 

difficult  forceps 

1 8 

difficult  mid- 

forceps  rotation 

Discussion 


The  disadvantages  of  intermittent  obstet- 
rical analgesia,  too-little-too-late,  and  excite- 
ment from  sudden  high  concentrations  of 
rapidly  acting  agents,  have  been  well  pointed 
out  by  Shnider.^  We  feel,  however,  that  the 
particular  properties  of  methoxyflurane,  and 


the  changes  in  the  pulmonary  function  of  the 
parturient  female  combine  to  make  an  inter- 
mittent technic  feasible.  The  chronic  hyper- 
ventilation of  pregnancy,  enhanced  by  the 
pain  and  effort  of  labor,  markedly  hastens  the 
onset  of  action  of  a highly  soluble  anesthetic 
agent.®  Methoxyflurane,  with  a blood  solubil- 
ity coefficient  of  13®,  is  such  a drug.  The 
decrease  in  the  functional  residual  capacity 
of  the  lungs  (FRC)  during  pregnany  allows 
for  a more  rapid  increase  in  alveolar  concen- 
trations since  there  is  less  “diluent”  in  the 
lung.  This  decrease  also  hastens  induction, 
but  this  effect  is  most  noted  with  less  soluble 
agents.®  In  this  technic,  the  companion  gas 
is  nitrous  oxide  which  has  a blood  solubility 
coefficient  of  0.468’^.  In  addition,  it  has  been 
suggested  on  the  basis  of  water  and  blood 
solubihty  coefficients  of  methoxyflurane,  that 
an  anemic  patient  would  be  more  easily  an- 
esthetized with  this  agent.  The  patient  in 
labor  commonly  has  a hypervolemia  with  a 
decreased  hematocrit.  These  three  effects, 
then,  the  first  two  probably  being  the  most 
important,  produce  a rapid  onset  of  action 
when  methoxyflurane  and  nitrous  oxide  are 
administered  at  the  beginning  of  a contrac- 
tion. The  high  blood  solubihty  of  methoxy- 
flurane, which  largely  accounts  for  a some- 
times bothersome  long  recovery  from  general 
anesthesia,  also  accounts  for  its  effect  linger- 
ing between  contractions,  so  that  patients  are 
nicely  sedated  then,  and  with  each  succeeding 
inhalation  they  obtain  even  greater  analgesia. 
Since  the  technic  is  intermittent,  and  there 
is  some  recovery  between  contractions,  but 
with  the  retention  of  some  analgesia,  we  did 
not  encounter  a problem  with  excitement 
which  might  be  noted  if  a poorly  analgesic 
agent  was  administered.  Use  of  methoxyflu- 
rane and  nitrous  oxide  by  this  method  does, 
however,  require  careful  observation  and 
constant  contact  with  the  patient  to  avoid 
amnesia  at  the  time  of  expulsion  of  the  infant 
when  ventilation  is  greatest.  When  amnesia 
did  occur,  patients  remained  cooperative  and 
would  respond  to  commands. 

Strictly  speaking,  the  patients  for  this 
study  were  unselected.  While  it  is  true  that 
the  anesthesia  service  did  not  select  the  pa- 
tients, they  were  in  fact  highly  selected.  In 
our  hospital,  anesthesia  service  for  the  obstet- 
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j rical  patient  is  not  routine,  and  must  be 
' requested  by  the  obstetrician.  During  the 
' period  of  this  study  there  were  519  vaginal 
I deliveries  in  the  hospital.  Thirty-one  patients 
, received  general  anesthesia  from  a nurse. 

Fifteen  patients  received  regional  anesthesia 
I from  an  obstetrician,  and  we  saw  152  patients. 
!,  The  remaining  321  deliveries  during  the  study 
^ period  were  performed  without  anesthesia 
I.  personnel,  primarily  with  self-administered 
' trichlorethylene  and  local  infiltration.  Anes- 
5 thesia  service  is  requested  most  often  for 
patients  of  low  parity,  where  the  most  dis- 
comfort is  expected,  and  for  patients  in  whom 
problems,  either  maternal  or  fetal  (such  as 
abnormal  presentations,  uterine  inertia,  pre- 
vious history  of  hemorrhage,  borderline  pel- 
vimetry, fetal  distress,  prematurity,  etc.)  are 
apparent  or  likely.  We  feel  that  the  efficacy 
of  this  technic  is  more  apparent  when  one 
considers  that  this  is  the  population  in  which 
it  was  employed.  In  all  fairness,  however, 
it  should  be  noted  that  these  patients  were 
very  well  prepared  for  labor  and  delivery 
by  their  physicians  before  entering  the  hos- 
pital. 

It  is  also  important  to  point  out  that  of  the 
144  patients  who  originally  accepted  the  idea 
of  intermittent  obstetrical  analgesia,  eleven 
(7.7  per  cent)  received  a general  anesthetic 
: before  leaving  the  delivery  room.  Thus  a 
decision  to  use  a “safe”  analgesic  technic  does 
not  relieve  the  anesthesiologist  of  the  respon- 
sibility for  knowing  when  and  what  amount 
the  patient  ate  last,  and  for  having  suction, 
I endotracheal  equipment,  and  muscle  relax- 
ants  at  hand. 


Summary 

A technic  of  intermittent  obstetrical  anal- 
gesia using  methoxyflurane,  nitrous  oxide, 
and  oxygen  is  described.  One  year’s  experi- 
ence with  its  use  in  144  patients  is  outlined. 
The  technic  was  effective  in  141  (98  per  cent) 
patients.  There  was  a relatively  low  inci- 
dence of  vomiting  and  no  maternal  or  fetal 
complications  related  to  analgesia.  Eleven  of 
the  patients  required  general  anesthesia  for 
either  delivery  or  post-partum  problems.  The 
efficacy  of  methoxyflurane-nitrous  oxide  as 
an  intermittent  analgesic  is  probably  related 
to  changes  in  maternal  pulmonary  function, 
and  to  the  blood  solubility  of  the  agents. 

Addendum 

Since  completion  of  this  study,  we  have 
performed  this  technic  on  a number  of  pa- 
tients using  an  apparatus  more  suited  to 
intermittent  administration,  a McKesson  Nar- 
matic  (No.  1362)  with  an  ether  vaporizer. 
The  demand  flow,  and  the  non-rebreathing 
circuit  are  desirable  features.  To  obtain  anal- 
gesia, the  oxygen  is  set  at  50  per  cent  (the 
other  50  per  cent  being  nitrous  oxide),  and 
the  ether  vaporizer  charged  with  methoxy- 
flurane opened  no  higher  than  the  2 cali- 
bration. • 
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Manometry  of  the  common  bile  duct 


This  report  illustrates  areas  of 
concern  in  biliary  tract  surgery 
in  which  the  measuresment  of 
intraductal  pressures  is  helpful. 

As  A CONSEQUENCE  of  the  increasing  age  of  our 
population,  the  frequency  of  complicated  bile 
duct  disease  will  certainly  rise.  Cholangi- 
ography has  been  of  inestimable  help  in  both 
diagnosis  and  treatment  of  difficult  biliary 
tract  problems.  The  addition  of  manometry 
to  the  armamentarian  of  the  surgeon  will  be 
of  further  value. 

In  1901  Opie^  proposed  that  an  obstruction 
situated  in  the  terminus  of  the  ampulla 
formed  by  a confluence  of  the  bihary  and 
pancreatic  ducts  would  permit  the  flow  of 
bile  into  the  pancreas  with  resultant  pancre- 
atitis. This  “common  channel”  theory  pro- 
voked a controversy  that  is  still  much  alive. 
It  also  excited  a study  of  pressure  relation- 
ships between  the  two  ductal  systems  that 
continues  to  this  day. 

In  1947,  Mallet-Guy,^  of  France,  described 
radiomanometry.  He  felt  that  operative  cho- 
langiography could  not  be  properly  evaluated 
without  fluoroscopy.  Since  fluoroscopy  could 
not  be  conducted  in  the  operating  room,  he 
obtained  manometric  recordings  of  intraduc- 
tal pressures  and  suggested  that  the  curves 
of  biliary  pressure  changes  could  be  substi- 
tuted as  the  equivalent  of  fluoroscopic  visual- 
ization. The  hyperpressure  tests  conducted 
by  Mallet-Guy^  led  him  to  establish  a “nor- 
mal” range  of  biliary  tract  pressure  between 
8-14  cm.  of  water. 

In  1960,  Goinard  and  Pelissier,^  of  Algiers, 
reported  their  experiences  in  the  use  of 
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pharmacodynamic  radiomanometry  and  “to- 
tal sphincteroplasty”  without  drainage  of  the 
common  duct  in  100  patients  with  biliary 
tract  disease.  To  induce  active  choleresis,  100 
mg.  of  sodium  dehydrocholate  is  injected 
intravenously  10  minutes  before  measurement 
of  the  intraductal  pressure.  They  found  the 
normal  flow  pressure  to  vary  between  10-12 
cm.  and  felt  that  a pressure  of  16  cm.  or  over 
indicated  some  hindrance  to  bile  flow  through 
the  sphincter  of  Oddi.  A cross-check  is  made 
by  introducing  an  ampule  of  amyl  nitrite  into 
the  anesthetic  circuit.  This  consistently  causes 
any  pre-existing  spontaneous  or  provoked 
spasm  to  subside  in  20  to  30  seconds. 

In  1963,  Scott®  and  others  from  the  Mayo 
Clinic  reported  on  the  resistance  to  flow 
through  the  common  ducts  of  24  patients  with 
T-tube  drainage  tested  on  the  tenth  post- 
operative day.  Relationships  between  applied 
pressures  and  flow  rates  were  governed  by 
resistance  to  the  flow  of  saline.  These  studies 
indicated  a “basal”  intraductal  pressure  range 
of  3.9  to  16.3  cm.  with  an  “average”  of  9.6  cm. 
of  saline.  The  studies  concerning  the  resist- 
ance to  the  flow  of  saline  through  the  biliary 
tract  indicated  that  when  the  intraductal 
pressure  was  less  than  7 cm.,  there  occurred 
an  outflow  of  bile  but  at  pressures  greater 
than  8 cm.,  saline  flowed  into  the  common 
duct.  They  concluded  that  in  all  but  four 
patients,  the  choledochal  sphincter  was  closed 
at  applied  pressures  less  than  the  initial  per- 
fusion pressure.  In  addition,  they  reported  a 
large  resistance  to  flow  at  pressures  up  to 
2-4  cm.  above  initial  perfusion  pressure  but 
at  this  pressure,  resistance  decreased  sudden- 
ly with  corresponding  marked  increases  in 
flow  rates. 
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I Method  of  obtaining  manometric  levels 

The  intubated  common  bile  duct,  via  T- 
' tube  or  catheter,  indwelling  polyethylene 
I tube  or  needle,  is  connected  to  a manometer 
. held  in  the  mid-coronal  plane.  Small  amounts 
: of  water  or  saline  (2-5  ccs.)  are  instilled  and 
manometric  readings  observed.  The  quantity 
, of  fluid  instilled  will  depend  on  the  size  of 
i the  duct  and  the  degree  of  filling  at  the  time 
i of  study.  A rapid  fall  in  the  level  to  a value 
I near  10  cm.  is  considered  “normal.”  A slow 
' fall  to  this  or  lower  pressures  is  regarded 
; with  suspicion.  A slow  fall  to  a value  of  15 
: cm.  or  higher  is  considered  “abnormal.” 

There  are  both  advantages  and  limitations 
in  the  use  of  this  technic: 

1.  The  method  is  “simplicity  itself”  and 
I lends  itself  not  only  to  easy  operative  use 
i but  also  to  quick  and  easy  use  in  the  post- 
operative phase.  Because  of  its  ease  of  use, 
one  real  value  rests  in  the  fact  that  multiple 
serial  readings  can  be  obtained  without  diffi- 
culty, thus  aiding  in  evaluating  postoperative 
changes  within  the  duct. 

2.  One  must  be  alert  to  the  fact  that  “ab- 
normal” values  may  be  elicited  by  spasm  of 

t the  sphincter  of  Oddi,  by  a stone  momentarily 
blocking  the  outflow  of  bile,  by  artificial 
kinking  of  the  mechanical  apparatus,  or  by 
t “sludge”  accumulating  about  the  T-tube  or 
j ampulla. 

3.  Cholangiography  remains  a proven  and 
vital  adjunct  of  biliary  tract  surgery.  Manom- 
etry will,  if  used  consistently,  prove  to  be 
of  ancillary  help  in  interpreting  cholangio- 
grams.  The  cholangiograms  will,  in  turn,  aid 
in  explaining  the  manometric  values. 

4.  Repeated  use  and  the  experience  gained 
i is  essential  to  develop  confidence  in  the 
I maneuver  and  familiarity  with  the  defects  in 
f the  method. 

I Case  material 

The  experiences  gained  in  the  treatment 
of  65  patients  who  underwent  exploration  of 
; the  common  bile  duct  for  benign  disease  form 
the  basis  for  this  report.  Excluded  are  malig- 
nancies and  known  common  duct  strictures. 
Included  are  those  patients  that  posed  the 
question  of  the  existence  of  common  duct 
' stones,  stenosis  of  the  ampulla  of  Vater,  or 
both. 

Of  these  patients,  28  were  either  jaundiced 
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at  the  time  of  operation  or  had  recently  been 
jaundiced.  Of  this  group,  22  had  common  bile 
duct  stones,  6 did  not.  Some  37  patients  had 
no  history  of  jaundice.  Of  these,  20  had  com- 
mon bile  duct  stones  and  in  17  cases,  no 
stones  were  found. 

The  operative  procedures  carried  out  were 
varied  (Table  1).  Although  the  most  com- 
monly performed  procedure  was  that  of 
cholecystectomy  and  exploration  of  the  com- 
mon bile  duct,  it  must  be  recognized  that  this 
procedure  includes  most  of  those  searches 
that  proved  friutless  for  common  duct  stone. 
In  addition,  it  may  be  fairly  stated  that  al- 
though exploration  of  the  common  duct  in 
association  with  duodenotomy  and  sphinc- 
teroplasty was  carried  out  only  nine  times, 
the  other  procedures  of  choledochoduodenos- 
tomy  and  cholecystogastrostomy  were  done 
to  bypass  ampullary  stenosis.  Thus,  the  inci- 
dence of  ampullary  stenosis  was  significant. 

TABLE  1 

65  OPERATIONS  FOR  COMMON  DUCT  DISEASE 


CHOLECYSTECTOMY  and 

CHOLEDOCHOTOMY  45 

CHOLEDOCHOTOMY  and 

DUODENOSTOMY  9 

CHOLEDOCHOTOMY  5 

CHOLEDOCHODUODENOSTOMY  5 

CHOLECYSTOGASTROSTOMY  I 


Manometry  in  determining  when 
to  remove  a T -tube 

Manometric  studies  are  of  aid  in  several 
problem  areas  of  surgery  of  the  biliary  tract. 
The  proper  time  to  remove  a T-tube,  often 
an  empiric  decision,  can  be  determined  by 
measurement. 

CASE  REPORT 

Case  1:  J.  B.,  a 35-year-old  white  male,  was 
operated  because  of  extrahepatic  obstructive  jaun- 
dice. At  operation,  a “woody-hard”  gallbladder 
containing  a single  large  stone  was  removed.  The 
common  duct  was  free  of  stone  or  stenosis  and 
the  obstruction  was  found  to  be  due  to  an  inflam- 
matory mechanical  “kinking”  of  the  common  duct. 
Bakes  dilators  through  8 mm.  were  passed  through 
the  ampulla  with  ease.  A T-tube  was  inserted  and 
manometric  and  cholangiographic  studies  were 
carried  out  and  nothing  abnormal  noted.  During 
his  hospital  stay,  the  ductal  pressures  ranged  from 
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15-20  cm.  of  water.  At  the  fourth  postoperative 
week,  the  manometric  readings  were  at  “normal.” 
(A  fast  drop  to  10  cm.)  A repeat  T-tube  cholangi- 
ogram  was  negative  and  the  tube  removed  during 
the  fifth  postoperative  week. 

Comment:  In  the  process  of  determining 
the  presence  or  absence  of  stenosis  of  the 
ampulla,  the  time  honored  passage  of  Bakes 
dilators  occupies  a hallowed  place.  Most  sur- 
geons feel  that  if  a 3 mm.  dilator  passes  with 
ease,  there  is  no  stenosis,  but  that  if  such 
does  not  occur,  there  is  good  reason  to  expect 
stenosis.  All  surgeons  recognize  the  danger  of 
false  passages  of  the  probes.  It  has  occurred 
that  we  may  not  appreciate  how  much  edema 
and  inflammation  may  result  from  this  “dila- 
tation.” Thus  may  result  the  actual  cause  of 
an  obstructive  process  in  the  postoperative 
period.  Repeated  manometries  of  the  common 
duct  tract  will  be  of  real  help  in  following 
the  degree  of  healing  to  the  status  of  a 
“normal”  ampulla.  Thus,  when  the  pressure 
drops  to  a hmit  of  “normal”  values,  the  oc- 
cluded T-tube  is  tolerated  without  symptoms, 
a postoperative  cholangiogram  is  negative,  it 
may  be  assumed  that  this  indeed  is  the  correct 
time  to  remove  the  tube. 

Manometry  in  distal  common  duct  stenosis 

One  of  the  most  difficult  problems  in  the 
care  of  patients  with  biliary  tract  disease  is 
the  diagnosis  of  distal  common  duct  stenosis. 
As  one  might  surmise,  speculation  is  legion 
concerning  cause  of  it  (or  its  symptoms; 
“ampullary  stenosis,”  “stenosis  of  the  sphinc- 
ter of  Oddi,”  “Fibrotic  Odditis,”  etc.)  and  the 
role  of  this  abnormality  in  bile  tract  disease. 
Stones,  “sludge,”  trauma,  pancreatitis,  duode- 
nitis, muscular  hypertrophy,  cholesterolosis, 
spasm,  have  all  been  implicated. 

The  cause  of  distal  common  duct  stenosis 
in  man  cannot  be  proven  with  assurance. 
Doubilet  and  Muiholland®  consider  chronic 
spasm  of  the  sphincter  “a  sealing  mechanism” 
to  be  responsible  for  most  cases  of  pancreati- 
tis and  fibrosis  of  the  sphincter,  second  in 
frequency  only  to  ampullary  injury  caused 
by  stone,  inflammation  and  trauma.  In  ani- 
mals, stenosing  choledochitis  has  been  pro- 
duced several  times  by  different  groups 
(Wolfer,'^  Hjorth,®  Bisgard  and  Baker®)  by 
employing  pancreatic  juice  activated  by  bile. 
But  what  evidence  is  there  that  distal  com- 
mon duct  stenosis  is  a pathological  entity  in 
man? 


In  1960  Paolino  and  Cavalcanti^®  compared 
23  biopsy  specimens  removed  at  the  time  of 
sphincteroplasty  with  22  specimens  removed 
at  autopsy  from  patients  with  no  history  or 
evidence  of  biliary  tract  disease.  Either  mus- 
cular hypertrophy,  fibrosis  or  inflammatory 
infiltration  was  noted  in  all  of  the  sphincter- 
otomy biopsies,  but  no  pathologic  lesion  was 
found  in  the  autopsy  specimens.  Mahorner 
and  Browne“  found  the  obstruction  to  be 
in  the  papilla  or  meatus  rather  than  in  the 
sphincter  in  29  patients  having  sphincterot- 
omy. Cattell,  Colcock  and  PoUack*^  felt  that 
fibrotic  stenosis  of  the  sphincter  can  occur 
without  stones  or  previous  trauma,  since  re- 
ported biopsies  (12)  showed  “chronic  inflam- 
mation and  fibrosis”  as  compared  to  normal 
sphincters  of  Oddi  removed  at  autopsy.  In  a 
clinicopathologic  review  of  50  cases,  Grace^® 
added  to  the  evidence  that  scarring  produces 
stenosis  as  a final  result  of  inflammatory 
reaction.  Very  recently,  Acosta  and  Nardi^^ 
studied  some  61  patients  with  benign  inflam- 
matory stenosis  of  the  lower  end  of  the 
common  duct  and  concluded  that  chronic 
lesions  were  the  result  of  repeated  acute 
inflammatory  episodes. 

In  distal  common  duct  stenosis  there  are 
three  problems  that  deserve  comment: 

1.  DETECTION  OF  INTRADUCTAL  DIS- 
EASE AT  TIME  OF  CHOLECYSTECTOMY. 

In  many  ways,  this  problem  is  the  most 
difficult  to  solve  since  the  answer  depends 
on  two  prime  factors — the  indications  for 
exploration  of  the  common  duct  and  the  role 
of  cholangiography  as  a routine  technic.  Be- 
hind the  positive  indications  for  ductal  ex- 
ploration lies  the  fear  of  injury  to  the  duct, 
and  a valid  fear  this  is,  since  operative  trauma 
has  been  reported  as  the  cause  of  common 
duct  stricture  by  Cole^®  in  72  per  cent  of  his 
series,  and  by  CattelP®  and  Lahey’^  in  about 
80  per  cent  of  their  cases.  The  per  cent  of 
cases  subjected  to  common  duct  exploration 
varies  so  widely  that  this  in  itself  acknowl- 
edges the  fact  that,  in  practice,  there  is  no 
general  agreement  as  to  indications  for  ex- 
ploration. However,  Kirtley^®  states  that  there 
are  three  absolute  indications  for  exploration 
of  the  common  duct  at  the  time  of  cholecyst- 
ectomy: (1)  an  abnormally  dilated  duct  (10 
mm.  or  larger),  (2)  palpable  stone  or  stones 
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in  the  duct,  and  (3)  a definite  history  or  pres- 
I ence  of  jaundice  of  the  obstructive  type. 

The  role  of  operative  cholangiography  to 
I detect  common  duct  stone  is  similarly  subject 
to  wide  variations  in  use.  It  is  clear,  however, 
that  frequent  use  and  resultant  experience 
yields  dividends  in  the  avoidance  of  error, 
the  saving  of  time,  and  the  increased  accuracy 
of  the  method.  Hicken  and  McAllister’^®  re- 
ported an  incidence  of  “overlooked”  stones 
in  19  per  cent  of  486  choledochotomies  with- 
out operative  cholangiograms  as  compared 
to  4.0  per  cent  residual  intraductal  stones 
when  operative  and  completion  cholangio- 
grams were  made  in  407  patients. 

2.  THE  PROBLEM  OF  EVALUATION 
OF  THE  PATIENT  WITH  A POOR  RESULT 
FOLLOWING  CHOLECYSTECTOMY. 

The  “postcholecystectomy  syndrome”  may 
be  produced  by  retained  or  recurrent  stone, 
pancreatitis,  carcinoma  of  the  ampulla  or 
pancreas.  There  ai'e,  however,  many  patients 
with  a poor  result  following  cholecystectomy 
who  do  not  have  any  of  these  entities  re- 
sponsible for  their  symptoms.  Cattell,  Colcock 
and  Pollack^^  operated  100  patients  with  ste- 
nosis of  the  sphincter  of  Oddi  and  stricture 
of  the  ampulla  of  Vater;  they  felt  that  this 
condition  may  be  responsible  for  repeated 
attacks  of  severe  pain  in  the  right  upper 
quadrant  with  or  without  associated  jaundice 
or  dilatation  of  the  common  duct.  Kirtley^® 
believes  that  ampullary  stenosis  is  the  cause 
of  “postcholecystectomy  syndrome”  in  the 
absence  of  common  duct  stones  or  recur- 
rent pancreatitis,  excluding  malignancy,  del- 
Valle,2“  writing  on  this  subject  in  1928,  felt 
that  it  was  possible  to  make  a diagnosis  of 
“fibrotic  odditis”  preoperatively  on  clinical 
grounds,  i.e.,  a typical  radiation  to  the  verte- 
bral column  at  the  level  of  the  first  lumbar 
vertebra  and  also  toward  the  left  scapular 
angle. 

Although  the  radiation  of  pain  may  at 
i times  be  helful,  it  is  certain  that  the  advent 
of  intravenous  cholangiography  has  been  of 
siibstantive  value  in  the  diagnosis  of  ampul- 
lary stenosis.  Wise  and  O’Brietf^  studied  the 
' results  in  300  intravenous  cholangiograms. 
In  142  patients,  the  bile  passages  were  suc- 
cessfully visualized  after  cholecystectomy,  so 
that  the  diameter  of  the  duct  could  be  mea- 


sured. These  data  were  compared  with  the 
results  of  actually  exploring  the  duct  for 
obstructions.  All  ducts  dilated  to  a diameter 
greater  than  15  mm.  were  found  to  be  par- 
tially obstructed,  and  all  those  lower  than 
8 mm.  were  unobstructed.  The  group,  there- 
fore, with  measures  between  8 and  15  mm.  in 
diameter  formed  a “grey”  area  in  which  the 
measurements  were  of  no  value  in  determin- 
ing the  presence  or  absence  of  obstruction. 

3.  THE  PROBLEM  OF  RECURRENT 
DUCT  STONE. 

Glenn^^  analyzed  the  problem  of  recurrent 
or  retained  common  duct  stone  and  demon- 
strated an  incidence  of  4.3  per  cent  residual 
stones  after  negative  duct  exploration  and 
a 9.3  per  cent  incidence  after  positive  duct 
exploration.  The  problem  of  recurrent  com- 
mon duct  stone  is  complex  and  has  a direct 
relationship  to  distal  duct  stenosis.  That 
stone  reformation  can  occur  is  indisputable. 
Johnston^®  described  a case  of  stone  reforma- 
tion in  the  presence  of  obstruction;  the  pa- 
tient was  re-explored  two  and  one-half  years 
after  initial  choledocholithotomy  and  was 
found  to  have  over  100  small  stones  in  the 
common  duct  which  was  dilated  proximal  to 
a stenotic  obstruction  of  the  ampulla. 

The  possible  role  of  ampullary  stenosis 
in  stone  reformation  cannot  be  proved  in  man 
because  of  the  impossibility  of  absolutely 
eliminating  other  possible  etiologic  agents, 
such  as  undetected  stone  or  “sludge.”  There 
is  considerable  experimental  evidence,  how- 
ever, to  indicate  that  stenosis  does  play  an 
important  role  in  the  production  of  recurrent 
common  duct  stones.  Immoglu^-  produced 
gallstones  experimentally  by  causing  incom- 
plete stricture  of  the  common  bile  duct.  Sev- 
eral animal  species  were  used  and  cellophane 
sealing  tape  dusted  with  dicetyl  sodium  phos- 
phate (a  substance  well  known  to  produce 
fibrosis)  was  sutured  loosely  around  the  ter- 
minal common  duct.  Fibrosis  occurred  with 
regularity  but  to  different  degrees.  It  ap- 
peared that  narrowing  but  not  total  obstruc- 
tion provided  the  optium  situation  for  stone 
development.  It  was  suggested  that  the  coun- 
terpart in  man  may  well  be  distal  common 
duct  stenosis.  Bisgard  and  Baker®  established 
temporary  but  long  standing  incomplete  com- 
mon duct  ligatures  in  goats  and  varied  the 
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point  of  partial  ligation.  In  those  animals 
in  which  the  duct  was  ligated  proximal  to 
the  entry  of  the  duct  of  Wirsung,  no  stones 
occurred.  However,  in  those  instances  in 
which  the  ligation  was  carried  out  just  distal 
to  the  confluence  of  the  biliary  and  pancreatic 
ducts,  stones  were  produced  in  three  of  five 
experiments.  These  authors  regarded  reflux 
of  pancreatic  juice  as  a causative  agent  for 
stone  formation. 

One  proposed  to  deal  with  the  problem  of 
residual  or  recurrent  stone  has  been  proposed 
by  Jones,  et  al.^® — the  use  of  transduodenal 
choledochoduodenostomy  (sphincteroplasty) 
for  the  prevention  of  residual  common  duct 
stone.  They  believe  that  when  hepatic  stones, 
multiple  common  duct  stones,  viscid  bile  or 
ampullary  stenosis  are  encountered  at  chole- 
dochotomy,  a prophylatic  procedure  should 
be  performed  to  eliminate  subsequent  ob- 
struction at  the  lower  end  of  the  common 
duct,  and  that  transduodenal  choledochodu- 
odenostomy (sphincteroplasty)  meets  the  re- 
quirements more  fully  than  does  either 
ampullary  dilatation  or  sphincerotomy.  The 
procedure  was  also  recommended  at  the  time 
of  secondary  choledocholithotomy. 

Thus,  it  is  clear  that  one  of  today’s  major 
challenges  in  surgery  of  the  biliary  tract  is 
diagnosis  and  treatment  of  ampullary  steno- 
sis. The  following  case  will  illustrate  a pre- 
ferred method  of  management. 

CASE  REPORT 

Case  2:  A.  K.,  a 63-year-old  white  female,  had 
symptoms  of  gallbladder  colic  with  an  intravenous 
cholangiogram  demonstrating  common  duct  stones. 
At  operation,  manometric  studies  of  the  common 
duct  were  first  obtained  via  needle  puncture,  and 
a 20  cm.  pressure  recorded.  Cholangiogram  re- 
vealed stones  in  the  duct,  but  no  obstruction  (Fig. 
1).  The  duct  was  then  opened  and  multiple  stones 
removed.  The  smallest  Bakes  dilator  (3  mm.)  could 
not  be  passed  easily  into  the  duodenum.  A chole- 
cystectomy and  transduodenal  sphincteroplasty 
were  done.  Cholangiography  was  repeated  at  the 
conclusion  of  the  operation  and  no  further  stones 
noted.  During  the  postoperative  phase  the  common 
duct  pressure  was  at  a consistently  low  level  (6-9 
cm.  water).  One  month  postoperative,  a T-tube 
cholangiogram  was  done  again,  reported  as  normal, 
and  the  T-tube  removed. 

The  preferred,  diagnostic  technic  is  that  of 
obtaining  manometric  study  of  common  duct 
pressure  accompanied  by  cholangiography 
before  opening  the  duct.  If  the  pressure  is 
elevated  and  if  cholangiography  indicates  no 
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Fig.  1.  Illustrating  manometry  and  cholangiography 
before  opening  the  common  duct  in  a patient  with 
known  stones. 


obstruction  by  stone  to  the  flow  of  bile,  and 
after  exploration  of  the  duct  and  removal  of 
stones,  a 3 mm.  dilator  fails  to  pass  easily, 
then  the  diagnosis  of  stenosis  may  be  made 
on  firm  ground. 

Manometry  for  retained  stones 

Manometry  is  an  aid  in  detecting  retained 
stones. 

Case  3:  L.  T.,  a 46-year-old  white  male,  had  a 
ten-year  history  of  upper  abdominal  pains  with 
repeated  negative  roentgen  studies  of  the  upper 
gastrointestinal  tract  and  gallbladder.  In  July, 
1963,  he  was  operated,  after  roentgen  studies  re- 
vealed gallstones.  The  gallbladder  was  removed 
along  with  stones  from  the  common  bile  duct. 
Operative  cholangiogram  and  repeat  T-tube  cho- 
langiogram at  the  end  of  his  hospital  stay  were 
negative.  However,  because  of  manometric  eleva- 
tion in  pressure  during  office  visits  (17  cm.)  and 
the  occurrence  of  hyperpigmented  “sludge,”  a re- 
peat cholangiogram  was  obtained  and  small  hepatic 


Fig.  2.  Retained  common  duct  stones  detected 
after  two  prior  “normal”  T-tube  cholangiograms. 
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: stones  were  identified  (Fig.  2).  The  T-tube  was 
left  in  place  three  months,  and  frequent  irrigations 
with  water,  saline,  hydrogen  peroxide  and,  later, 
cholorform  were  carried  out.  Five  cholangiograms 
I ' were  done  during  this  month  period.  Complete 
“clearing”  was  established  with  “normal”  mano- 
, metrics  and  cholangiograms  prior  to  removal  of 
. the  T-tube. 

1 Case  4:  S.  C.,  a 65-year-old  jaundiced  white 
male,  in  December,  1965,  had  cholecystectomy 

[followed  by  exploration  of  the  common  duct  and 
removal  of  multiple  stones.  Manometric  studies 
' prior  to  choledochotomy  indicated  a 20  cm.  eleva- 
I tion  of  pressure.  After  removal  of  stones,  a 3 mm. 
p Bakes  dilator  was  passed  easily  into  the  duodenxim. 

A choledochoduodenostomy  was  carried  out  with 
•'  T-tube  drainage  proximal  to  the  anastomosis  be- 
) tween  the  dilated  duct  and  duodenum.  Postopera- 
i tive  pressures  were  in  the  range  of  3-7  cm.  of 
. water,  and  roentgen  studies  indicated  both  free 
egress  of  dye  into  the  duodenum  and  also  ingress 
of  swallowed  barirun  into  the  common  duct  (Fig. 

■ 3).  The  T-tube  was  removed  one  month  postopera- 
' tive. 

Exhaustive  surveys  of  the  literature  by 
. Glenn, Johnston^^  and  Smith^®  report  a 
range  in  incidence  of  residual  stones  from 
: 2 to  28  per  cent.  Case  3 illustrates  the  value 
of  manometry  in  detecting  retained  stones. 
‘ Case  4 is  illustrative  of  “prophylactic”  chole- 
1 dochoduodenostomy  to  prevent  recurrent 
, stone  formation  by  obviating  ductal  obstruc- 
tion. Madden,^’’  et  al.,  performed  side-side 
choledochoduodenostomy  on  some  62  patients 
' and  concluded  that  this  was  the  best  prophy- 
j laxis  relative  to  the  need  for  reoperations  on 
I.  the  common  duct. 


Fig.  3.  Ingress  of  barium  into  the  common  duct 
after  choledochoduodenostomy. 


Manometry  in  extra-biliary  obstruction 

Manometry  may  be  an  aid  in  following 
the  status  of  extra-biliary  obstructive  masses, 
as  is  illustrated  in  the  following  cases. 

CASE  REPORTS 

Case  5:  R.  L.,  a 44-year-old  white  male,  was 
operated  in  September,  1964,  and  a huge  retroperi- 
toneal abdominal  mass  was  thought  to  be  “giant 
follicular  lymphoma.”  A subsequent  pathologic 
diagnosis  of  Hodgkins  disease  was  made  one 
month  later  from  a chest  wall  lymph  node.  Roent- 
gen therapy  was  used  extensively,  along  with 
chemotherapy,  to  successfully  “melt”  the  abdom- 
inal mass.  Roentgen  therapy  was  also  used  to 
treat  a destructive  process  involving  the  first 
lumbar  vertebrae.  Because  of  spinal  cord  compres- 
sion at  this  level,  a laminectomy  was  done  on 
March  5,  1965,  and  the  patient  became  jaundiced 
in  the  postoperative  period.  Two  weeks  after  the 
laminectomy,  the  common  duct  was  explored, 
found  to  be  filled  with  “sludge”  under  extreme 
pressure  (30  cm.  water).  The  common  bile  duct 
was  obstructed  at  the  ampulla  as  a consequence 
of  retroperitoneal  tumor  mass.  A bypass  cholecyst- 
oduodenotomy  was  done  (Fig.  4).  The  common  duct 
pressures  remained  high  (20  cm.)  until  six  weeks 
postoperative  at  which  time  the  T-tube  was  re- 
moved. 


Fig.  4.  Distal  common  duct  obstruction  due  to 
Hodgkins  lymphoma. 

Case  6:  G.  V.,  an  83-year-old  white  male,  had 
cholecystectomy  in  March,  1965.  He  gave  a history 
of  having  had  prolonged  hospitalization,  a poor 
recovery  and  chills  and  fever  after  discharge. 
In  July,  1965,  he  developed  a biliary  fistula  and 
was  reoperated.  A large  stone  was  extracted  from 
the  common  duct,  and  manometric  and  cholangio- 
graphic  studies  were  normal  after  stone  removal. 
During  the  postoperative  period  the  manometric 
studies  indicated  the  occurrence  of  a complete 
block  with  pressures  elevated  over  30  cm.  of  water. 
A repeat  T-tube  dholangiogram  revealed  a “large 
obstructing  stone”  at  the  distal  end  of  the  common 
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duct  (Fig.  5).  He  was  reoperated  and  the  obstruc- 
tion found  to  be  a large  lymph  node  compressing 
the  distal  duct. 

x 

•A 

1. 


Fig.  5.  Postoperative  distal  common  duct  obstruc- 
tion due  to  inflammatory  lymph  node  interpreted 
erroneously  as  a “large  obstructing  stone.” 

These  cases  represent  difficult  problems 
in  diagnosis  and  management.  Similar  experi- 
ences have  been  obtained  with  extrahepatic 
pancreatic  compression  of  the  ductal  system. 
The  manometric  readings  are  of  value  in 
following  the  status  of  the  obstructing  mass, 
be  it  progressive  or  regressive.  In  the  instance 
of  postoperative  obstruction  due  to  an  en- 
larged lymph  node,  the  error  in  management 
can  only  be  avoided  by  recognizing  this  phe- 
nomena and  being  alert  to  its  possible  pres- 
ence. 

Manometry  in  diversion  decompression 

Manometry  may  aid  in  determining  the 
effectiveness  of  cholecystotomy  and  chole- 
dochotomy  with  tube  drainage  as  diversion- 
ary tracts. 

CASE  REPORTS 

Case  7;  F.  E.,  a 70-year-old  white  male,  had 
several  hospitalizations  in  recent  years  because  of 
severe  recurrent  pancreatitis  associated  with  a 
non-functioning  gallbladder  by  roentgen  study. 
Operation  was  repeatedly  postponed  because  of 
arteriosclerotic  heart  disease  and  emphysema. 
Finally,  in  October  1965,  he  was  operated  because 
of  the  increasing  frequency  and  severity  of  the 
attacks.  An  inflammatory  pancreatic  mass  necessi- 
tated splenectomy,  distal  pancreatectomy  and 
transverse  colectomy  because  of  involvement  of 
these  organs.  The  gallbladder  was  drained  through 
a large  catheter;  no  stones  were  found.  The  initial 
pressure  of  the  gallbladder  was  30  cm.  but  during 
the  postoperative  period,  it  dropped  rapidly  to  20 
cm.  and  10  days  later,  to  10  cm.  at  which  time  a 
cholangiogram  through  the  drainage  tube  yielded 
normal  findings  (Fig.  6).  The  tube  was  removed 
one  month  postoperative. 


Fig.  6.  Cholecystotomy  as  a decompressing  tract 
following  distal  pancreatic  resection. 

Case  8:  1.  R.,  a 62-year-old  white  female,  was 
operated  following  several  recent  episodes  of 
severe  pancreatitis.  She  had  known  gallstones  and 
had  become  jaundiced.  Chest  x-rays  indicated 
bilateral  pleural  basilar  densities  followed  by  a 
persistent  right  sided  density.  The  upper  gastro- 
intestinal roentgen  study  revealed  a right  sided 
subdiaphragmatic  mass  with  displacement  of  the 
stomach  to  the  left.  At  operation  on  May  14,  1962, 
a huge  right  sided  pancreatic  pseudocyst  was 
drained,  cholecystectomy  performed,  and  multiple 
stones  removed  from  the  common  bile  duct.  After 
removal  of  stones,  the  common  duct  pressure  was 
found  to  be  normal  and  postoperative  values  re- 
mained within  normal  limits. 

These  two  cases  recall  the  value  of  decom- 
pression of  the  biliary  tract  in  the  manage- 
ment of  pancreatitis  and  its  complications. 
The  manometric  studies  are  of  real  help  in 
evaluating  return  of  the  ductal  system  to  a 
“healed”  state. 

Summary 

The  measurement  of  intraductal  bihary 
tract  pressures  is  helpful  in  several  problem 
areas  of  biliary  tract  surgery. 

1.  The  problem  of  deciding  the  proper 
time  to  remove  an  indwelling  T-tube  can  be 
quite  significant  at  times,  especially  if  the 
surgical  procedure  included  “dilatation”  of 
the  sphincter,  sphincterotomy  or  sphincter- 
oplasty, or  if  there  was  present  coexisting 
duodenitis  or  pancreatitis.  Multiple  postoper- 
ative manometric  readings  can  be  ea.sily 
obtained  and  help  to  follow  a “heahng”  duct 
to  “normal.” 

2.  The  problem  of  determining  the  exist- 
ence of  ampullary  stenosis  is  quite  real  and 
will  probably  loom  large  on  the  horizon  of 
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i major  surgical  challenges.  This  triad  of  oper- 
:ative  findings  is  suggested  as  a useful  cri- 
(jterion  for  the  diagnosis  of  distal  common 
:duct  stenosis: 

L a.  Elevated  common  duct  pressure  before 
opening  the  duct. 

b.  A dilated  common  duct  (8  mm.  or 
greater)  without  obstruction  by  stone  as  de- 
termined by  operative  cholangiography  be- 
fore opening  the  duct. 

c.  Failure  of  easy  passage  of  a 3 mm. 
Bakes  dilator  through  the  ampulla  after 
choledochotomy. 

3.  Despite  our  efforts,  retained  stones  are 
likely  to  plague  us.  Manometric  studies  post- 
operatively  may  give  rise  to  a suspicion  of  in- 


traductal obstruction,  from  stones  or  “sludge”, 
and  lead  to  cholangiography  for  confirmation. 

4.  There  are  certain  unusual  but  difficult 
cases  of  extra-biliary  obstruction  due  to 
lymphatic  masses,  pancreatic  edema,  and  du- 
odenal inflammation  that  will  change  as  a 
consequence  of  treatment.  Therapeutic  re- 
sponse may  be  followed  with  manometric 
studies,  avoiding  unnecessary  cholangiogra- 
phy until  indicated  by  manometric  changes. 

5.  When  a diversionary  stream  via  gall- 
bladder or  common  duct  is  desired  to  afford 
relief  of  the  “common  channel”  pressure,  the 
measurement  of  intraductal  pressures  can  be 
of  value  in  determining  the  effectiveness  of 
the  maneuver.  • 
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Prosaic  urology 


Joseph  E.  Clark,  MD,  Casper 


We  should  spend  a little  time 
thinking  about  prosaic  matters 
in  urology. 

It  is  exciting  to  talk  about  bilateral  nephrec- 
tomies, with  hemodialysis  and  renal  trans- 
plantation, but  few  of  us  practicing  away 
from  a medical  center  have  the  opportunity 
to  learn  about  these  procedures — much  less 
use  them.  The  majority  of  urologic  illnesses 
are  treated  by  less  dramatic  methods,  and 
these  everyday  problems  are  taken  care  of 
by  the  local  physician,  without  using  compli- 
cated diagnostic  or  therapeutic  measures.  Our 
handling  of  the  common  problems  should  be 
reviewed  from  time  to  time  to  avoid  settling 
into  a rigid  routine  that  may  not  be  com- 
pletely rational. 

The  most  frequent  problem  we  see  is  the 
woman  with  cystitis.  During  an  acute  attack, 
profuse  bleeding  can  occur,  sometimes  with 
clots.  This  bleeding  is  alarming  but  is  not 
really  a serious  danger.  During  acute  hemor- 
rhagic cystitis,  there  will  be  burning  and  fre- 
quency, although  some  patients  will  have  to 
be  questioned  carefully  to  elicit  these  symp- 
toms. If  there  are  symptoms  of  bladder  irri- 
tation and  bloody  urine,  the  patient  can  be 
reassured  and  treated  with  antibacterials  for 
a few  days  before  going  into  any  extensive 
examination. 

The  patient  with  a single  episode  of  blad- 
der infection  is  rapidly  cured  and  does  not 
come  to  attention  again,  but  the  one  with 
recurrences  definitely  requires  more  atten- 


tion. For  the  latter,  cystoscopy  should  be  ad- 
vised and  intravenous  pyelography  reserved, 
pending  the  patient’s  progress.  If  there  are 
localized  renal  symptoms,  with  flank  pain  or 
fever  during  the  attacks,  then  pyelo grams 
should  be  done  soon  in  the  course  of  evalu- 
ation. 

Most  of  these  women  with  recurrent  trou- 
bles will  be  found  to  have  an  urethritis.  Many 
names  are  used  to  designate  this  disorder — 
urethropathy,  stricture,  or  cicatricial  urethri- 
tis. They  are  best  treated  by  periodic  urethral 
dilation  and  an  occasionaly  course  of  an  anti- 
bacterial. During  an  acute  infection  with 
purulent  urine,  no  instrumentation  should  be 
done.  The  dilations  should  be  delayed  until 
antibacterials  are  used  and  the  urine  clears. 
There  is  no  reason  why  any  physician  cannot 
provide  these  treatments.  They  require  some 
advanced  planning  and  a few  items  of  special 
equipment,  but  all  of  this  can  be  arranged  if 
there  is  adequate  communication  between 
the  physician  in  charge  of  the  case  and  the 
consulting  urologist. 

Simple  antibacterials  are  preferred  at 
first.  If  the  urine  does  not  clear  rapidly,  cul- 
ture with  antibacterial  sensitivity  determina- 
tion is  done.  This  will  be  helpful  in  directing 
choice  of  another  drug.  There  is  no  particular 
reason  for  urine  culture  with  the  patient’s 
first  attack  of  cystitis.  She  will  probably 
clear  in  a few  days  with  use  of  Thiosulfil  or 
Gantrisin;  and  anyway,  one  must  treat  her 
while  awaiting  the  culture  and  sensitivity 
report.  A helpful  drug  in  a stubborn  infection 
is  Furadantin.  For  long  term  treatment  of 
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chronic  infection,  Mandelamine  in  a dose  of 
3 to  4 grams  daily  is  useful.  This  drug  is  not 
, expensive  and  will  not  result  in  allergy  or 
bacterial  resistance.  It  is  not  as  potent  for  an 
acute  severe  infection  as  the  sulfonamides 
or  tetracyclines. 

A comment  about  incorporation  of  pyridi- 
um  in  urinary  antiseptics  is  in  order.  This 
material  is  of  little  therapeutic  value,  al- 
though it  may  have  some  psychological  effect 
on  the  patient  as  he  urinates  this  orange 
fluid.  It  is  difficult  to  remove  from  clothing, 
; toilets,  and  the  urologist’s  equipment;  it  is 
; most  difficult  to  remove  from  the  cystosco- 
‘ pist’s  trousers,  as  he  will  find  if  he  makes 
a technical  error  in  catching  return  irrigating 
fluid  during  cystoscopy.  The  azo  dyes  should 
be  used  less  often  in  treatment  routines. 

; Another  frequent  patient  is  the  man  with 
I urethritis  or  prostatitis.  The  symptoms  of 
■i  this  lower  urinary  tract  infection  are  vari- 
‘ able.  Valid  symptoms  are  degrees  of  bladder 
j irritation,  with  burning  and  frequency,  or 
; urethral  discharge.  The  popularity  of  chronic 
prostatitis  as  a cause  for  many  ills  is  decreas- 
’ ing,  similar  to  the  focus  of  infection  theory, 
' which  is  not  as  popular  as  it  was  twenty  years 
ago.  The  urologist  sees  an  occasional  person 
referred  because  of  fatigue,  aching  sensations 
i'  over  the  body,  varying  abdominal  pain,  and 
! other  classic  symptoms  of  the  depressed  pa- 
I tient,  for  treatment  of  a prostatic  abnormality 
— the  patient  has  been  told  that  the  prostate 
is  the  cause  of  all  his  troubles!  Examination 
of  this  individual  will  reveal  a normal  urine, 
normal  prostatic  fluid  and  no  enlargement 
or  induration  of  the  gland.  The  consultant  is 
hard  put  to  deliver  an  accurate  report  to  the 
patient  and  to  advise  proper  treatment.  The 
situation  is  delicate  because  of  the  possibility 
of  offending  the  referring  physician.  It  is 
disturbing  that  the  prostate  can  be  accused 
of  causing  so  much  trouble.  All  of  us  are 
pressed  by  our  patients  for  definite  answers 
for  the  cause  of  ailments,  and  for  answers 


to  many  other  questions.  We  should  try  to 
avoid  giving  an  answer  that  is  not  well  sub- 
stantiated by  facts,  although  I realize  that 
we  often  must  say  something  to  these  curious 
people  in  order  to  get  along  with  other  work. 

A patient  with  acute  prostatitis  can  be 
definitely  ill  with  fever,  bladder  irritation, 
and  some  terminal  or  initial  bleeding  on 
urination.  An  ample  dose  of  a potent  anti- 
bacterial is  indicated.  Instrumentation  or  a 
vigorous  rectal  examination  should  not  be 
done  during  the  acute  infection.  Cystoscopy 
or  catheterization  will  irritate  already  in- 
flamed tissues.  Prostatic  massage  at  this  time 
may  aggravate  the  infection  or  result  in 
epididymitis.  When  the  acute  process  is  under 
control,  perhaps  four  weeks  after  onset  to 
be  safe,  prostatic  massage  is  done  to  evaluate 
the  prostatic  expressate.  If  more  than  25  per 
cent  of  the  microscopic  field  is  pus  cells,  a 
program  of  monthly  prostatic  massage  will  be 
helpful  in  clearing  residual,  asymptomatic 
prostatitis.  It  is  realized  that  argument  can 
develop  over  the  interval  between  prostatic 
massages,  and  that  many  authorities  advise 
this  treatment  more  often  than  monthly.  My 
choice  of  an  interval  of  a month  between 
treatments  is  arbitrary.  Residual  prostatitis 
can  serve  as  a source  for  recurrences  of  acute 
infection.  It  is  important  to  give  an  anti- 
bacterial, just  one  dose,  with  each  massage. 
This  treatment  is  something  like  squeezing 
a boil,  and  I am  sure  that  one  may  express 
bacteria  into  the  blood  stream  during  pros- 
tatic massage.  Administration  of  antibacterial 
immediately  after  treatment  will  cover  this 
possibility  and  also  help  prostatitis  be- 
cause of  local  transient  hyperemia  in  the 
prostatic  region  following  the  massage.  If 
the  prostatic  expressate  shows  no  improve- 
ment after  foirr  to  six  treatments,  and  if  the 
patient  is  relatively  asymptomatic,  he  can 
be  dismissed  for  six  months.  After  a six 
months  rest,  the  routine  is  repeated.  All  of 
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US  have  seen  the  patient  from  whom  one  can 
express  a purulent  prostatic  fluid  any  time. 
This  type  of  patient  should  be  given  a rest 
from  treatment  periodically. 

The  patient  with  complaint  of  chronic 
urethritis  may  or  may  not  have  valid  symp- 
toms. A urethral  discharge  or  dysuria  with 
pus  cell  shreds  in  the  first  glass  urine  speci- 
men are  positive  findings.  Many  of  these  men 
will  have  various  complaints  with  little  physi- 
cal or  laboratory  evidence  of  disease.  The 
direct  question,  “Are  you  concerned  with 
venereal  disease?”  will  often  reveal  the  basic 
problem  so  that  it  can  be  discussed,  and  the 
patient  reassured.  This  approach  often  helps 
his  chief  problem,  which  is  fear  and  feelings 
of  guilt. 

In  a bona  fide  non-specific  urethritis,  a 
sulfonamide  is  usually  sufficient.  In  a stub- 
born, low-grade  urethritis,  urethral  instilla- 
tion of  10  cc.  of  0.5%  Neomycin  is  helpful, 
and  this  is  left  in  place  ten  minutes.  Some 
patients  can  do  this  themselves,  using  the 
solution  and  a fourth  ounce  Asepto  syringe. 
Some  men  will  carry  bacteria  in  the  urethral 
glands  and  in  prostatic  acini  where  a situa- 
tion of  symbiosis  exists.  The  patient  and  his 
bacteria  live  together  without  irritating  each 
other  and  no  simple  measure  will  cause  the 
shreds  to  disappear  from  the  first  glass  urine 
specimen.  I do  not  know  the  best  treatment 
for  these  individuals,  except  the  physician 
should  not  alarm  the  patient  with  comments, 
and  the  least  interfering  treatment  is  best. 

A few  of  the  every-day  problems  in  urol- 
ogy have  been  discussed.  Patients  with  these 
prosaic  ailments  may  sometimes  bore  us,  but 
to  each  of  them,  their  problem  is  just  as 
important  as  is  the  problem  which  requires 
some  exciting  treatment,  such  as  renal  artery 
modification  for  hypertension  or  renal  trans- 
plantation, to  that  patient.  The  person  with 
these  common  ailments  deserves  our  consid- 
eration and  attention.  • 
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Regional  medical  programming 

in  Wyoming 

Claude  O.  Grizzle,  MD,  Cheyenne* 


( A subject  of  vital  interest  to 
I all  of  us  in  the  health  fields. 

I 

' Much  is  being  written  about  Regional  Medi- 
1 cal  Programs.  Two  issues  of  the  Rocky  Moun- 
; tain  Medical  Journal  have  carried  recent 
I articles  about  these  programs.  In  January, 
' ■ Dr.  Hilmon  Castle  of  the  Utah  Intermountain 
[ Regional  Medical  Program  outlined  the  back- 
! ground  and  broad  philosophy  behind  the  leg- 
I islation  (P.L.  89-239,  Title  IX  of  the  Public 
; Health  Service  Act  of  1965)  establishing  the 
. concept  of  Regional  Medical  Programs.  More 
i'  recently  in  the  May  issue  of  this  Journal,  Dr. 

; Frank  McPhail  of  the  Montana  Division  of 
.:  the  WICHE  Mountain  States  Regional  Medi- 
[(  cal  Program  offered  more  information  and 
ii  narrowed  this  concept  to  more  practical  is- 
sues  apphcable  to  planning  for  the  Mountain 
' States.  In  this  July,  1967,  issue  of  the  Rocky 
, Mountain  Medical  Journal  it  would  seem 
; appropriate  to  include  another  article  on  the 
same  subject  to  bring  us  up  to  date  regarding 
: what  is  going  on  in  Wyoming  and  to  help 
piece  together  some  of  the  ongoing  activities 
in  the  Rocky  Mountain  area. 

This  is  an  elusive  subject,  primarily  be- 
I cause  the  Title  IX  Heart  Disease,  Cancer  and 
i Stroke  and  Related  Diseases  Health  Amend- 
ment is  new — with  major  activity  just  be- 
; ginning  in  1966 — and  works  through  broad 
criteria  and  flexibihty  set  by  Congress.  Broad 
guidelines  have  been  established  also,  by 
the  National  Institutes  of  Health  which  ad- 
ministers the  programs  through  the  office 
of  Dr.  Robert  Q.  Marston,  Associate  Director, 
National  Institutes  of  Health,  and  Director, 
Division  of  Regional  Medical  Programs,  Beth- 
esda,  Maryland. 

In  Wyoming,  three  funded  Regional  Medi- 
cal Programs  (RMP)  overlap.  The  first  of 

* Director,  Wyoming  Division,  WICHE  Mountain  States 
Regional  Medical  Programs. 


these  to  be  funded  was  the  Utah  Intermoun- 
tain RMP  on  June  1,  1966,  which  includes 
parts  of  western  Wyoming.  The  Western 
Interstate  Commission  for  Higher  Education 
became  the  recipient  for  a planning  grant 
at  the  request  of  the  four  Mountain  States 
without  a medical  school,  namely  Idaho,  Mon- 
tana, Nevada  and  Wyoming,  and  it  was  fund- 
ed on  November  1,  1966  as  the  WICHE - 
Mountain  States  RMP.  Dr.  Alfred  M.  Popma 
is  the  Regional  Director  with  offices  in  Boise, 
Idaho,  and  Dr.  Kevin  P.  Bunnell  is  the  Co- 
ordinator from  the  WICHE  offices  in  Boulder, 
Colorado.  The  third  program  involving  Wy- 
oming is  the  Colorado/Wyoming  RMP  with 
Dr.  Wesley  C.  Eisele  as  Coordinator  and  Dr. 
Paul  R.  Hildebrand  as  its  Director.  It  was 
funded  on  January  1,  1967. 

It  has  been  said  that  if  the  programs  have 
trouble  it  will  probably  come  less  from  overt 
opposition  than  from  confusion  about  what 
is  going  on.  Certainly  in  Wyoming,  with 
three  overlapping  programs  going  on  simul- 
taneously, there  would  seem  to  be  ample 
opportunity  for  some  confusion  to  arise. 
Hence,  it  is  imperative  that  those  of  us  in 
Wyoming  should  be  as  well  informed  as  pos- 
sible about  the  interrelations  and  activities 
of  these  programs. 

We  should  be  aware  that  the  former  con- 
cept of  a nationwide  system  of  special  treat- 
ment centers  for  heart  disease,  cancer  and 
stroke  and  related  diseases  is  not  the  intent 
of  this  programming.  Rather,  the  emphasis 
is  on  the  development  of  individual  regional 
programs,  determined  by  the  regions  them- 
selves, to  fit  their  own  needs  and  circum- 
stances. The  emphasis  is  also  upon  the  re- 
wards of  improved  patient  care  through  con- 
tinuing education  in  advanced  technics  for 
various  health  professionals,  and  public  edu- 
cation leading  to  an  informed  citizenry  which 
knows  about  what  is  possible  and  what  is 
available  in  the  direction  of  better  care  for 
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the  individual.  Finally,  emphasis  is  placed 
upon  better  communication  and  cooperation 
among  health  professionals,  medical  centers 
and  the  communities. 

At  this  point  it  would  seem  advisable  to 
clarify  some  of  the  framework  used  as  the 
development  of  Regional  Medical  Program- 
ming begins  to  take  shape.  In  the  background, 
this  legislation  makes  it  possible  for  a massive 
cooperative  effort  by  persons  interested  in 
health  planning  over  many  areas  to  focus 
upon  heart  disease,  cancer  and  stroke  and 
related  diseases.  These  diseases  account  for 
more  than  two-thirds  of  the  deaths  in  this 
nation.  Basically,  this  is  a public  health  con- 
cept to  accomphsh  public  health  goals 
through  organized  community  effort.  Again, 
the  objective  is  better  care  for  the  individual 
patient  with  the  idea  in  mind  that  with 
improvement  in  an  individual’s  health,  there 
will  follow  improvement  in  the  public’s 
health.  This  widespread  and  intensive  ap- 
proach has  come  at  a time  when  massive  team 
effort  is  in  vogue,  as  with  the  space  program, 
educational  programs  and  other  public  pro- 
grams. It  is  an  effort  to  capitalize  on  the 
cooperative  efforts  seen  during  times  of 
crises.  At  this  point,  we  in  the  health  fields 
and  in  social  planning  need  to  be  cautious 
and  a number  of  definitions  are  required  be- 
fore we  proceed  further.  We  are  not  dealing 
with  physical  phenomena  which  are  fairly 
predictable,  but  instead  are  striving  to  plan 
to  provide  for  human  needs  and  at  the  same 
time  take  into  consideration  human  interac- 
tions and  human  responses.  As  the  primary 
target  we  aim  to  provide  any  person  as  much 
opportunity  for  survival  from  one  of  these 
diseases  as  would  another  with  access  to  one 
of  the  nation’s  great  medical  centers. 

Thus  far,  we  have  outlined  much  of  what 
has  been  said  before.  But  when  we  consider 
what  we  need  in  planning,  it  is  axiomatic  that 
the  needs  of  the  people  must  be  determined 
if  we  are  to  bridge  the  gap  between  planning 
and  delivery  or  improvement  of  services. 
First  of  all,  it  is  recognized  that  this  is  a 
regional  affair,  for  the  needs  of  one  group 
of  people  may  differ  entirely  from  others  in 
different  regions,  settings,  occupations  and 
with  different  socio-philosophic  backgrounds 
to  name  a few  of  the  factors  involved.  Other 


needs  of  a group  of  people  may  depend  en-  | 
tirely  upon  how  they  feel  about  attitudes  of  ^ 
health,  the  health  care  available  to  them  and  ij 
how  they  feel  about  what  they  think  they  k 
should  have  available  for  better  health,  if  ■ 
they  feel  they  need  it  at  all.  Some  needs  may 
be  common  to  a variety  of  groups  of  people  k 
and  are  obviously  factual  and  apparent;  how- 
ever, we  should  realize  that  factual  defi- 
ciencies or  factual  assessment  of  any  given 
community’s  facilities  or  services  may  not 
represent  the  needs  of  that  community.  This 
introduces  the  factor  of  feeling  when  we  talk 
about  someone  else’s  or  our  own  needs.  Hence, 
facts  and  needs  may  not  be  synonymous. 
Unless  a community  feels  or  is  aroused  to 
recognize  that  improvements  are  necessary, 
the  factual  expression  that  improvements  are 
desirable  may  not  represent  a need  for  that 
community.  In  short,  in  Regional  Medical 
Programming,  we  will  be  dealing  not  only 
with  the  attitudes  of  the  various  health  care 
groups  in  the  state,  but  also  with  the  attitudes 
of  the  communities  which  they  serve.  Thus, 
with  the  multiple  variables  involved,  we  in 
Regional  Medical  Planning  “need”  to  develop 
a clear  sense  of  direction  by  attacking  tan- 
gible matters  first — such  as  obtaining  a data 
base  from  which  to  work.  However,  in  this 
effort  we  shouldn’t  be  overwhelmed  by  the 
possibility  that  data  collection  per  se,  no 
matter  how  sophisticated  the  analysis  of  it 
may  be,  will  provide  us  with  the  answers 
we  think  we  “need.”  Rather,  such  data  col- 
lection should  point  the  way  toward  patterns 
and  trends  to  highlight  areas  for  us  to  con- 
sider practical  and  to  emphasize  clinic  ap- 
proaches to  improve  patient  care.  The  broad 
concept  of  Regional  Medical  Planning  is  in 
this  direction,  and  the  justification  for  it  is 
in  the  service  we  may  be  able  to  provide. 

Now,  how  does  all  of  this  apply  to  Wy- 
oming? First  of  all,  there  should  be  no  con- 
fusion among  the  three  programs  working 
here.  Full  cooperation  is  needed  and  this  has 
been  apparent  even  in  the  early  stages.  When 
our  information  is  gathered,  including  the 
factual  about  facilities,  manpower  and  the 
like,  and  when  our  health  community  and 
consumer  survey  is  completed  (through  the 
WICHE  Mountain  States’  questionnaire)  to 
assess  our  existing  facilities  and  performance. 
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the  public’s  attitudes,  educational  desires  and 
the  things  we  might  think  we  need  in  the 
future,  then  cooperative  arrangements  with 
our  neighboring  medical  centers  will  have  a 
chance  to  bloom. 

Regional  Medical  Programming  should  not 
only  be  interested  in  devising  ways  to  facili- 
tate the  dissemination  of  the  latest  medical 
advances  and  other  goaLs  of  the  guidelines, 
but  should  take  a long  range  view  of  what 
possible  changes  it  will  induce.  Basically,  our 
present  system  of  health  care  has  evolved 
fairly  much  in  balance  with  our  sparse  popu- 
lation, vast  distances,  existing  manpower, 
facilities  and  community  attitudes.  It  is  no 
accident  that  those  of  us  who  live  in  Wyo- 
ming are  here.  It  is  equally  true,  I believe, 
that  the  physical  and  social  structure  of 
Wyoming  by  and  large  determines  the  type 
of  people  who  do  live  here.  These  factors, 
in  addition  to  the  trend  to  become  an  inter- 
dependent society  with  its  associated  expand- 
ing commitments  and  the  realization  that 
self-sufficiency  just  isn’t  enough,  confront  us. 
Regional  Medical  Planning  offers  a way  to 
supplement  our  previous  relative  self-suffi- 
ciency to  meet  our  expanded  commitments 
in  the  health  fields. 

On  the  positive  side,  we  have  an  oppor- 
tunity to  benefit  from  regional  planning. 
Soon  there  will  be  operational  programs  go- 
ing on  around  us,  and  some  of  them  will 
involve  us.  We  should  take  advantage  of 
opportunities  to  learn  new  things  and  to 
benefit  from  them.  At  the  same  time,  we 
should  be  in  position  to  provide  the  necessary 
feed-back  information  to  help  evaluate  the 
effectiveness  of  those  programs.  However, 
we  shouldn’t  be  caught  up  in  a situation  of 
trying  to  “choose  sides”  among  the  various 
Regional  Programs,  and  we  should  be  vigilant 
and  resist  subtle  pressures  or  changes  in 
public  attitude  which  could  undermine  the 
respect  and  ability  of  our  own  health  pro- 
fessionals to  do  the  best  job  they  can.  We 
need  to  support  our  Wyoming  health  care 
facilities  and  services  and  to  provide  them 
with  the  most  advanced  means  to  provide 
excellent  care  at  the  local  level.  For  after 
all,  good  medical  and  health  care  really 
begins  and  ends  in  the  communities  where 
people  live.  • 
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Hearing  loss 


Is  your  patient  hard  of  hearing? 

G.  L.  Smith,  MD,  Cheyenne 


Various  types  of  deafness  are 
differentiated  by  symptom  complex 
correlated  with  audiograms. 

Patients  with  symptoms  referable  to  hear- 
ing, with  or  without  other  associated  systemic 
disease,  are  a common  occurrence  in  the  phy- 
sician’s office.  Contrary  to  emotions  experi- 
enced with  the  dimnution  of  other  cardinal 
senses,  loss  of  hearing  is  frequently  accom- 
panied by  a sense  of  embarrassment  to  its 
victim.  In  our  society,  most  people  over  the 
age  of  35  have  some  loss  of  hearing.  They 
commonly  seek  the  advice  of  their  physician 
when  forced  by  an  annoyed  spouse,  or  by 
some  other  symptom-complex  associated  with 
a disturbance  of  function  in  the  otic  capsule. 
Cartoons  of  Grandma  with  her  ear  trumpet, 
various  jokes  and  quips,  and  lack  of  public 
education  of  the  problem,  are  more  than 
likely  the  major  cause  of  this  reticence  of 
acceptance  of  a hearing  deficit. 

The  most  common  symptoms  are  ringing 
in  the  ears,  ear  noises  (tinnitus),  or  feeling 
of  the  ear  being  “plugged.”  The  patient  will 
often  tell  your  office  aide  that  he  merely 
wants  his  ears  washed  out.  Except  in  the 
severely  hard  of  hearing,  or  in  one  who  has 
become  alarmed  with  a sudden  deafness,  loss 
of  hearing  per  se  is  often  not  the  principal 
complaint,  and  a little  tactful  inquiry  is 
needed  to  elicit  the  problem.  To  handle  only 
his  original  complaint  often  results  in  an  un- 
happy patient,  who  then  becomes  even  more 
silent  about  what  is  really  troubling  him. 

Any  discussion  of  the  abnormal  begins 
with  a discussion  of  the  normal.  It  is  realized 
that  methods  of  determination  of  the  normal 
is  beyond  the  routine  of  the  average  general 


physician,  yet  an  understanding  is  needed  in 
order  that  variations  may  be  better  illus- 
trated. Fig.  1 is  a simulated  audiogram  of 
a person  with  normal  hearing.  The  double 
line  is  at  the  zero  level  of  hearing  threshold, 
which  threshold  is  recorded  in  decibels  of 
hearing  loss  vertically.  Horizontally  is  plot- 
ted, in  a logarithmic  scale,  frequency  of 
soimd  vibration  in  terms  of  cycles  per  second 
(Hz).  The  rectangular  area  in  the  lower  mid 
portion  of  the  graph  is  referred  to  as  the 
critical  speech  area  for  reasons  that  will  be 
explained  later.  On  this  graph,  the  threshold 
responses  to  pure  tones  is  represented  by  an 
“X”  for  the  left  ear  and  an  “O”  for  the  right, 
the  solid  lines  indicating  air  conduction  and 
the  broken  lines  indicating  bone  conduction. 
It  will  be  noted  that  in  the  normal  person 
all  four  lines  parallel,  and  lie  near  to  the  zero 
reference  line. 


Fig.  1.  Normal  hearing. 


In  the  lower  right-hand  comer  are  three 
boxes  containing  figures.  The  upper  one  is  i 
the  calculated  per  cent  hearing  loss.  This  is  ^ 
a relative  meaningless  quantity,  but  it  has 
its  importance  in  the  courts  of  law,  and  most 
patients  like  to  know  what  their  “per  cent 


74 


Rocky  Mountain  Medical  Journal 


hearing”  is.  As  you  will  see,  it  does  little  to 
tell  you,  the  physician,  how  well  or  how 
poorly  your  patient  hears  in  many  conditions. 

The  next  figure  is  the  Speech  Reception 
Threshold  (SRT),  which  is  a measure,  in 
decibels,  of  the  minimum  sound  pressure 
(intensity)  level  at  which  the  person  hears, 
correctly,  50  per  cent  of  selected  spondaic 
words  given  to  him  under  quiet  conditions. 
The  last  set  of  figures  is  the  Speech  Discrim- 
inatien  Score  (SDS),  expressed  in  terms  of 
the  per  cent  of  a single  syllable,  phonetically 
balanced,  words  that  he  hears  correctly  at 
40  Db.  louder  than  his  SRT.  Inasmuch  as  we 
do  not  hear  pure  tones  in  most  of  our  hearing 
experiences,  it  is  these  last  two  sets  of  figures 
that  are  of  the  greatest  importance  in  evalu- 
ating hearing. 

In  the  next  illustration.  Fig.  2,  we  see  the 
most  common  cause  of  hearing  loss,  presby- 
cusis, or  deafness  due  to  age.  A quick  com- 
parison with  the  previous  example  quickly 
tells  the  most  inexperienced  that  this  deviates 
from  the  normal,  and  that  there  is  indeed 
a hearing  loss.  You  will  note  that  the  per  cent 
hearing  loss  shows  “good”  hearing  but  note 
the  speech  responses.  The  SRT  is  depressed, 
as  is  the  SDS,  proving  this  man’s  contention 
that  he  hears  well  enough.  It  is  just  that  he 
can’t  understand  what  is  being  said,  particu- 
larly in  the  presence  of  noise,  or  when  many 
people  are  talking  at  once.  You  will  note 
that  the  pure  tone  curve  cuts  into  the  upper 
right-hand  corner  of  the  critical  speech  area 
of  the  graph.  It  is  in  this  range  of  sound 
frequencies  that  most  of  the  consonants  of 
language  lie,  so  that  a man  with  this  type  of 
audiogram  has  difficulty  in  distinguishing 
the  difference  between  “sox”  and  “fox,” 


Fig.  2.  Presbycusis. 


“bog”  and  “dog,”  or  whether  a word  is  singu- 
lar or  plural.  Outwardly  he  doesn’t  believe 
he  is  going  deaf,  but  he  feels  that  “this  con- 
founded younger  generation  just  don’t  talk 
plain  enough.”  His  complaint  is  that  his  ears 
are  plugged,  or  he  has  a little  buzzing  in 
them,  or  “ ‘the  old  lady’  wants  me  to  get  my 
ears  checked.”  Vertigo  may  be  present  but  is 
seldom  much  of  a factor. 

The  next  audiogram.  Fig.  3,  illustrates 
probably  the  next  most  common  type  of  deaf- 
ness, and  it  is  the  up  and  coming  legal  ringer. 
This  is  noise-induced  deafness,  or  acoustic 
trauma.  It  has  long  been  known  as  “boiler- 
makers’ deafness”  as  it  formerly  was  noted 
most  commonly  as  a result  of  riveting  ham- 
mers in  various  metal-working  shops.  As 
our  civilization  becomes  more  mechanized, 
our  machines  are  making  more  noise,  and 
throughout  the  world  this  is  becoming  a 
double  nightmare  of  compensation  and  re- 
habilitation. The  audiogram  resembles  pres- 
bycusis except  that  you  will  note  an  upward 


swing  in  the  six  and  eight  thousand  Hz. 
range.  Again,  per  cent  hearing  loss  has  little 
meaning  when  compared  to  the  SDS  and 
SRT.  Generally,  the  patient  is  seeking  both 
compensation  and  rehabilitation  of  a hearing 
problem.  Tinnitus,  particularly  when  in  quiet 
surroundings,  such  as  when  he  goes  to  bed 
at  night,  is  a common  complaint.  Vertigo  is 
rarely  present  except  in  acute  acoustic  trau- 
ma, such  as  after  an  explosion,  or  gunfire. 
His  complaint  about  his  hearing  is  nearly 
identical  to  that  of  the  person  with  presby- 
cusis in  that  he  has  trouble  distinguishing 
words  and  mishears  what  is  said  to  him. 
Because  of  the  pathology  of  his  hearing  loss. 
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his  loss  in  speech  discrimination  is  generally 
more  marked  than  would  be  expected  from 
his  pure  tone  audiogram.  Records  on  such 
cases  are  always  a potential  legal  document. 
He  further  presents  a problem  of  rehabilita- 
tion and  prevention  of  further  hearing  loss, 
the  latter  being  best  solved  by  either  removal 
of  the  noisy  environment  or  adequate  ear 
defenders. 

The  next  illustration,  Fig.  4,  is  an  audio- 
gram  indicating  conductive  hearing  loss.  It 
will  be  noted  that  the  bone  conduction  is 
normal  on  the  left  while  the  air  conduction 
is  poor.  On  the  right  there  is  a drop  in  the 
higher  tones  in  an  otherwise  normal  bone 
conduction,  and  again  air  conduction  is  poor. 
The  SRT  is  poor,  as  would  be  expected,  and 
about  the  same  threshold  as  the  air  conduc- 
tion. The  SDS  is  good,  although  slightly  de- 
pressed, on  the  right.  Two  conditions  are 
represented:  a pure  conductive  loss  on  the 
left  and  what  is  referred  to  as  a combined 
loss  on  the  right.  On  the  right  there  is  the 


sensorineural  loss  (the  high  tone  drop  and 
somewhat  poor  SDS)  best  seen  in  the  bone 
conduction  curve  plus  a significant  conduc- 
tive loss.  This  type  of  hearing  loss  is  seen 
in  the  person  with  chronic  mastoiditis,  tym- 
panic membrane  perforations,  otosclerosis, 
and  any  other  condition  which  would  inter- 
fere with  the  conduction  of  soimd  through 
the  canal  or  across  the  middle  ear.  It  is  the 
most  frequent  type  of  hearing  loss  of  children, 
usually  from  recurrent  ear  infections  and 
tonsillitis.  In  children  it  often  goes  unnoticed 
until  detected  by  a school  audiogram,  and  it 
is  generally  caused  by  mucous  in  the  middle 
ear  space.  This  is  the  type  of  loss  seen  in  the 


person  whose  ears  stop  up  during  descent 
in  an  aircraft,  in  the  mountains,  in  skin- 
diving,  and  during  a “cold.”  Complaints  vary 
from  a full  feeling  in  the  ears  to  that  of  hear- 
ing loss.  Vertigo  will  be  present,  dependent 
upon  the  causative  factors,  but  rarely  seen 
in  children,  regardless  of  cause.  The  ideal 
treatment  is  to  restore  the  integrity  of  the 
conductive  apparatus.  Infectious  processes 
and  otosclerosis  frequently  give  rise  to  the 
combined  loss  illustrated  in  the  right  ear  and 
therefore  limit  the  degree  of  hearing  restora- 
tion that  can  be  obtained.  Diagnosis  is  easily 
made  by  examination  of  the  ear  and  proper 
use  of  the  tuning  fork. 

The  next  audiogram.  Fig.  5,  the  classic 
Meniere’s  Syndrome,  is  represented  unilater- 
ally, as  that  is  the  most  common  way  it  first 
presents,  but  it  is  generally  a bilateral  dis- 
ease. At  first  glance,  the  curve  of  the  pure 
tone  responses  resembles  the  conductive  loss 
shown  before,  but  the  bone  conduction  is 
nearly  identical  to  the  air  conduction  in  the 
affected  ear.  From  the  per  cent  hearing  loss 
things  don’t  look  so  bad,  but  the  SDS  indi- 
cates differently,  and  the  patient  will  quickly 
tell  you  just  how  bad  things  really  are.  Many 
of  these  patients  suffer  from  a problem  called 
recruitment,  which  is  most  simply  defined 
as  distortion  of  sound  to  the  point  where 
things  sound  twice  as  loud  as  they  really 
are.  This  recruitment  makes  rehabilitation 
a serious  problem  if  the  fitting  of  a hearing 
instrument  is  contemplated,  because  of  the 
distortion  of  sound  coupled  with  intolerance 
of  even  moderately  loud  sound  that  frequent- 
ly may  be  present.  Tuning  fork  tests  will 
occasionally  indicate  recruitment  but  more 
often  than  not  will  show  only  a sensorineural 
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hearing  loss,  the  recruitment  being  detected 
i only  by  more  elaborate  methods  of  testing. 

I In  general,  vertigo  is  a more  pressing  problem 
than  is  the  hearing  loss  or  tinnitus,  but  in 
chronic  cases  the  hearing  problem  can  be  a 
serious  one  and  tends  to  worsen  with  time. 

Fig.  6 is  an  audiogram  of  hearing  loss 
more  frequently  seen  than  recognized.  The 
patient  usually  presents  with  complaint  only 
of  a full  feeling  in  his  ear  or  a ringing  or 
roaring  sound,  with  onset  perhaps  associ- 
ated with  a recent  “cold.”  He  may  or  may 
not  complain  of  vertigo.  This  is  the  pattern 
i of  an  early  acoustic  nemoma.  It  will  be  noted 
' that  the  hearing  loss  is  of  a sensorineural 
type  and,  from  the  piure  tone  audiogram, 
appears  to  be  slight.  Speech  testing  shows 
a marked  loss  in  speech  discrimination  which 
is  out  of  proportion  to  the  pure  tone  loss. 
An  extensive  workup  is  indicated.  The  prob- 
lem is  not  amenable  to  medical  therapy, 
except  symptomatic.  Most  authorities  feel 
that  this  condition  should  be  suspected  in 
all  cases  of  the  rmilateral  ear  complaints  in 
the  middle  years  of  life.  Therefore,  the  best 
diagnostic  tool  is  a high  index  of  suspicion 
in  persons  with  imilateral  hearing  loss.  Tun- 
ing fork  testing  will  not  be  diagnostic  and 
may  be  confusing.  X-rays,  on  occasion,  will 
demonstrate  the  abnormality  of  the  internal 
auditory  canal  on  the  affected  side. 


t- 

—A 

Acoustic 
‘ilP  f^euroma 

( 

‘1 

1 “ 

' 1 

»s 

s 

1 

TEST 

LEFT 

EAR 

RIGHT 

EAR 

s 

r— ^ 

> 

s 

X 

o 

> 

^ > 

e- — ^ 

✓ 

r 

vy ''MASKING 

□ 

BONE 

< 

> 

BONE 

W>AASKING 

<1 

> 

LEFT 

EAR 

=i|GHT 

EAR 

mm 

3AL 

H.L. 

I£L 

0 

SPEE 

CH 

fO 

/r 

AR 

EA 

...S.0.3 

JJL 

S£L- 

Fig.  6.  Acoustic  neuroma. 


Lastly,  Fig.  7 illustrates  severe  damage 
or  degeneration  of  the  eighth  nerve.  This  is 
the  pattern  frequently  seen  in  congenital 
hearing  losses,  in  hearing  loss  due  to  menin- 
gitis, drug  toxicity,  etc.  It  is  also  seen  as  the 
end  result  of  mastoiditis,  fractures  through 
the  cochlea,  and  advanced  presbycusis.  The 
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patient  is  obviously  very  hard  of  hearing, 
being  able  to  preceive  only  very  loud  soimds 
and  not  able  to  comprehend  speech.  Other 
abnormalities  of  function  of  the  otic  capsule 
may  or  may  not  be  present.  While  a child 
may  appear  to  be  totally  deaf,  accurate  test- 
ing may  indicate  this  type  of  audiologic  re- 
sponse, which  is  of  significance  in  that  it 
indicates  some  sound  perception  is  present. 
This  is  most  important  in  the  education  and 
development  of  a child,  for  such  sound  per- 
ception can  be  utilized  to  teach  the  child 
speech  and  speech  reading,  and  making  that 
job  of  education  much  easier.  In  the  adult, 
the  limited  sound  perception  can  be  utilized 
in  a similar  manner  but  one  cannot  expect 
amplification,  such  as  with  a hearing  instru- 
ment, to  restore  serviceable  hearing.  Speech 
reading  instructions  will  be  needed  in  order 
to  effect  rehabilitation.  The  diagnosis  of  this 
type  of  deafness  is  usually  an  audiometric 
one.  Tuning  forks  do  not  produce  sufficient 
sound  intensity  for  perception  with  such 
severe  loss.  Noisemakers,  such  as  the  Barany 
Buzzer,  may  give  an  idea  of  the  problem,  but 
are  not  accurate. 


In  summary,  hearing  loss  can  be  a simple 
problem  of  diagnosis  and  management.  Often 
the  patient,  in  describing  his  problem,  will 
tell  you  the  diagnosis  before  definitive  testing 
is  done.  Many  are  reluctant  to  admit  that 
they  are  “deaf,”  and  one  must  first  penetrate 
their  “smoke  screen”  to  ascertain  the  true 
problem.  The  most  useful  single  aid  to  the 
diagnosis  of  deafness  is  an  inexpensive  tuning 
fork,  and  the  knowledge  of  how  to  use  it.*  • 

*Clinical  Symposia  (CIba),  Vol.  14,  No.  2:45,  April-May- 
June  1962. 
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Brief  psychotherapy  in  dermatology 


John  R.  Bunch,  MD,  Laramie 


Psychotherapy  often  aids  specific 
treatment.  It  is  applicable  in  other 
specialties  as  an  integral  part  of  the 
doctor-patient  relationship. 

Dermatologists  are  frequently  confronted 
with  patients  who  have  a disordered  function 
of  personality  underlying  their  skin  mani- 
festations. Brief  psychotherapy  could  be  used 
to  assist  these  patients  to  understand  the  re- 
lation of  their  mental  stress  to  their  cutaneous 
condition.  In  employing  this  modality,  it  is 
well  to  remember  that  there  are  two  kinds 
of  psychotherapy:  (1)  uncovering,  in  which 
deeply  ingrained  pathologic  memories  are 
revealed  and  an  attempt  made  to  remake  the 
patient’s  personality,  and  (2)  covering,  in 
which  these  hidden  pathologies  are  covered 
over,  only  lightly  scratched  and  no  attempt 
made  to  convert  the  patient’s  personality.  It 
is  the  latter  method  with  which  we,  the 
non-psychiatrists,  may  deal. 

Four  to  fourteen  minutes  can  be  all  the 
time  required  for  brief  therapy.  We  are  im- 
bued with  the  idea  tliat  psychotherapy  re- 
quires an  hour  ano  V'-  ' unwilling  to  allot 
that  span  of  time — indec  '^nnot  economi- 
cally do  so.  However,  the  hour  session  is  for 
the  psychiatrist  to  use,  not  for  the  non-psy- 
chiatrist to  belabor.  Our  purpose  can  be 
simply  and  quickly  accomplished  in  a recep- 
tive patient,  requiring,  perhaps,  only  one  or 
two  interviews.  Tools  at  our  disposal  include 
facilitation,  confrontations,  silences  and  ques- 
tions. 

Facilitation  is  used  to  establish  rapport 
with  the  patient  and  is  best  manifested 
through  a friendly,  interested  manner.  Any 
encouraging  gesture,  a smile,  a lifted  eye- 
brow, or  a slight  nod  of  the  head  indicates 


to  the  patient  that  we  are  ready  and  willing 
to  listen  and  encourage  him  to  begin  or 
continue  his  story.  The  response  of  the  patient 
to  the  physician’s  facilitation  is  a good  indica- 
tion of  his  treatability.  It  also  serves  to  give 
a good  indication  for  cessation  of  treatment, 
for  if  the  response  is  poor  or  unwilling, 
grudgingly  given,  this  patient  is  probably  not 
a candidate  for  brief  psychotherapy.  How- 
ever, if  the  story  unfolds  easily,  quickly 
and  completely,  only  a short  time  or  a few 
sessions  are  necessary. 

Confrontation  is  a more  gently  prodding 
lever.  If  facilitation  fails,  a simple  observa- 
tion of  fact  without  critical  inflection  in  the 
questioner’s  voice  may  start  the  story  rolling 
or  undam  it  if  it  gets  hung  up.  “I  notice  your 
nails  are  chewed”  or  “Your  eyes  look  sad” 
are  examples  of  confrontation. 

Silences  should  be  used  for  only  short 
periods  of  time.  They  serve  only  to  make  the 
patient  (and  the  physician)  uncomfortable 
and  are  not  kindly  or  gentle  measures.  The 
doctor  is  there  to  make  the  patient  more 
comfortable,  not  less  so.  Used  properly,  the 
silence  of  the  examiner  may  evoke  excellent 
response.  It  should  be  an  expectant,  friendly 
silence,  accompanied  by  a brief  smile  but  if 
prolonged,  broken  by  a confrontation  or  a 
question.  This  break  helps  prevent  transfer- 
ence by  the  patient,  which  we  would  aspire 
to  avoid. 

The  question  is  a more  forceful  tool  and 
as  vigorous  a means  as  this  type  of  therapy 
requires.  A question  may  start  the  whole 
story  boiling  again  and  also  can  be  used  to 
turn  a straying  story  into  the  more  produc- 
tive or  useful  channel  of  thought.  It  will 
usually  be  directed  at  some  point  the  patient 
has  revealed  since  we  want  to  deftly  extract 
the  problem,  not  literally  yank  it  out.  Make 
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questions  open-ended  and  enlarge  on  patient’s 
answers  if  necessary.  Once  the  patient  has 
begun  to  expound,  the  brief  therapist  most 
easily  facilitates  by  an  open  reception.  Repe- 
tition of  the  patient’s  last  word  or  key  word 
in  his  previous  sentence  is  a useful  encourage- 
ment. The  interviewer  aims  to  make  this  a 
therapeutic  experience,  not  a traumatic  one. 
Our  object  is  to  clarify  the  patient’s  present 
situation,  not  to  bewilder  him.  Therefore,  the 
less  we  say,  the  more  the  patient  reveals, 
and  the  more  we  find  out. 

The  initial  interview  may  reveal  a great 
deal,  but  the  therapist  is  not  to  draw  hide- 
bound conclusions,  for  he  may  assume  a 
wrong  interpretation  applies.  The  patient 
may  give  one  impression,  but  may  feel  differ- 
ently. Observations  should  be  stored  for 
future  use.  Several  interviews  may  be  neces- 
sary, but  the  length  of  the  interview  may 
stay  short.  The  sessions  could  be  at  weekly 
intervals,  but  if  more  frequently  required, 
the  patient  is  probably  not  a candidate  for 
this  therapy.  Four  to  six  sessions  are  usually 
all  that  will  be  needed. 

A systematic  approach  should  be  used. 
Find  out  what  you  need  at  the  first  interview 
and  tell  the  patient  he  will  need  only  four 
sessions  or  six.  If  a goal  is  in  view,  both 
doctor  and  patient  will  strive  to  attain  it,  the 
relationship  will  be  more  objective,  and  there 
will  be  less  time  for  the  patient  to  begin  to 
see  the  doctor  as  something  other  than  he  is 

The  object  of  this  therapy  is  to  bring  about 
as  much  change  in  the  patient  as  possible 
in  a short  length  of  time.  We  want  to  help 
the  patient  deal  more  effectively  with  his 
present  situation,  and  enable  the  therapist  to 
be  the  light  along  his  path  to  “illuminate  the 
present.”  For  the  thing  that  ails  the  patient 
is  his  present  strife.  A neurotic  interprets  the 
past  as  the  present  and  lets  the  past  become 
confused  with  the  now.  When  he  talks  about 
the  present  he  is  fusing  it  with  the  past.  Wife 
and  mother  may  be  really  the  same  person 
to  him  and  his  hurts  of  the  past  are  the  hurts 
of  the  present  (at  which  we  aim) . 

In  later  conferences,  the  doctor  sets  the 
pace,  limits  the  number  of  sessions  and  since 
there  is  only  so  much  time,  dissects  out  the 
important  issues  and  brings  his  diagnostic 
skill  to  bear  on  the  patient’s  problems.  All 


the  technics  available  may  be  used  as  long 
as  they  are  gentle — reassurance,  the  magic  of 
suggestion,  support,  exhortation,  advice  or 
subtle  innuendo,  depending  on  requirements 
and  including  interpretation.  At  the  end  of 
the  allotted  time,  the  doctor  may  tell  the 
patient  he  is  better,  or  cured,  or  able  to  carry 
on.  This  gives  the  patient  confidence  that  he 
can  deal  with  his  feelings  in  a non-neurotic 
way  and  may  well  provide  a real  stability 
to  his  results. 

CASE  REPORTS 

Case  1.  S.  S.,  17-year-old  male,  presented  him- 
self with  severe  pustular  acne  over  face,  back, 
chest  and  neck.  At  the  first  interview  he  showed 
a stooped  posture,  hanging  head,  inability  to  smile 
(other  than  an  apparently  forced  attempt),  and  a 
tendency  to  look  at  the  floor  as  he  listlessly  spoke. 

Acne  therapy  was  instituted  and  over  the  next 
four  visits  brief  psychotherapy  was  gently  intro- 
duced in  8 to  12-minute  sessions.  He  readily  di- 
vulged that  his  grades  in  school  were  at  the  failing 
level,  he  had  been  unable  to  concentrate,  had  felt 
his  boy  friends  had  forsaken  him  and  that  there 
was  no  interest  in  dating  or  girls’  attentions.  His 
time  was  spent  in  staring  at  the  wall  when  he 
should  have  been  studying,  and  he  preferred  to  be 
alone.  A gentle  question  revealed  that  he  had  con- 
sidered suicide. 

Then  this  story  unfolded:  his  acne  was  only 
an  unhappy  factor.  His  real  problem  lay  in  an 
unhappy  family  situation  in  which  an  alcoholic 
father  and  a resentful  mother  loudly  fought  and 
abused  each  other,  the  father  going  on  periodic 
drunks  and  the  mother  burdening  her  son  with 
excessive  responsibilities. 

In  two  more  conferences  of  12  minutes  each 
he  discussed  these  problems  and  was  rapidly  be- 
ginning to  readjust.  His  acne  was  clearing  beauti- 
fully when  his  father  went  on  a binge  before 
Christmas  and  his  mother  “took  down  the  tree.” 
He  was  able  to  say,  “I’m  going  skiing  with  my 
friends” — and  he  did. 

Case  2.  A.  J.,  18-year-old  female,  was  first  seen 
because  of  severely  pitted,  erythematous  acne  with 
pustular  component  over  entire  face  and  forehead. 
Her  hair  was  allowed  to  fall  over  her  face  and 
bangs  covered  her  acneiform  forehead.  The  exam- 
iner felt  she  was  hiding  behind  her  hair. 

During  the  course  of  acne  therapy  it  was 
learned  that  she  was  engaged  to  a young  man  who 
was  in  prison  for  one  year  and  that  she  was  “being 
faithful”  to  him,  writing  letters  every  week.  Her 
grades  had  fallen  to  the  failing  level,  and  she 
spent  most  of  her  time  in  silent  contemplation  in 
her  room.  No  method  was  availing  to  break  through 
her  reserve  or  establish  contact.  Her  parents  were 
finally  advised  to  seek  psychiatric  help  for  her, 
and  the  examiner,  relaxed  into  friendly  routine, 
continued  interest  in  her  daily  life. 

After  her  parents  had  pressured  her  by  sending 
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her  to  a psychiatrist  she  suddenly  turned  to  the 
examiner  with  “What  shall  I do?”  and  the  whole 
story  came  out.  Then  ensued  four  visits  of  14 
minutes  each  in  which  she  herself  resolved  to 
return  all  of  the  convict’s  gifts  and  to  sever  rela- 
tions entirely. 

Her  hair  was  then  cut  to  reveal  her  face  and 
the  bangs  shortened  over  her  forehead.  At  last 
report  she  was  interested  in  a sailor  and  her 
grades  were  up. 

This  girl  resisted  confrontations  and  questions 
but  responded  to  a persistent  friendly  interest. 

Case  3.  D.  M.,  16-year-old  female  with  very 
mild  acne,  revealed  a disturbance  and  lack  of 
confidence  in  herself  by  unceasing  chatter  and  by 
defense  against  friendly  inquiry  by  changing  the 
subject.  During  acne  therapy,  it  was  revealed 
through  gentle  confrontations  that  she  was  unable 
to  decide  whether  to  “give  herself”  to  her  adoring 
boy  friend.  Her  family  was  objecting  to  his  unceas- 
ing presence  in  their  home,  and  she  related  that 
he  was  more  considerate  of  his  mother  than  he 
was  of  her. 

The  boy  friend  had  of  late  been  seeing  her 
later  and  later  each  evening  and  she  feared  she 
was  losing  him.  She  wondered  if  “giving  herself” 
would  hold  him.  One  question,  “Do  you  think  it 
will?”  was  all  it  took  for  her  to  discuss  every  side 
and  decide  that  she  would  accept  the  fact  that 
this  romance  was  over  (8  minutes). 

Case  4.  C.  B.,  19-year-old  male,  was  examined 
and  found  to  have  severe  pustular  and  cystic  acne 
over  face,  neck,  chest  and  entire  back.  He  was 
quiet  and  defiant,  having  been  recently  convicted 
of  murder  in  the  second  degree  along  with  two 
of  his  companions  involved  in  a gang  attack  on  a 
contemporary. 

While  acne  therapy  was  proceeding,  attempts 
at  brief  psychotherapy  were  met  with  silence  or 
at  most  “grunts.”  Incisions  and  drainage  of  mul- 
tiple pustular  and  cystic  areas  were  stoically  toler- 
ated. His  long  hair  and  bangs  remained  uncut 
despite  advice  to  expose  his  acne  riddled  forehead. 

At  about  the  third  visit  the  examiner  lapsed 
into  only  friendly  inquiry  concerning  the  status 
of  grades,  school,  athletic  events  and  a sister  who 
was  also  taking  treatments  for  acne.  On  the  sixth 
visit  in  response  to  a query,  “Is  there  anything  at 
home  you  don’t  like?”,  he  replied  “My  father” — 
and  lapsed  into  even  more  complete  silence. 

At  the  tenth  visit  the  physician  stated,  “I’m 
glad  you  can  understand  your  anger  at  your 
father,  but  lots  of  kids  are  angry  at  their  dads 
and  it’s  okay  as  long  as  they  don’t  slug  their  dad.” 
Then  one  question  was  asked  as  to  whether  he 
would  finish  school  before  his  appeal  was  heard. 

The  next  visit  his  bangs  were  off  and  he  had 
a smile  and  two  teachers  called  to  remark  that 
there  had  been  a terrific  change  for  the  better 
in  him.  He  was  actually  garrulous  in  his  later 
discussions  of  his  problems. 

The  examiner  had  thought  his  efforts  were  in 
vain  but  apparently  the  interest  Shown  and  ac- 
ceptance of  the  boy’s  problem  had  penetrated. 


Case  5.  W.  C.,  75-year-old  female,  was  treated 
for  seborrheic  keratosis  by  surgical  removal  and 
in  the  course  of  after  visits  it  was  foimd  she  had 
a deep  boring  epigastric  pain.  Since  she  absolutely 
refused  to  see  another  physician,  a gastrointestinal 
series  was  ordered  and  she  was  found  to  have  a 
hiatus  hernia  with  an  ulcer  in  the  herniated 
stomach.  Antacids,  diet,  and  anticholinergics  were 
prescribed,  and  one  confrontation  put.  “You  seem 
to  be  upset.”  She  cried,  and  said  she  was  worried 
about  her  husband’s  failing  health  (four  minutes). 

At  the  next  visit  she  stated  without  prodding 
that  her  husband  always  wore  the  same  shirt  and 
wouldn’t  wear  his  teeth  (3  minutes).  The  third 
re-check  was  opened  with  “I  think  I’ve  been  upset 
since  my  father  died  in  1903”  (63  years  ago).  Then 
ensued  12  minutes  of  uninterrupted  self-analysis 
during  which  she  brought  herself  to  the  present 
and  stated  she  hated  to  see  her  husband  failing 
because  she  was  afraid  to  see  him  dead  like  she 
saw  her  father  when  she  was  12. 

Her  ulcer  was  healed  in  four  months. 

Discussion 

Situations  in  which  brief  psychotherapy 
may  be  used  are  fairly  clear  cut;  1.  The 
patient  should  be  mature  and  still  functioning 
in  the  accustomed  social  role,  whether  it  be 
earning  a living,  keeping  house  or  regularly 
attending  to  his  schooling.  2.  The  symptoms 
should  be  of  recent  onset  and  due  to  a fairly 
recent  precipitating  circumstance.  3.  There 
should  be  a nearly  clear-cut  reaction  evi- 
denced by  the  patient. 

The  symptoms  may  include  depression, 
anxiety  or  multiple  somatic  complaints.  Im- 
portant items  for  which  to  search  may  include 
parental  role  traumas,  a new  child  in  the 
household,  pregnancy,  new  job,  chronic  ill- 
ness, or  traumatic  losses  such  as  a loss  by 
death,  loss  of  companionship  or  sexual  com- 
patibility. Even  areas  of  threatened  loss  of 
authority  may  be  investigated  for  such  trau- 
ma as  competition  from  wife,  a brother  who 
was  promoted,  a sister,  any  situation  which 
may  mean  the  rug  has  been  pulled  out  from 
under  the  patient.  Health  situations  such  as 
illness,  operations,  aging  (which  can  be  real 
subtle  at  middle  age),  menopause,  or  men- 
strual periods  may  be  causative. 

This  is  not  the  treatment  of  choice  for  a 
decompensated  person  whose  basic  defenses 
have  cracked.  The  patient  must  be  able  to 
mobilize  his  assets  and  cope  with  his  trials. 
He  may  be  insomniac  and  anxious,  but  if  he 
is  still  functioning  this  modality  is  worthy 
of  a trial. 
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Do  not  use  this  method  in  severe  neurotic 
states  of  long  standing,  phobias,  hysterical 
paralysis  or  poorly  matured  persons  who 
have  to  be  thawed  out.  Do  not  use  this  method 
for  a patient  who  has  a psychosis  of  any  kind, 
nor  for  the  severely  depressed  person,  the 
schizoid,  or  even  the  passive  dependent  per- 
son. Use  every  means  at  your  command  to 
get  these  patients  to  a competent  psychiatrist. 

Brief  therapy  is  also  contraindicated  in 
the  deeply  ingrained  neui’otic,  the  suicidal, 
the  patient  with  organic  brain  disease,  or 
any  psychopathologic  state  such  as  addiction 
or  perversion.  A severe  psychosomatic  illness 
is  not  to  be  treatcxi  by  this  means  (ulcerative 
colitis) . 


However,  brief  therapy  may  be  used  as  a 
preparation  for  deeper  therapy.  The  brief 
therapist  should  attack  the  problem  just  as 
if  he  were  going  to  do  the  deeper  treatment 
and  may  thereby  make  psychotherapy  in 
more  experienced  hands  more  acceptable  to 
the  patient.  The  initial  interview  may  not 
reveal  the  depth  of  the  patient’s  disturbance 
but  if  at  any  time  the  physician  becomes 
aware  of  it,  or  meets  too  much  resistance 
from  the  patient,  he  should  withdraw  and 
accept  the  fact  that  brief  psychotherapy  is  a 
definitely  limited  method  of  treatment.  • 
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Wyoming  Removes  Student  Practice  Requirement 

The  Thirty-Ninth  Wyoming  Legislature  has  removed  the  stipulation  which  required 
Wyoming  students  attending  professional  schools  in  other  states  under  the  WICHE  Student 
Exchange  Program  to  agree  to  return  to  practice  in  the  state  following  graduation. 

Wyoming,  which  was  one  of  four  WICHE  states  wtih  a practice  requirement,  currently 
has  46  students  in  the  program — 21  in  medicine,  2 in  dentistry,  1 in  dental  hygiene,  and 
22  in  veterinary  medicine.  Arizona,  Idaho,  and  Nevada  continue  to  require  students  to 
either  practice  in  their  home  state  or  repay  the  state  all  or  part  of  its  expenditure  in  their 
behalf.  There  are  258  students  from  these  latter  states  currently  attending  professional 
schools  in  other  states  imder  the  WICHE  program. 

WICHE  Commissioner  Frank  A.  Barrett,  M.D.,  Cheyenne,  who  has  served  as  a member 
of  the  Education,  Health,  and  Welfare  Committee  in  the  Wyoming  Senate,  was  instrumental 
in  securing  the  legislative  action  when  he  testified  before  the  Ways  and  Means  Committee 
for  removal  of  the  requirement. 
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Exploding  golf  balls 


R.  E.  Kunkel,  MD,  Thermopolis 


An  unusual  but 
significant  eye  injury. 

For  years,  youngsters  have  been  fascinated 
by  the  intrinsic  mystery  of  a golf  ball.  Re- 
sultant exploration  has  not  been  without 
danger.  Five  eye  injuries  have  been  treated 
in  Thermopolis  during  the  past  thirteen  years. 
In  each  instance,  the  inquisitive  child  has 
cut  into  a golf  ball.  Since  50  per  cent  of  all 
monocular  blindness  results  from  trauma,^ 
two  of  these  cases  are  reported  to  draw 
attention  to  this  very  real,  and  potentially 
serious,  problem. 

CASE  REPORTS 

Case  1:  A nine-year-old  boy  was  seen  in  the 
emergency  room  in  November,  1966,  immediately 
after  the  golf  ball  he  had  cut  open  had  “erupted” 
in  his  hand,  filling  the  right  eye  with  a white, 
sticky  material  of  toothpaste  consistency,  but  ex- 
ceptionally tenacious.  There  was  no  lid  injury. 
Several  large  “blobs”  were  removed  with  a moist 
applicator  after  eversion  of  the  upper  lid.  One 
mass  was  adherent  to  the  lower  half  of  the  cornea. 
This  was  “peeled”  off,  leaving  behind  multiple 
areas  of  adherent  material.  This  had  an  appearance 
similar  to  residual  adhesive  plaster  particles.  A 
few  were  removed  with  a No.  23  needle  tip,  but 
most  remained  in  situ.  The  eye  was  irrigated  and 
treated  with  Chloromycetin  HC  drops  and  atropine, 
after  telephone  ophthalmologic  consultation. 

The  following  day,  the  cornea  appeared  de- 
nuded; treatment  was  continued.  At  72  hours, 
there  was  much  improvement  with  no  particles 
visible.  After  one  week,  complete  healing  had  oc- 
curred and  slit  lamp  and  Flueroscein  examination 
were  negative,  as  were  x-ray  studies. 

Case  2:  An  eight-year-old  boy,  who  had  opened 
a golf  ball  by  peeling  off  the  cover  and  then 
cutting  the  center,  received  a single  charge  of 
the  same  sticky  semifluid,  but  this  was  limited  to 
the  conjunctival  sac.  Removal  and  recovery  were 
uneventful.  Prophylactic  antibiotics  were  used  lo- 
cally. There  were  no  lid  lesions. 

Dr.  Penner,^  who  graciously  provided  his 
slides  for  this  paper,  reported  an  eleven-year- 
old  boy  who  cut  into  a golf  ball  and  received 
a foreign  body  injury  (Fig.  1).  Roentgeno- 


grams showed  radiopaque  material  inside  the 
lower  lid,  despite  apparently  unbroken  skin 
(Fig.  2).  During  the  ensuing  weeks,  this  boy 
extruded  material  from  the  conjimctival  cul 
de  sac,  but  excision  of  residual  mass  was  nec- 
essary one  year  post-trauma  for  cosmetic 
reasons.  Histologic  studies  showed  barium 
sulfate.  Later  roentgen  studies  revealed  post- 
operative absence  of  the  opaque  substance. 


Fig.  1.  Golf  ball  center:  palpebral  conjunctiva. 


Johnson  and  Zimmerman^  reported  an 
asymptomatic  eleven-year-old  boy  whose 
mother  noted  his  conjunctival  lesion.  This 
was  excised  eight  days  later  by  an  ophthal- 
mologist with  a preoperative  diagnosis  of 
pigmented  nevus.  X-ray  diffraction  and  histo- 
chemical  studies  showed  the  lesion  to  be  a 
foreign  body,  barium  sulfate.  Retrospectively, 


Fig.  2.  Golf  ball  contents:  orbital  roentgen  demon- 
strated by  roentgenogram. 
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the  mother  stated  her  son  had  been  cutting 
a golf  ball  apart.  He  insisted  he  had  not 
gotten  anything  in  his  eye  or  hurt  himself 
in  any  way.  The  one  golf  ball  Johnson  exam- 
ined gave  negative  results  for  barium.  Three 
and  one-half  years  later,  Dr.  Fenner’s  slides 
(Fig.  3)  were  compared  with  Johnson’s  and 
were  found  to  present  identical  microscopic 
patterns. 


Fig.  3.  Photomicrograph  of  center  of  golf  ball. 


Contents  of  golf  ball  centers  are  a com- 
mercial secret,  a variety  of  substances  being 
used.  Lithopome,  a mixture  of  barium  sulfate 
and  zinc  sulfide,  is  used  by  one  manufacturer. 
All  others  may  not  demonstrate  the  radio- 
paque quality  shown  on  the  films.  Caustic 
materials  formerly  used  for  golf  balF  centers 
have  apparently  been  replaced  by  less  active 
substances,  but  the  explosive  forces  remain 
a hazard.  More  recently,  some  attempt  has 
been  made  to  substitute  a plastic,  solid  cen- 
tered ball. 

Liquid  centers  are  contained  under  pres- 
sures of  2,000-2,500  pounds  per  square  inch. 
As  evidenced  by  Fenner’s  and  Johnson’s 


cases,  this  may  result  in  subcutaneous  or 
even  intra-ocular  injection  without  any  signs 
or  symptoms.  The  injection  system  used  for 
immunization  shots  by  the  U.  S.  services 
utilizes  this  high  pressure  principle.  Obvi- 
ously, for  effective  diagnosis,  a high  index  of 
suspicion  and  x-rays  are  important. 

Luckily,  the  material  is  very  inert  and 
chemical  inflammatory  change  is  minimal. 
Histopathologic  study  shows  a bland  macro- 
phogic  response.  Only  a light  polymorpho- 
nuclear and  lymphocytic  infiltration  was  ob- 
served in  the  eleven  day  old  lesion,  while 
that  twelve  months  old  exhibited  minimal 
inflammation.®  Interestingly,  infection  ap- 
parently has  not  been  a problem  in  cases 
reported. 

Summary 

Most  patients  with  this  problem  are  seen 
by  pediatricians,  ophthalmologists  and  gen- 
eralists, many  of  whom  are  not  aware  of  the 
possibility  of  such  trauma  or  the  nature  of 
the  foreign  body.  It  seems  desirable,  in  view 
of  the  potentials  involved,  to  re-emphasize 
the  following  points: 

1.  Golf  balls  can  explode  when  cut  and 
may,  by  pressure,  produce  significant  injury 
even  without  obvious  discernible  lesions. 

2.  Liquid  center  balls  are  largely  com- 
posed of  relatively  inert  material  which  may 
be  radiopaque. 

3.  X-rays  are  mandatory  for  effective 
treatment  and  legal  protection. 

4.  School  nurses,  hygiene  instructors  and 
primary  teachers  should  be  made  aware  of 
this  problem. 

5.  Treatment  is  removal  by  appropriate 
means.  Farents  can  usually  be  reassured  re- 
garding long  term  good  prognosis.  • 
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Hamartoma  of  the  liver 


A case  report 


John  Jensen  Corbett,  MD,  Casper 


Benign  tumors  of  the  liver  are  rare.  They 
may  arise  from  hepatic  parenchymal  cells, 
bile  duct  epithelium,  mesodermal  structures, 
or  from  any  combination  of  these  tissues. 
Occasionally,  benign  tumors  are  found  in  the 
liver  composed  of  derivatives  of  primitive 
germ  layers  that  are  not  a part  of  the  normal 
development  of  the  organ,  such  as  bone, 
muscle,  or  cartilage.  These  tumors  are  re- 
ferred to  as  teratomas.  To  better  understand 
the  origin  of  benign  tumors,  it  is  necessary  to 
recall  that  the  liver  arises  as  an  entodermal 
anlage  from  a ventral  out-pouching  of  the 
primitive  foregut  and  that  a mass  of  meso- 
blastic  tissue  caudal  to  the  heart  is  invaded 
by  the  primitive  entodermal  cells.  Because 
primitive  mesenchyme  is  present  in  the  early 
growth  of  the  embryo,  tumors  made  up  of 
cells  representing  different  types  of  tissues 
that  arose  from  the  primitive  mesenchyme 
may  develop  later  in  life.  This  premise  is  the 
basis  for  development  of  nearly  all  benign 
tumors  of  the  liver. 

One  of  the  most  comprehensive  and  satis- 
factory classifications  of  benign  tumors  of  the 
liver  is  that  of  Hensen,  Gray,  and  Dockerty^ 
and  is  as  follows: 

1.  Parenchymal  tumors 

a.  Hepatic  cell  adenomas 

b.  Bile  duct  adenomas 

c.  Mixed  hepatic  cell  and  bile  duct  ade- 
nomas (cholangiohepatoadenomas, 
hamartoma) 

2.  Vascular  tumors 

a.  Hemangiomas 

b.  Lymphangiomas 

3.  Miscellaneous 

a.  Fibromas 

b.  Lipomas 

c.  Leiomyomas 

d.  Tertomas 

e.  Adrenal  rests 


A review^  of  all  surgical  specimens  exam- 
ined at  the  Mayo  Clinic  between  1907  and 
1954  disclosed  only  thirteen  benign  adenomas 
including  four  hepatoadenomas,  seven  chol- 
angiomas  and  two  cholangiohepatoadenomas, 
or  hamartomas.  Gross®  reported  from  Chil- 
dren’s Hospital  in  Boston,  a total  of  eighteen 
patients  with  tumors  of  the  liver  in  the 
material  examined  up  until  1953.  Of  these, 
only  two  were  reported  as  hamartomas.  Gross 
also  cites  reports  by  Patten'*  in  1948,  and  by 
Benson  and  Penberthy®  in  1942,  of  successful 
removal  of  hamartomas  from  the  liver  in 
children.  It  was  suggested  in  1935,  by  McRae®, 
that  it  is  possible  for  hamartoma  to  occur  in 
a malignant  form.  However,  Singleton,’'  in  a 
discussion  of  this  paper  postulated  that  this 
was  a primary  malignant  adenoma  of  the 
liver.  A further  review  of  the  world  litera- 
ture®'*’’ through  June  of  1965  revealed  an 
addition  of  only  nine  more  cases,  four  of 
which  do  not  fit  the  criteria  of  Henson,  Gray 
and  Dockerty  for  classification  as  true  hamar- 
tomas. 

CASE  REPORT 

V.  J.  H.,  a white  male,  was  born  March  15, 
1964,  weighed  seven  pounds  thirteen  ounces,  and 
M'as  a product  of  a full  term  pregnancy.  No  abnor- 
malities were  noted  at  time  of  delivery  or  in  the 
immediate  postpartum.  Further  hospital  admis- 
sions at  one  and  eleven  months  of  age  revealed 
no  abdominal  masses  or  other  abnormalities  other 
than  upper  respiratory  infections.  He  was  admitted 
to  the  hospital  again  on  August  2,  1965  at  seventeen 
months  of  age,  at  which  time  the  parents  reported 
increasing  abdominal  distention  over  the  prior 
three  months. 

On  physical  examination,  the  patient  had  a 
large  distended  abdomen  with  dilated  veins  over 
the  surface.  A mass  was  described  as  being  firm, 
but  without  a definite  edge.  Intravenous  pyelo- 
grams  revealed  a poorly  defined,  large,  soft  tissue 
mass  obscuring  soft  tissue  detail  and  without  calci- 
fication. The  kidneys  were  found  to  be  normal  in 
position,  with  no  distortion  of  the  collecting  system 
of  either.  Examination  of  the  upper  gastrointestinal 
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tract  revealed  that  the  stomach  was  displaced 
superiorly,  the  duodenum  compressed,  loops  of  the 
jejunum  were  displaced  toward  the  left,  ileum 
was  displaced  into  the  true  pelvis,  and  the  right 
colon  was  displaced  toward  the  right  (Fig.  1). 


Fig.  1.  Upper  G.I.  series  showing  displacement  of 
right  colon  hy  tumor  of  liver. 


He  was  operated  ten  days  after  admission. 
Following  induction  of  anesthesia,  there  was  a 
cardiac  arrest.  Resuscitation  was  carried  out  by 
the  open  chest  technic,  at  which  time  cardiac 
standstill  was  noted.  He  responded  readily  and 
well.  The  chest  was  closed  and  the  operative  pro- 
cedure terminated.  After  his  electrocardiogram 
had  returned  to  normal  and  the  lung  fully  ex- 
panded, thoracotomy  tubes  were  removed  and 
surgery  was  rescheduled.  Sixteen  days  after  ad- 
mission, at  operation  a massive  hamartoma  was 
removed  from  its  attachment  to  the  lower  margin 
of  the  right  lobe  of  the  liver.  His  course  was  un- 
eventful, and  he  was  discharged  from  the  hospital 
one  week  postoperatively. 

The  gross  specimen  (Fig.  2)  was  a round,  soft 
tissue  mass  9x15x20  cm.,  weighing  1,410  grams. 
The  external  surface  was  pink  and  covered  by  a 
smooth  membrane  except  for  its  attachment  to  the 
under  surface  of  the  liver.  The  central  portion  of 
the  mass  (Fig.  3)  contained  multiple,  irregular, 
cystic  areas  filled  with  a yellowish  mucoid  ma- 
terial. The  surface  was  represented  by  a firmer 
rind  of  brownish  tissue  varying  from  5 to  15  milli- 
meters in  thickness. 

On  microscopic  examination  (Fig.  4),  the  tissues 
were  variable.  In  some  areas  there  were  essentially 
normal  pieces  of  liver  with  quite  well  outlined 


Fig.  2.  Photograph  of  gross  specimen  of  hamartoma 
of  liver. 


Fig.  3.  Photograph  of  cut  surface  of  hamartoma 
of  liver. 


lobules  containing  normal  cord  cells.  These  were 
embedded  in  the  stroma  of  fibrous  tissue  which 
in  many  areas  was  extremely  edematous.  Cyst  like 
spaces  were  present,  lined  by  a thin,  flat  layer 
of  epithelial  cells.  These  cysts  were  filled  with 
thick,  mucoid,  non-cellular  material.  In  some 
places  there  were  nests  of  proliferated  bile  ducts, 
which  were  quite  irregular  in  shape.  There  was 
no  unusual  mitotic  activity  and  no  evidence  of 
malignancy.  The  diagnosis  of  our  pathologist  was 
hamartoma  of  the  liver. 

Discussion 

In  1904  Albrecht  introduced  the  term 
hamartoma  to  designate  a tumor-like  malfor- 
mation containing  an  abnormal  mixture  of 
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Fig.  4.  Photomicrograph  of  hamartoma  of  liver. 

normal  constituency  of  an  organ,  whether  it 
be  in  amount,  arrangement,  or  degree  of 
maturation,  or  in  all  of  these  respects.  Hamar- 
tomas of  the  liver  are  thought  to  be  true 
congenital  aberrations  of  growth  and  are 
found  more  frequently  in  children  than 
adults.  The  case  herein  described  fulfills  the 
requirements  of  Henson,  Gray  and  Dockerty 
for  a cholangiohepatoadenoma  and  is  thought 
to  fulfill  the  criteria  of  hamartomas  as  de- 
scribed by  Albrecht.  The  age  of  the  patient, 
the  large  size  of  the  tumor,  the  continued 
growth,  and  the  remarkably  hyperplastic 
fibrous  tissue  tend  to  favor  the  view  that 
this  is  a true  hamartoma.  The  fibrous  tissue 
in  the  tumor  is  not  a condensation  of  the 
hepatic  elements  as  seen  in  regenerative 
nodules,  but  consists  of  broad  bands  and 
islands  of  hyperplastic  connective  tissues  sur- 
rounding and  distorting  the  proliferating  bile 
ducts  and  liver  cells. 


Experience  with  this  tumor  type  is  limited, 
but  because  of  progression  in  size,  growth 
potential  with  the  possibility  of  malignant 
transformation  and  the  danger  of  hemorrhage 
or  twisting  on  its  pedicle,  it  is  believed  that 
such  lesions  should  be  excised.  The  induction 
of  anesthesia  in  patients  with  large  intra- 
abdominal masses,  which  could  conceivably 
reduce  the  respiratory  volume,  should  be 
done  with  care  and  with  the  patient  intubat- 
ed, if  at  all  possible,  to  insure  adequate 
oxygenation.  Although  not  proved  in  this 
case,  the  cardiac  arrest  was  probably  second- 
ary to  anoxia,  and  anoxia  probably  resulted 
from  relaxation  and  inadequate  oxygenation. 
Fortunately  the  anesthetist  recognized  the 
arrest  immediately,  and  the  child  recovered 
without  residuae  from  the  unpleaesant  ex- 
perience, other  than  a well  healed  thoractomy 
incision. 

Summary 

Cholangiohepatoadenomas  or  hamartomas 
of  the  liver  are  rare,  mixed  tumors  originat- 
ing from  both  hepatic  cells  and  bile  ducts  and 
show  pronounced  hyperplasia  of  the  connec- 
tive tissue  elements.  They  occur  more  fre- 
quently in  infants  and  children  than  in  adults, 
and  they  grow  to  a large  size.  They  may  be 
cystic  or  solid,  usually  are  found  in  the  right 
lobe  or  attached  to  it,  and  should  be  excised 
if  possible.  A single  case  is  reported.  • 
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Ihe  red  blood  cell  and  the  lung 


Frank  W.  Laird,  MD,  Cheyenne 


Brief  but  technical  review 
and  discussion  of  transport 
of  oxygen  and  carbon  dioxide. 

The  function  of  the  red  blood  cell  is  oxygen 
and  carbon  dioxide  transport.  Under  extreme 
hyperbaric  oxygen  tensions  enough  oxygen 
can  be  supplied  to  keep  oxidative  enzymes 
supplied  without  the  red  cell  being  present, 
but  without  the  red  blood  cell  carbon  dioxide 
transport  is  seriously  inefficient,  resulting  in 
acidosis  and  loss  of  buffering  capacity. 

Hemoglobin,  the  main  constituent  of  the 
red  cell,  is  a substance  containing  four  heme 
molecules,  heme  being  a ferrous  iron-contain- 
ing porphyrin,  and  four  globin  molecules, 
globin  being  a protein  consisting  of  thirty- 
three  molecules  of  histadine  (No.  Ill  graph 
sheet) . It  is  the  imidazole  portion  of  histadine 
that  plays  such  a vital  role  in  carbon  dioxide 
transport  (18  on  reference  sheet)  since  it  is 
this  radical  that  accepts  the  excess  hydrogen 
ion  formed  at  the  tissue  level  when  carbon 
dioxide  is  converted  to  hydrogen  ion  and  bi- 
carbonate ion  (9,  10  and  11  reference  sheet) 
for  transport  to  the  lung. 

In  normal  adult  males  there  are  25  trillion 
red  cells  representing  750  grams  of  hemo- 
globin. Twenty-five  grams  of  hemoglobin  are 
formed  in  the  ribs  and  vertebrae  daily  and 
destroyed  in  the  reticulo-endothelial  system, 
mainly  the  spleen,  releasing  100  milligrams 
of  iron.  Of  this  amount  approximately  90 
milligrams  are  reabsorbed  and  10  are  lost. 
Five  hundred  cubic  centimeters  of  bile  pig- 
ments are  produced. 

Three-tenths  per  cent  of  weight  of  the 
hemoglobin  is  iron.  At  the  atomic  weight  of 
56  the  weight  of  hemoglobin  must  be  300 
times  56  or  16,800.  Svedberg’s  ultra  centrifuge 
gauged  the  weight  at  67,000,  meaning  that 
there  are  four  atoms  of  iron  and  four  globins 
in  association. 
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Each  of  the  four  irons  has  its  own  disso- 
ciation constant.  K,,  Ko,  and  K.,  are  similar; 
K4,  however,  is  20  times  greater,  giving  the 
oxyhemoglobin  dissociation  curve  its  physi- 
ologically invaluable  curve  (see  No.  II  graph 
sheet) . 

Oxidizing  hemoglobin  to  ferric  iron  using 
potassium  ferricyanide  forms  methemoglobin 
which  causes  oxygen  to  be  held  tightly  to  the 
iron.  Low  oxygen  tensions  such  as  occurs  in 
the  tissues  needing  oxygen  will  not  result 
in  release  of  oxygen  to  the  oxygen-starved 
tissue,  leading  to  the  death  of  organism  even 
though  oxygen  saturation  of  the  hemoglobin 
is  high.  Carbon  monoxide  has  an  affinity  for 
the  iron  in  hemoglobin  which  is  200  times 
greater  than  oxygen,  accounting  for  the  fact 
that  .1  per  cent  carbon  monoxide  in  air  will 
compete  equally  with  oxygen. 

If  hemoglobin  was  dissolved  directly  in 
plasma  rather  than  being  enclosed  in  the 
red  blood  cell,  (1)  viscosity  would  be  in- 
creased to  an  intolerable  level,  (2)  the  os- 
motic pressure  would  be  increased  to  approx- 
imately 125  mm.  of  mercury  instead  of  the 
normal  25  mm.  of  mercury,  deranging  the 
mechanism  of  water  interchange  between 
capillaries  and  tissue  spaces,  and  (3)  free 
hemoglobin  is  excreted  by  the  kidneys. 

In  healthy  people  at  sea  level  hemoglobin 
is  97  per  cent  saturated  (1,  2,  4,  5,  6 reference 
sheet) . Completely  saturated  hemoglobin  can 
carry  1.34  cc.  of  oxygen  per  gram,  requiring 
an  arterial  oxygen  tension  of  140  mm.  of  mer- 
cury at  37°  C.  at  pH  7.4  (see  H graph  sheet). 
In  Denver,  Colorado,  the  alveolar  oxygen  ten- 
sion is  82  mm.  Hg  (630  mm.  Hg-47  mm.  Hg 
water  vapor  pressure,  the  pressure  in  the 
body  as  long  as  the  temperature  is  37°  C= 
583  X 21%  = 122  mm.  Hg  — 40  mm.  Hg  alve- 
olar CO2  tension  (see  3 reference  sheet). 
Looking  at  the  dissociation  curve  one  can  see 
that  the  saturation  is  about  94  per  cent  at 
normal  pH  and  temperature.  At  high  alti- 
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tudes  man  compensates  for  lower  oxygen 
tension  by  (1)  increasing  oxygen  carrying 
capacity,  and  by  (2)  increasing  the  number 
of  oxygen  molecules  in  the  lung  per  minute 
by  increasing  ventilation.  In  Morococha,  Peru 
(14,900  ft.),  the  natives’  hemoglobin  averages 
20  grams  per  cent,  the  red  cell  is  larger,  total 
hemoglobin  per  kilogram  being  increased 
from  13  grams  to  20  grams;  arterial  oxygen 
content  is  increased  from  21  cc.  per  100  cc.  of 
blood  to  23  cc.  (see  5 reference  sheet)  despite 
the  drop  in  ambient  oxygen  tension  from 
150  mm.  Hg  to  83  mm.  Hg,  the  latter  yielding 
arterial  oxygen  tensions  of  53  mm.  Hg,  a sat- 
uration of  82  per  cent  (see  II  graph).  In  the 
native  the  cardiac  output  is  paradoxically 
lower  than  that  of  the  normal  sea  level  in- 
habitant. 

Oxygen  extraction  rate  by  the  tissues  de- 
pends on  the  amoimt  of  work  the  tissue  is 
doing,  the  pH,  and  the  temperature  of  the 
tissue.  At  high  hydrogen  ion  concentrations 
and  high  temperatures,  oxygen  dissociates 
from  hemoglobin  at  greater  than  normal 
rates  (II  graph  sheet).  Body  oxygen  extrac- 
tion is  measured  by  total  oxygen  uptake  per 
minute.  Highly  trained  athletes  can  increase 
uptake  from  normal  250  cc.  to  4,000  cc.  per 
minute  to  6,000  cc.  on  oxygen.  In  such  in- 
stances the  arteriovenous  oxygen  difference 

GRAPH  I 


At  100  mm.  Hg  tension  (alveolar)  increasing 
PCOj  from  normal  (40)  to  50  mm.  Hg  increases 
ventilation  from  5 L/min.  to  30  L/min. 

At  60  mm.  Hg  tension  (35%  saturation)  in- 
creasing PCO^  from  40  to  50  increases  ventilation 
from  5 to  40  1. 

This  graph  shows  the  importance  of  tension 
on  ventilatory  response  to  CO.,  tension. 


in  content  may  increase  from  normal  of  4 cc. 
to  18  cc.  per  100  cc.  of  blood.  By  applying 
the  Pick  principle  the  cardiac  output  in- 
creases from  normal,  5,000  cc.  per  minute  (250 
cc.  oxygen  uptake  per  minute  divided  by  5 cc. 
arterio-venous  difference),  to  33,000  cc.  per 
minute  (6,000  cc.  of  oxygen  uptake  per  minute 
divided  by  18  cc.  arteriovenous  difference  in 


GRAPH  II 


Oxyhemoglobin  dissociation  curve  showing  the 
great  importance  of  PH  and  temperature  on  dis- 
sociation. 

In  acidosis  as  represented  by  80  mm.  Hg  PCO.. 
Hgb  is  75%  saturated  at  PO^  of  50  mm.  Hg  where- 
as Hgb  is  80%  saturated  at  PO^  of  50  mm.  Hg  at 
40  mm.  Hg  PCO^. 

In  alkalosis  represented  by  PCO^  20  mm.  Hg 
Hgb  sat.  is  90%  saturated  at  PO^  of  50  mm.  Hg. 

The  graph  shows  that  Hgb  is  100%  saturated  at 
PH  7.4  at  O,  tension  of  140  mm.  Hg. 

GRAPH  III 


Haem  nucleus  showing  ferrous  iron  in  the  por- 
phyrin ring  which  is  made  up  of  pyrrole  portions. 
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content).  Total  ventilation  necessary  to  ac- 
complish such  tremendous  changes  requires 
increases  from  the  normal  of  4 to  5 liters  per 
minute  to  80-90  liters  per  minute  (see  13,  14, 
15,  16  reference  sheet). 

The  lung  area  available  for  diffusion  is 
approximately  50  square  meters,  40  times 
greater  than  external  body  surface.  At  any 
particular  time  75  cc.  of  blood  is  in  the  pul- 
monary capillaries  where  diffusion  occurs. 
Red  cells  traverse  the  capillary  of  the  lung 
in  about  one-half  second.  Conversion  of  re- 
duced hemoglobin  to  oxyhemoglobin  requires 
one  hundredth  second  at  normal  temperature 
and  pH,  conversion  of  oxyhemoglobin  to  re- 
duced requiring  a similar  time. 

To  appreciate  the  importance  of  hemo- 
globin in  oxygen  transport,  consider  the  fact 
that  without  hemoglobin  alveolar  oxygen  ten- 
sions in  the  neighborhood  of  1,670  mm.  Hg 
are  necessary  in  order  to  have  5 cc.  of  oxygen 
available,  the  amount  necessary  to  maintain 
health  at  rest.  Only  0.3  cc.  of  oxygen  dissolves 
in  plasma  per  100  mm.  Hg  arterial  oxygen 
tension  (.3  cc.  O2/IOO  mm.  Hg  X 1,670  mm. 
Hg=5  cc.).  Arterial  oxygen  tension  and  alve- 
olar oxygen  tensions  are  similar  only  in  good 
health.  Alveolar-arterial  differences  of  as 
much  as  300  mm.  Hg  can  occur  imder  anes- 
thesia when  the  patient  is  getting  90-100  per 
cent  oxygen,  indicating  extensive  arterio- 
venous shunting  probably  due  to  atelectasis 
of  miliary  type.  On  air  the  pressure  necessary 
to  have  an  alveolar  oxygen  tension  of  1,670, 
eiir  pressure  of  about  eleven  atmospheres  is 
required.  With  15  grams  of  hemoglobin  at 
100  mm.  Hg  alveolar  oxygen  tension  the  oxy- 
gen content  is  20  cc./lOO  cc.  blood. 

At  resting  tissue  level  oxygen  tension  is 
low  (35  mm.  Hg)  and  CO2  tension  is  high 
(48  mm.  Hg) , pH  is  slightly  low  and  tempera- 
ture is  slightly  high.  All  of  these  factors 
encourage  oxyhemoglobin  to  give  up  oxygen 
being  held  at  the  arterial  oxygen  tension  of 
100  mm.  Hg  at  sea  level  (II  graph) . Reduced 
hemoglobin  is  formed  which  has  a high  af- 
finity for  hydrogen  ion.  Carbon  dioxide,  the 
tension  being  high  in  the  tissue  cells,  diffuses 
to  the  capillary  where  the  tension  is  relatively 
lower  (40  mm.  Hg),  entering  the  red  blood 
cell  where  carbon  dioxide  plus  water  in  the 
presence  of  carbonic  anhydrase  rapidly  forms 


carbonic  acid,  an  unstable  compound  dissoci- 
ating to  bicarbonate  ion  and  hydrogen  ion, 
the  latter  being  rapidly  removed  by  the  im- 
idozole  portion  (18  reference  sheet)  of  the 
histadine,  the  primary  alpha  aminoacid  of 
globin  (9,  10,  11  reference  sheet).  With  re- 
moval of  hydrogen  ion  the  mass  action  effect 

REFERENCE  SHEET 

1.  Barometric  pressure  at  sea  level  = 760  mm  Hg;  B.P. 
at  Denver  = 630;  B.P.  Cheyenne  610  mm  Hg  (average); 
alveolar  O,  tension  at  Cheyenne  = 610—47  mm  Hg  water 
vapor  pressure,  a constant  figure  as  long  as  the  body 
temperature  remains  at  37°  C,  regardless  of  altitude  or 
barometric  pressure  = 563  mm  Hg  x 21%  = 118  mm  Hg  — 
40  mm  Hg  CO.,  tension  in  lung  = 78  mm  Hg  alveolar  O^ 
tension  = 94%  saturation  of  arterial  blood  assuming  that 
no  gradient  exists  between  the  alveolus  and  end  pulmonary 
capillary  blood.  This  is  a valid  assumption  only  in  awake, 
healthy  persons. 

2.  Ambient  tension  sea  level  = 159  mm  Hg. 

3.  COj  tension,  arterial  and  alveolar  at  sea  level  in 
good  health  = 40  mm  Hg  CO^  tension,  venous=47  mm  Hg 
at  rest;  CO,  tension  varies  with  ambient  pressures  because 
of  hyperventilation  at  higher  altitudes. 

4.  Arterial  tension,  sea  level  = 100  mm  Hg;  at 
Cheyenne  = 78  mm  Hg. 

5.  Arterial  O,  content,  sea  level  = 20.3  cc  (97%  x 1.34  cc 
0,/gm  Hgb  X 15  gm  .3  cc  dissolved  0„ 

_j_ 

100  cc  100  mm  Hg  tension 

6.  Venous  content  = 15  cc  (75%  x 1-34  x 15  gm  + 

.1  cc  dissolved  O,  in  plasma) 


35  mm  O.,  in  tension 

7.  Arterial  saturation  of  Hgb  = 97%  at  100  mm  Hg 
tension  at  pH  7.4  at  37°  C. 

8.  Venous  saturation  of  Hgb  = 75%  at  35  mm  Hg  O, 
tension  at  pH  7.4  at  37  °C  at  rest. 

9.  COj  + H,0  Carbonic  H.,C03 > H+  + HCO3- 

> 

Anhydrase 

10.  5 milliequivalents  of  H+  in  1 Liter  of  water  drops 
pH  from  7.0  to  2.3  (.005  eq.  or  5 x 10-3  eq.  pH  = -log  (H+) 
— -(.7  -3)  = 2.3) 

11.  5 meq.  H-/L  of  hgb  drops  pH  from  7.4  to  7.2  attesting 
to  efficacy  of  the  imidazole  portion  of  histadine  to  take 
up  H+. 

12.  HCO.,-  concentration  (HCO,-)  = 26-28  meq/L. 

13.  Surface  area  of  lung  = 50  Meters^  (approximately 
40  X body  surface  area). 

14.  Arterio-venous  O.,  difference  = 5 cc  at  rest.  During 
violent  exercise  A-V  difference  may  be  15  cc-18  cc. 

15.  Highly  trained  athletes  can  increase  cardiac  output 
5 to  7 times  from  5 L/min.  at  rest  to  35  L/min.  on  air 
and  O.,  respectively. 

16.  Highly  trained  athletes  can  increase  oxygen  con- 
sumption from  250  cc/min.  at  rest  to  4-6.5  L/min.  on  air 
and  O,  respectively. 

17.  Ventilation  increases  in  severe  exercise  from  4-5 
L/min.  to  80-100  L/min. 

NH, 

18.  C r -n— — rc C - C C OH 

! I 

N N 

^ carbon  carbon 

"C 

H 


Histadine 

(alpha  amino.  Beta  imidazole  propionic  acid) 
19.  Henderson-Hasselbalch  Equation 


(HCO3-) 

PH  = PK  -I-  Log  

(H,,C03) 


26  meg 

7.4  = 6.095  4-  Log  

1.3  meg 


at  a ratio  of  20  T the  PH  remains  constant  at  37°  C.  The 
pK  changes  with  temperature  and  pH. 
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is  to  move  the  equation  to  the  right  forming 
more  hydrogen  ion  and  bicarbonate  ion.  As 
bicarbonate  builds  up  in  the  red  cell  it  dif- 
fuses to  the  plasma,  chloride  ion  shifting  to 
the  red  cell  to  maintain  anionic  equilibrium — 
the  Hamburger  or  chloride  shift.  The  carbon 
dioxide-bicarbonate  pair  forms  the  most  im- 
portant buffer  system  of  the  body  and  hemo- 
globin is  an  essential  part  of  it. 

The  venous  blood  moves  to  the  lungs  with 
oxygen  tension  low,  35  mm.  Hg,  and  carbon 
dioxide  tension  high,  47  mm.  Hg,  relative  to 
the  situation  in  the  lung.  The  alveolar  oxygen 
tension  of  100  mm.  Hg  causes  the  oxygen 
molecules  to  diffuse  to  the  capillary  changing 
reduced  hemoglobin  to  oxyhemoglobin.  Oxy- 
hemoglobin is  a weaker  base  than  reduced 
hemoglobin  causing  hydrogen  ion  to  be  re- 
leased from  the  imidazole  portion.  The  small 
amount  of  dissolved  carbon  dioxide  in  the 
pulmonary  capillary  diffuses  to  the  alveolus 
where  the  carbon  dioxide  pressure  is  lower, 
upsetting  the  ratio  of  CO^  to  HCO:r  of  H20 


(19  reference  sheet).  Hydrogen  ion  being 
available  from  the  oxygenation  of  hemoglo- 
bin reacts  with  bicarbonate  to  form  carbonic 
acid  changing  in  the  presence  of  carbonic  an- 
hydrase  (9  reference  sheet)  to  carbondioxide 
and  water.  The  loss  of  the  CO2  has  the  mass 
action  effect  of  moving  the  equation  to  the 
left,  forming  more  carbon  dioxide  and  water. 
As  bicarbonate  moves  into  the  cell  the  chlor- 
ide ion  moves  to  the  plasma,  again  keeping 
the  anionic  concentration  constant.  Carba- 
mino  hemoglobin  accounts  for  20  per  cent  of 
carbon  dioxide  transport  in  the  resting  adult. 
This  is  formed  by  carbon  dioxide  attaching 
directly  to  the  alpha  amino  radical  of  hista- 
dine.  In  heavy  exercise  it  is  believed  that 
perhaps  50  to  80  per  cent  of  the  carbon  di- 
oxide is  transported  in  this  way,  since  the 
chloride  shift  method  requires  approximately 
ten  times  longer.  • 
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Carotid  angiography* 


General  aspects  of  carotid 
angiography  of  interest  to 
those  not  intimately  involved. 

In  GENERAL,  most  of  US  are  actively  engaged 
in  the  preventive  as  well  as  the  direct  treat- 
ment of  many  disease  conditions.  Many  of 
our  diagnostic  facilities  are  not  particularly 
strenuous  on  the  patient,  nor  time  consum- 
ing, nor  even  hazardous.  As  regards  carotid 
angiography,  this  may  not  be  so.  Certainly, 
in  diagnosis,  as  an  aid  to  direct  attack  on 
such  conditions  as  brain  tumor,  intracranial 
bleeding  with  trauma  or  stroke,  or  intra- 
cranial vascular  malformations,  the  time  and 
effort  expended,  and  the  risks  involved,  are 

♦Presented  at  the  Winter  Seminar.  Wyoming  State 
Medical  Society,  March  17,  1967. 


Claude  O.  Grizzle,  MD,  Cheyenne 

minimal  factors  in  relation  to  the  value  of  the 
information  gained  and  the  magnitude  of  the 
clinical  problems.  Indeed,  for  intracranial 
aneurysms  and  vascular  malformations,  angi- 
ography is  the  only  really  reliable  diagnostic 
adjunct  to  provide  a plan  for  effective  neuro- 
surgical treatment.  In  preventive  medicine 
in  which  angiography  is  employed  to  diagnose 
early  or  existent  occlusive  or  stenotic  disease 
of  the  extra  and  intracranial  vasculature,  the 
risks  of  this  procedure  are  a good  deal  higher. 
We  should  be  aware  of  these  risks  when 
evaluating  any  patient  or  upon  referring  any 
patient  for  this  diagnostic  procedure.  Al- 
though we  should  have  clear  indication  before 
employing  this  procedure,  it  is  important  to 
recognize  that  this  is  a good  and  valuable 
procedure. 

We  use  Hypaque  sodium  (50%),  but  could 
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just  as  well  use  Renografin  (60%),  via  percu- 
taneous placement  of  the  needles  under  gen- 
eral endotrachial  anesthesia.  Some  patients 
without  general  anesthesia  have  experienced 
enough  discomfort  from  the  burning  sensa- 
tion of  the  dye  injection  and  placement  of 
the  needles  that  they  have  refused  follow-up 
studies  later  when  they  were  indicated.  In 
addition,  with  this  anesthesia  convulsions  are 
controlled,  and  I believe  we  can  keep  the 
patient  better  oxygenated.  Under  these  condi- 
tions the  arterial  phase  lasts  on  the  average 
of  1.5  seconds,  the  capillary  phase  lasts  be- 
tween 0.5  and  1.0  seconds  and  the  venous 
phase  lasts  about  4. 0-5.0  seconds.  The  internal 
carotid  circulation  is  about  twice  as  fast  as 
the  external  carotid  circulation,  hence,  we 
inject  the  common  carotid  and  obtain  visual- 
ization of  the  internal  cerebral  circulation 
before  the  external  circulation  obscures  it. 
The  circulation  time  is  influenced  by  such 
things  as  increased  intracranial  pressure, 
local  slowing  about  mass  lesions,  or  vascular 
tumors  may  speed  it  via  A-V  shunting.  Intra- 
cranial hypotension  slows  the  capillary  phase 
in  about  half  of  the  cases.  Up  to  60  years  of 
age  there  seems  to  be  no  difference  in  the 
circulation  time  of  the  brain,  but  after  that 
age  slowing  is  felt  to  be  due  to  arterioscle- 
rosis. With  marked  increased  intracranial 
pressure,  filling  of  the  distal  internal  carotid 
may  be  prevented. 

Let  us  now  consider  some  of  the  risks  and 
complications  of  this  procedure.  The  minor 
complications  include  those  inherent  to  the 
procedure,  such  as,  local  neck  pain  and  swell- 
ing, elevation  of  temperature  and  headache, 
and  occasional  local  hematomas,  petechiae  in 
the  distribution  of  the  external  carotid  artery, 
vomiting,  transient  dilation  of  a pupil,  transi- 
tory recurrent  laryngeal  nerve  paresis  from 
direct  or  indirect  injury,  and  rarely  convul- 
sions. The  true  complications  involve  the 
central  nervous  system  in  the  form  of  hemi- 
paresis,  aphasia,  unilateral  sensory  disturb- 
ance and  hemiplegia.  Death  per  se  is  rare, 
and  when  it  occurs  is  usually  due  to  the 
disease  process  itself.  It  is  rare  to  have  a true 
complication  arise  from  the  procedure  after 
2 to  3 hours  from  the  time  of  the  test.  The 
incidence  of  complications  ranges  between 
0.2  and  4.5  per  cent,  but  may  be  higher 


depending  upon  the  experience  of  the  angi- 
ographer,  the  care  with  which  the  needles  are 
inserted  and  the  judgment  exercised  in  the 
selection  of  appropriate  patients  for  the  pro- 
cedure. In  short,  the  type  of  contrast  sub- 
stance used  has  little  effect  on  the  incidence 
of  complications.  On  the  contrary,  the  amount 
of  trauma  in  inserting  the  needles,  the  fre- 
quency of  injections  and  the  amount  of  con- 
trast material  are  factors  which  influence 
the  complication  rate.  For  Hypaque,  the  max- 
imum amount  should  not  exceed  50  cc.  for 
both  sides  at  one  setting.  It  should  be  noted 
that  the  incidence  of  complications  in  patients 
with  carotid  thrombosis  is  higher  than  with 
other  conditions.  Vertebral  angiography  is 
more  difficult  and  has  more  complications 
than  carotid  angiography,  particuarly  in  the 
form  of  brachial  neuritis,  possible  damage 
to  the  spinal  cord,  and  pneumothorax,  when 
the  retrograde  subclavian  approach  is  used. 
Technical  complications  include  subintimal 
or  intramural  injections  which  may  mimic 
thrombosis,  and  sub-adventitial  injections 
may  lead  to  respiratory  difficulties  from  pre- 
vertebral  swelling. 

Cerebral  angiography  is  employed  to  ac- 
complish several  goals:  (1)  to  visualize  the 
origin  of  intracranial  bleeding,  (2)  to  note 
the  position  of  arteries  and  veins  and  to 
identify  any  changes  in  their  location  pro- 
duced by  mass  lesions  as  tumors,  abscesses, 
hematomas  or  by  enlarged  ventricles,  (3)  to 
visualize  congenital  vascular  malformations 
or  new  vessel  formations  within  tumors,  and 
(4)  to  determine  if  there  is  vascular  disease 
which  may  alter  cerebral  blood  flow,  such 
as  arteriosclerosis  arteritis,  thrombosis,  or 
spasm. 

There  are  no  absolute  contra-indications 
to  cerebral  angiography.  However,  we  should 
be  cautious  in  the  face  of  (1)  severe  hyper- 
tension, (2)  poor  clinical  state  of  the  patient, 
(3)  severe  arteriosclerosis.  In  such  cases  we 
should  use  other  diagnostic  technics  such  as 
brain  scanning  or  echo  encephalography,  if 
equivalent  information  can  be  obtained  by 
them  with  less  risk. 

The  remainder  of  this  discussion  is  a 
potpourri  of  interesting  facts  related  to  use 
of  carotid  angiography.  About  54  per  cent  of 
intracranial  aneurysms  are  demonstrated  in 
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initial  bilateral  carotid  angiograms.  More 
aneurysms  are  demonstrated  when  the  studies 
are  done  in  the  second  week  after  hemor- 
rhage rather  than  in  the  first  six  days  after 
hemorrhage.  False  negative  diagnoses  occur 
in  about  3.8  per  cent  of  initial  studies  for 
aneurysms  located  on  the  anterior  portion  of 
the  Circle  of  Willis.  Multiple  aneurysms  oc- 
cur 19  per  cent  of  the  time.  A clear  cut  rela- 
tionship has  not  been  established  for  two, 
three  or  four  vessel  studies  and  diagnosis  of 
aneurysm.  However,  a relatively  small  num- 
ber of  posterior  circulation  (basi-vertebral) 
aneurysms  are  detected  by  four  vessel  studies. 
We  prefer  direct  carotid  angiography  com- 
bined with  retrograde  subclavian  angiography 
to  demonstrate  the  vertebrals  and  basilar 
arteries. 

Occlusive  and  stenotic  lesions  lend  them- 
selves to  study  by  cerebral  angiography.  Be- 
fore a stenotic  lesion  becomes  symptomatic 
per  se  its  flow  needs  to  be  reduced  to  90  per 
cent  or  less.  A clinical  test  is  to  cautiously 
compress  the  opposite  carotid  and  if  the 


patient  starts  to  become  symptomatic,  he 
becomes  a candidate  for  angiography  and 
surgery.  Only  about  10  per  cent  of  individuals 
are  really  helped  by  extra-cranial  endarte- 
rectomy. Completed  stroke  is  seldom  if  ever 
helped  by  endarterectomy  as  the  damage  is 
fixed  by  the  time  the  condition  is  recognized. 
Prevention  of  additional  stroke  from  recur- 
rent platelet  emboli  is  another  matter,  which 
endarterectomy  may  help.  In  routine  autopsy 
studies  of  patients  without  neurologic  symp- 
toms prior  to  death,  it  is  interesting  that  22 
per  cent  of  them  have  stenotic  extra-cranial 
lesions  greater  than  50  per  cent  of  the  lu- 
menal  size,  and  about  4 per  cent  have  com- 
plete occlusion  of  one  vessel. 

Some  of  the  questions  that  come  to  mind 
about  cerebral  angiography  have  been  briefly 
reviewed.  The  focus  has  been  on  the  compli- 
cations of  this  procedure  and  the  scope  of 
the  indications  for  it.  This  report  has  been 
aimed  at  refinement  of  the  procedure  without 
criticism,  because  it  is  a good  one  when 
properly  used.  • 


Giant  parathyroid  adenoma 

Dan  B.  Greer,  MD,  Cheyenne 


Case  presentation 

Most  parathyroid  tumors  are  not  palpable, 
cause  vague  symptoms  and  are  only  diag- 
nosed on  a high  degree  of  suspicion  with 
subsequent  finding  of  high  blood  serum  cal- 
cium levels.  The  symptoms  of  hypercalcemia 
with  anorexia,  nausea,  fatigue,  weakness, 
constipation,  increased  water  intake  and  occa- 
sional nocturia  are  not  always  definite  or 
pronounced  enough  to  arouse  suspicion.  Often 
these  patients  will  seek  help  from  multiple 
physicians  over  a long  period  of  time  before 
the  true  disease  entity  is  known. 

The  most  valuable  diagnostic  test  is  the 
serum  calcium  in  a laboratory  where  the 


upper  limits  of  normal  are  well  established. 
Other  screening  procedures  such  as  angio- 
grams, scanning  with  Sc’’^  selenomethionine^ 
have  been  used,  proved  of  some  value,  but 
in  general  are  not  accurate  enough  to  be  of 
definite  help. 

Hypercalcemia  is  also  present  in  para- 
thyroid hyperplasia  due  to  renal  insuffi- 
ciency, but  these  are  usually  the  patients 
without  kidney  stones  as  contrasted  to  the 
adenoma  patient  who  most  often  has  renal 
calculi.^  Hypercalcemia  has  also  been  report- 
ed in  association  with  myxedema.  Pregnant 
mothers  may  show  evidence  of  hyperpara- 
thyroidism and  should  be  explored  for  a 
tumor  as  the  incidence  of  complications  of 
pregnancy  and  fetal  morbidity  and  mortality 
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is  increased  over  the  expected  normal.  How- 
ever, a mother  may  not  show  symptoms  for 
years  after  the  birth  of  her  child,  but  these 
children  have  tetany  after  birth,  usually 
within  a few  days,  and  often  after  being  fed 
cow’s  milk.  The  tetany  in  the  newborn,'^  in 
fact,  may  be  the  only  clue  to  the  mother’s 
adenoma  and  investigation  should  be  made. 
Again,  a high  index  of  suspicion  must  always 
be  present. 

Cysts  may  be  palpable  and  thought  to  be 
thyroid  nodules.  Most  cysts  do  not  function, 
but  five  cases  have  been  reported  as  so-called 
functioning  cysts  associated  with  primary 
hyperparathyroidism.^  All  of  these  factors 
point  to  the  fact  that  these  are  often  difficult 
lesions  to  detect. 

Here  is  reported  a case  to  emphasize  some 
of  these  points.  The  pertinent  data  will  be 
presented; 

CASE  REPORT 

M.  W.,  54-year-old  white  female,  was  seen  for 
her  present  illness  in  July,  1966,  because  of  slight 
difficulty  in  swallowing  which  seemed  to  be 
increasing  in  severity.  She  had  x-ray  evidence  of 
a substernal  mass,  thought  to  be  thyroid.  At  this 
time  she  had  no  evidence  of  hyperparathyroidism 
nor  any  of  hyperthyroidism.  Past  history,  however, 
was  most  significant.  She  had  gross  hematuria  in 
December,  1957,  which  was  from  the  left  side  by 
cystoscopy.  A serum  calcium  was  12.9  and  12.7 
mgs%  and  a phosphorus  was  3.9  and  3.2  mgs%. 
Other  laboratory  work  was  normal.  She  gave  a 
history  at  that  time  of  having  had  previous  renal 
calculus  involving  both  kidneys;  these  records 
were  not  available  and  have  not  been  found.  She 
underwent  a nephrolithotomy  in  January,  1958. 
At  that  time  she  showed  moderate  deviation  of 
the  trachea  indicative  of  a probable  thyroid  mass 
(Fig.  1). 


The  patient  had  left  renal  stones  again  in  May, 
1959,  and  had  a nephrectomy  with  multiple  renal 
calculi  being  found.  A blood  calcium  was  not  done 
during  that  admission. 

In  February,  1963,  she  had  a small  stone  in 
the  right  excretory  system  and  this  was  removed 
with  a right  ureterolithotomy.  The  chest  x-ray 
on  this  admission  revealed  that  the  mass  was 
larger  than  in  1958.  Since  the  hospitalization  in 
1963  until  this  illness  the  patient  had  no  further 
difficulty  relative  to  the  excretory  system,  or 
any  other  particular  symptoms.  X-ray  evidence 
of  growth  of  the  substernal  mass  over  a period  of 
years  to  the  present  illness  shows  in  Fig.  2. 


Fig.  2 


She  was  operated  upon  in  August,  1966,  with 
a preoperative  diagnosis  of  non-functioning  thy- 
roid mass.  This  was  exposed  through  a thyroid 
incision  extended  as  an  inverted  T with  splitting 
of  the  sternum  to  the  second  interspace,  then 
turning  the  upper  ribs  and  sternum  as  a flap  on 
the  left  side.  This  exposed  the  mass  very  well 
which  proved  to  be  even  larger  than  suspected 
on  x-ray.  A diagnosis  could  not  be  made  by  frozen 
section  although  it  was  thought  to  be  a benign 
lesion.  The  mass  was  removed  along  with  some 
mediastinal  lymph  nodes  and  is  shown  in  Fig.  3. 
The  final  sections  showed  the  tumor  removed 
represented  a cystic  parathyroid  adenoma.  The 
tumor  measured  8 cm.  in  diameter.  The  patient 
made  an  uneventful  recovery  and  has  had  no  fur- 
ther symptoms.  Subsequent  bone  survey,  blood 


Fig.l.  Fig.  3. 
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calcium,  and  phosphorus  have  all  been  within 
normal  limits. 

Perhaps  this  presentation  will  stimulate 
more  interest  and  arouse  more  suspicion  in 
this  problem.  • 
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Discussion  by  James  R.  Wheeler,  MD, 
Greeley,  Colorado:  I can  sympathize  with 
Dr.  Greer’s  surprise  on  finding  that  this  was 
a parathyroid  adenoma.  A similar  situation 
existed  for  us,  in  that  we  had  not  seen  any 
parathyroid  adenoma  until  two  and  a half 
years  ago,  and  now  suddenly  we  have  seven 
proved  cases. 

This  emphasizes  my  first  point.  The  find- 
ing of  seven  cases  coincides  with  the  time 
interval  that  we  have  had  accurate  reproduci- 
ble calcium  determinations  in  our  laboratory. 
Two  and  a half  years  ago,  we  started  using 
a relatively  simple  method  based  on  the  use 
of  ultra-violet  light,  which  can  be  done  easily 
in  any  hospital.  It  has  achieved  such  reliabil- 
ity that  we  feel  any  patient  with  a serum 
calcium  level  of  over  10.5  mgm%  deserves  a 
work-up  for  hyperparathyroidism.  This  is 
demonstrated  by  a distinct  parathyroid  ade- 
noma measuring  2 mm.  in  diameter.  This 
man  had  a history  of  a kidney  stone  and  a 
serum  calcium  determination  of  10.7  mgm% 
on  two  occasions.  The  rest  of  his  work-up 
then  confirmed  hyperparathyroidism.  Since 
surgery,  his  serum  calcium  level  has  re- 
mained within  normal  limits. 

After  finding  an  elevated  serum  calcium, 
our  work-up  has  consisted  of  a low  calcium 


diet  for  three  days  so  that  we  can  demonstrate 
more  than  200  mgm%  of  calcium  in  the  final 
24-hour  urine  specimen.  Then  creatinine 
clearance  along  with  the  phosphorus  clear- 
ance has  been  determined  and  from  these 
two  values  we  have  calculated  the  precentage  i 
of  Total  Phosphorus  Reabsorption  (Clinical 
Interpretation  of  Lab  Tests,  R.  H.  Goodale, 
5th  Edition,  F.  A.  Davis,  Philadelphia)  and 
the  Urinary  Phosphate  Excretion  Index  (Bio- 
chemistry of  Clinical  Medicine,  W.  S.  Hoff- 
man, 3rd  Edition,  Yearbook  Publication).  In 
five  of  the  seven  patients  with  positive  results 
there  has  been  no  suggestion  of  a mass  in  the 
neck  when  examined  by  several  examiners, 
but  in  all  cases  an  adenoma  measuring  up  to 
1.5  cm.  in  diameter  has  been  discovered. 

This  brings  up  my  second  point;  In  our 
experience  since  most  of  these  are  not  palpa- 
ble, it  therefore  requires  a high  degree  of 
suspicion  to  make  the  initial  investigation. 

I am  sure  that  all  of  you  are  aware  of  the 
vague  symptoms  referable  to  the  gastroin- 
testinal system,  the  painful  joints,  the  sore 
muscles  and  mental  aberrations  that  these 
patients  have.  These  are  the  very  things  that 
cause  them  to  jump  from  physician  to  physi- 
cian and  earn  the  epitaph  of  “crock.”  Yet, 
believe  me,  these  crocks  are  among  the  most 
thankful  patients  when  you  cure  them. 

The  third  point  is  that  the  determination 
of  the  composition  of  kidney  stones  may 
mislead  you  into  believing  that  the  patient 
does  not  have  a parathyroid  adenoma.  Re- 
member that  a kidney  stone  may  have  a 
nidus  of  calcium  phosphate  and  the  rest  of  J 
the  stone  is  composed  of  non-diagnostic  chem- 
icals.  We  feel  that  any  patient  with  kidney  j 
stones  should  have  a serum  calcium  deter-  | 
mination. 

Finally,  I wish  to  reiterate  that  discovery  f 
of  parathyroid  adenomas  will  be  dependent 
upon  an  accurate  serum  calcium  determina- 
tion and  maintenance  of  a high  degree  of 
suspicion.  • 
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89th  Annual  Meeting 

The  1967  annual  meeting  of  MMA  will  be  held 
in  Missoula,  September  14-16.  The  Florence  Hotel 
will  serve  as  convention  headquarters  and  all  of 
the  social  fimctions  will  be  scheduled  at  it.  The 
scientific  and  business  sessions  will  be  held  in 
the  Lodge  on  the  campus  of  the  University  of 
Montana;  commercial  and  scientific  exhibits  will 
be  displayed  in  this  building  in  an  area  adjacent 
to  the  meeting  room.  Complete  your  plans  NOW 
to  attend  the  89th  Annual  Meeting. 

* * * * 

Physicians  in  the  News 

Allan  L.  Goulding,  M.D.,  Billings,  has-  been 
appointed  by  Governor  Babcock  to  represent  the 
MMA  upon  the  Advisory  Council  of  the  State 
Department  of  Public  Welfare.  . . . R.  E.  Lemire, 
M.D.,  Billings,  has  been  named  president-elect  of 
the  Montana  Heart  Association.  Doctor  Lemire  will 
succeed  Hollis  K.  Lefever,  M.D.,  Lewistown,  upon 
the  completion  of  his  term  as  president.  Leonard 
W.  Etchart,  M.D.,  Billings,  was  also  elected  to  serve 
as  a member  of  the  Board  of  Directors  of  the  heart 
association. 


Utah  Editor,  Rocky  Mountain 
Medical  Journal  Report 

The  following  report  was  submitted  by  the 
Editor,  Utah  Section,  of  the  RMMJ  to  USMA’s 
House  of  Delegates  on  March  22,  was  subsequently 
reviewed  by  the  Reference  Committee,  and  was 
approved  by  the  House. 

After  many  years  of  faithful  and  excellent  serv- 
ice to  the  Rocky  Mountain  Medical  Journal,  Dr. 
Richard  P.  Middleton  has  retired  from  his  jour- 
nalistic pursuits. 

The  January  issue  of  the  Rocky  Mountain  Med- 
ical Journal  was  the  first  Utah  issue  and  contained 
a wide  variety  of  papers  of  scientific  and  historical 
interest  bj'  Utah  authors.  We  were  particularly 
pleased  to  have  several  papers  from  members  of 
the  faculty  of  the  University  of  Utah  Medical 
School.  We  will  have  such  an  issue  from  time  to 
time. 

I firmly  believe  that  the  Rocky  Mountain  Med- 
ical Journal  can  serve  a very  definite  need  as  a 
regional  journal.  I believe  it  should  emphasize 
items  of  historical  interest  and  consider  it  an 
excellent  outlet  for  publications,  particularly  of 
case  reports  and  of  papers  written  by  house  staffs 
of  the  various  hospitals.  I would  strongly  urge 
members  of  the  Association  to  submit  papers  that 
they  would  like  to  have  published. 

Respectfully  submitted, 

ALAN  E.  LINDSAY,  M.D. 

Editor 


(To  be  presented  by  Utah  physicians  during  the 
72nd  Annual  Scientific  Sessions  of  USMA,  Septem- 
ber 13  through  15,  1967.) 

Complications  in  Permanent 
Electrical  Pacing  of  the  Heart 

C.  Hilmon  Castle,  M.D.,  and 
H.  V.  Liddle,  M.D.,  Salt  Lake  City 

The  effectiveness  of  electrical  pacing  of  the 
heart  in  preventing  Stokes-Adams  attacks  as  well 
as  providing  long-term  benefits  for  patients  with 
A-V  heart  block  has  been  established.  The  fre- 
quency and  type  of  complications  are  related  to 
the  method  used  for  permanent  electrical  pacing. 
The  results  and  complications  in  39  patients  with 
direct  epicardial  electrodes  (EE)  are  compared 
to  those  occurring  in  40  patients  with  an  implanted 
transvenous  right  ventricular  endocardial  catheter 
electrode  (TVE). 

Patients  with  EE  had  a 12  per  cent  mortality 
due  to  the  procedure  for  implantation,  10  per  cent 
electrode  breakage,  and  high  frequency  of  pace- 
maker failure  (average  pacemaker  life  16  months) 
in  contrast  to  patients  with  TVE,  where  there 
have  been  no  deaths  or  electrode  breakage  and 
longer  pacemaker  life.  Complications  of  dislodge- 
ment  of  catheter  tip  and  failure  to  pace  has  oc- 
curred in  8 of  40  patients,  and  perforation  of  the 
right  ventricle  in  2 patients  with  TVE.  For 
patients  with  TVE,  the  hospital  stay  duration  v/as 
approximately  one-half  that  required  for  EE.  In- 
fection has  not  occurred  with  either  method  when 
new  sites  have  been  prepared  in  the  subcutaneous 
tissue  for  the  power  pack.  In  12  patients  in  whom 
the  old  pouch  was  used  for  replacement  with  a 
new  unit,  infection  has  occurred  in  7.  All  with 
pouch  infection  have  required  removal  of  the 
pacemaker  for  eradication  of  the  infection. 

In  conclusion,  the  mortality  and  frequency  and 
severity  of  complication  are  higher  in  patients 
who  have  been  treated  with  epicardial  electrodes 
as  compared  to  patients  with  an  RV  endocardial 
electrode  for  electrical  pacing  of  the  heart.  The 
TVE  method  for  permanent  pacing  is  preferred  to 
the  EE  method  in  patients  with  Adams-Stokes 
Syndrome.  In  replacing  old  pacemaker  units,  new 
subcutaneous  sites  should  be  used  in  preference  to 
the  old  site  to  minimize  the  possibility  of  infection. 

Primary  Prevention  of  Emotional 
Illness  and  the  Schools 

Merritt  H.  Egan,  MD,  Salt  Lake  City 

There  are  strong  environmental  and/or  func- 
tional forces  that  must  be  understood  if  we  are 
to  modify  the  emotional  ills  that  beset  our  children. 
Only  about  one  emotionally  ill  child  of  every 
hundred,  who  needs  treatment,  receives  it.  It  is 
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impossible  to  begin  to  solve  the  problems  of  emo- 
tionally ill  children  unless  a major  portion  of  our 
energies  is  directed  toward  primary  prevention 
through  work  with  our  basic  cultural  institutions 
— family,  schools,  medical  profession,  and  the 
churches.  When  the  family  has  difficulty  accom- 
plishing the  desired  results,  schools  must  be  our 
major  second  line  of  defense.  Teachers  are  the 
only  professionals  with  a relatively  high  numerical 
ratio  to  population  who  spend  a great  deal  of 
time  with  children  at  an  early  age.  With  adequate 
training  and  medical  supervision,  they  can  make 
a major  contribution  towards  solving  and  prevent- 
ing our  mental  health  problems.  Some  parents  defy 
our  best  efforts  to  help  them  at  present.  One  of 
our  greatest  primary  preventive  opportunities  is 
to  work  with  young  children  through  the  schools. 
In  a short  time,  these  children  will  be  the  parental 
pairs. 

Schools  must  accept  all  children  as  they  are — 
not  exclude  some  of  them.  We  must  aid  the  schools 
to  develop  a program  that  will  enable  each  child 
to  reach  the  maximum  of  his  abilities.  There  are 
a host  of  alternatives  with  better  prospects  for 
success  than  the  dead-end  course  of  expelling  a 
child  from  sOhool.  We  must  help  all  children  find 
a place  in  school  where  they  can  be  a success. 
Neither  we  nor  our  children  can  afford  to  allow 
them  to  just  drift  into  nothingness  which  is  often 
compensated  for  by  excelling  in  negativism.  More 
time  must  be  spent  in  our  colleges  of  education 
giving  teachers  a greater  understanding  of  chil- 
dren s©  that  they  are  better  able  to  handle  the 
behavioral  problems  as  well  as  the  academic  prob- 
lems in  the  classroom.  The  cognitive  and  affective 
aspects  of  a child’s  life  cannot  be  separated;  hence, 
the  educational  and  healing  professions  must  work 
together.  We  can  no  longer  think  in  terms  of 
either  a mental  hospital,  home,  or  school.  Unless 
we  move  in  the  direction  of  primary  prevention, 
there  will  continue  to  be  almost  99  out  of  100 
children  who  need  help  but  will  not  receive  it. 
Next  to  mother  and  father,  teachers  are  often 
the  most  important  influence  in  the  life  of  a child. 
To  the  disadvantaged  child,  they  may  be  the 
strongest  force.  Helping  a child  be  a success  in 
school  is  an  important  part  of  treatment.  It  costs 
$4,000  in  New  York  City  to  put  a child  through 
the  juvenile  court.  The  real  cost  in  dollars  of  not 
properly  educating  10  per  cent  of  our  maladjusted 
children  may  well  equal  the  cost  of  educating  the 
other  90  per  cent. 

We  must  overcome  many  obstacles  such  as: 
everyone  desiring  to  be  the  coordinator;  diagnosing 
and  referring  but  never  treating;  pushing  all  chil- 
dren with  problems  out  of  the  regular  classroom 
or  perhaps  out  of  school;  using  the  rationalization 
that  we  are  not  trained  or  it  is  someone  else’s  job; 
speaking  in  jargon  and  making  inappropriate  sug- 
gestions; overcoming  teachers’  fears,  resistances, 
inertia  to  change,  and  professional  jealousies.  If 
we  accomplish  these  objectives,  educators  and 
physicians  will  be  interdependent — adding  their 
talents  together  for  the  benefit  of  children.  Pro- 


fessional separation  does  not  increase  prestige. 
The  more  power  we  exert  from  one  vantage  point, 
the  more  total  influence  we  will  all  have. 

Some  of  the  primary  prevention  alternatives 
that  can  be  used  in  the  schools  are:  mechanical 
aids  to  increase  teaching  and  learning  efficiency; 
development  of  special  teachers  for  special  prob- 
lems; the  big  brother  program;  a volunteer  or  paid 
room  assistant  for  each  class;  special  attention  to 
populations  at  special  risk  and  children  in  develop- 
mental or  accidental  crises;  working  with  key 
people  such  as  school  personnel;  helping  teachers 
use  appropriately  causal  teaching,  games,  life-space 
interviews  and  school  rules;  a roving  teacher  who 
can  offer  on-the-spot  consultation  and  help;  teach- 
ers’ groups,  activity  group  therapy  for  latency-age 
children,  discussion  groups  for  junior  and  senior 
high  school  ages,  and  parents’  groups;  tel-a-teacher 
program,  etc. 

The  schools  have  captive  pupils  (patients)  and 
are  our  principal  way  of  reaching  many  children 
who  do  not  come  to  doctors  or  clinics  but  some- 
times need  help  more  than  those  who  do.  We  must 
be  physicians  and  educators — not  just  doctors  and 
teachers. 

Morphologic  Changes  in  Bronchial 
Epithelium  of  Long-Term  Cigarette  Smokers 
(A  cytological  and  histopathological  study) 

Cyril  D.  Fullmer,  MD,  Salt  Lake  City  ' 

In  spite  of  the  fact  that  the  American  Medical  1 
Association  tabled  the  decision  as  to  the  question 
of  whether  cigarette  smoking  is  harmful  to  man 
until  further  research  can  be  performed,  official 
voluntary  and  governmental  organizations  and 
committees  have  concluded  from  available  evi- 
dence that  cigarette  smoking  is  the  principal  cause 
of  lung  cancer. 

Carcinoma  of  the  bronchus  undoubtedly  shares 
the  biologic  behavior  described  for  carcinoma  of 
the  cervix  to  the  extent  that  it  requires  a long 
and  silent  history  of  development  before  clinical 
manifestations  of  the  disease  are  present. 

The  author  will  demonstrate  examples  of  the 
cytological  and  histopathological  abnormalities 
which  develop  in  bronchial  epithelium  during  long- 
term cigarette  smoking.  Cytologic  examination  of 
a series  of  sputa  is  an  accurate  technic  for  detection 
of  bronchial  atypism,  dysplasia,  and  carcinoma  of 
the  lung  in  experienced  hands.  Cytology  is  capable 
of  detecting  bronchial  cancer  in  the  pre-clinical 
stages,  and  presents  some  unusual  clinical  problems 
for  the  physician,  thoracic  surgeon,  and  patient. 

During  the  past  five  years  we  have  detected 
malignant  cells  in  11  cases  of  long-term  cigarette 
smokers,  ages  56  through  71.  All  presented  negative 
chest  x-ray  findings.  One  case  presented  an  inva- 
sive epidermoid  carcinoma  of  the  larynx  18  months 
following  the  initial  cytology.  Nine  of  the  cases 
had  the  diagnosis  of  bronchogenic  carcinoma  estab- 
lished within  two  months  of  the  initial  cytological 
findings.  One  case  presented  suspicious  and  malig- 
nant cells  six  years  prior  to  establishment  of  a 
bronchogenic  carcinoma. 
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The  longest  surviving  patient  following  treat- 
ment is  four  years.  One  case  died  postoperatively. 
Six  of  the  cases  are  surviving  following  surgery 
without  evidence  of  recurrence.  One  case  is  under 
supervised  observation  because  of  the  inability  to 
localize  the  origin  of  the  malignant  cells.  Experi- 
ence with  regression  of  abnormal  epithelium  in 
the  ex-smoker  will  be  discussed. 

A New  Concept  in  the  Treatment 
of  Hepatic  Trauma 

N.  Frederick  Hicken,  MD, 

A.  James  McAllister,  MD, 

Charles  Edwards,  MD,  Salt  Lake  City 

The  liver  has  four  closed,  fluid  systems:  (1)  the 
portal  veins,  (2)  the  hepatic  veins,  (3)  the  hepatic 
arteries,  and  (4)  the  bile  ducts.  Each  system  is 
separate  and  distinct — those  of  one  lobule  having 
no  anastomotic  connections  with  the  other  lobules 
Injury  to  or  severance  of  one  or  all  of  these 
systems  results  in  death  of  all  hepatic  tissue 
peripheral  to  the  point  of  damage. 

Mass  approximation  of  the  lacerated  liver  tis- 
sue, by  ligatures,  provides  no  assurance  the  dam- 
aged bile  ducts  and  blood  vessels  will  restore  their 
functional  continuity.  As  a rule  the  devascularized 
segments  of  the  damaged  liver  die. 

Experiments  show  that  by  operative  hepatog- 
raphy (contrast  roentgenography)  the  site  of  in- 
jury and  the  extent  of  damage  can  be  accurately 
determined.  This  permits  debridement  of  the  de- 
vascularized segments. 

Correlation  of  Selective  Coronary 
Arteriography  and  Clinical  Symptoms 

Harold  V.  Liddle,  MD,  Salt  Lake  City 

Selective  coronary  arteriography  is  an  objective 
method  for  diagnosis  of  coronary  arterial  obstruc- 
tion. The  purpose  of  this  study  is  to  determine  the 
reliability  of  this  test  by  examining  the  correlation 
between  arteriographic  findings  and  the  clinical 
patterns  of  myocardial  ischemia.  If  selective  cor^ 
onary  arteriography  is  a dependable  diagnostic 
tool,  there  should  be  a high  degree  of  correlation 
between  the  classical  clinical  syndrome  and  signifi- 
cant arteriographic  abnormalities. 

A single  observer  has  performed  194  selective 
coronary  arteriograms  of  which  167  form  the  basis 
of  this  report.  The  remaining  studies  were  done 
either  for  postoperative  re-evaluation  or  for  rheu- 
matic valvular  disease.  Two  studies  were  inade- 
quate. These  167  patients  were  classified  in  five 
groups.  Group  1 — 25  patients  with  arrhythmia, 
non-coronary  chest  pain,  or  no  coronary  symptoms; 
2 patients  had  abnormal  vessels — 92  per  cent  corre- 
lation. Group  2 — angina  syndrome — of  65  patients 
with  atypical  chest  pain  and  inconsistent  electro- 
cardiograms who  were  considered  normal;  54  pa- 
tients were  normal — 83  per  cent  correlation.  Group 
3 — anginal — 20  patients  with  stress  related  chest 
pain  without  consistent  electrocardiographic  or 
nitroglycerin  response;  15  patients  had  significant 
disease — 75  per  cent  correlation.  Gt'oud  4 — angina 
2 — 51  patients  with  the  classic  pattern  of  angina 
pectoris  and  electrocardiographic  abnormalities; 


47  patients  had  significant  disease — 92.2  per  cent 
correlation.  Group  5 — consists  of  6 patients  with 
proved  myocardial  infarction  but  without  residual 
angina;  all  6 had  arterial  deformity  and  5 had 
severe  obstruction. 

The  degrees  of  arterial  obstruction  found  were 
retrospectively  related  to  the  five  symptom  groups. 
Only  20  (22.2  per  cent)  of  the  90  patients  with 
normal  or  inconclusive  clinical  patterns  had  any 
arterial  deformity,  12  of  these  were  advanced. 
Seventeen  (85  per  cent)  of  the  20  angina  1 patients 
had  arterial  deformity,  15  of  which  were  severe 
obstructions.  Fifty-three  (93  per  cent)  of  the  57 
patients  with  angina  2 or  infarction  histories  had 
abnormal  arteries  and  of  these  52  were  severe 
lesions. 

This  study  demonstrates  a high  degree  of  corre- 
lation between  selective  coronary  arteriographic 
findings  and  rigidly  controlled  clinical  criteria  for 
coronary  arterial  obstructive  disease. 

Tracheal  Stenosis  Due  to  Aberrant 
Left  Pulmonary  Artery 

Conrad  B.  Jenson,  MD,  Ph.D., 

Russell  M.  Nelson,  MD,  Ph.D.,  Salt  Lake  City 

Vascular  rings  causing  tracheal  compression 
are  usually  due  to  anomalous  formations  of  the 
aorta  and  its  branches,  which  may  be  diagnosed 
by  thoracic  aortograms.  A rare,  but  completely 
correctible  vascular  anomaly  causing  respiratory 
distress  which  cannot  be  demonstrated  by  aor- 
tography is  due  to  an  aberrant  left  pulmonary 
artery,  which  usually  passes  between  the  esophagus 
and  trachea.  This  is  best  demonstrated  by  pul- 
monary arteriograms. 

This  presentation  concerns  an  infant  in  whom 
this  anomaly  was  diagnosed  preoperatively  by  pul- 
monary arteriograms  and  successfully  treated  by 
division,  transplantation,  and  anastomosis  of  the 
aberrant  left  main  pulmonary  to  the  main  pul- 
monary artery  anterior  to  the  trachea. 

Movies  depicting  the  diagnostic  and  operative 
technics  employed,  together  with  a postoperative 
pulmonary  arteriogram  will  be  presented. 

Plastic  Reconstruction  of  the  Mitral  Valve 

W.  R.  Rumel,  MD,  Salt  Lake  City 

Since  1959,  200  open  operations  on  the  mitral 
valve  using  cardiopulmonary  bypass  have  been 
performed  for  rheumatic  mitral  stenosis,  mitral 
regurgitation,  and  for  cases  of  combined  stenosis 
and  regurgitation.  The  mitral  valve  was  recon- 
structed using  a uniform  three-step  procedure, 
consisting  of:  (1)  Anterior  and  posterior  commis- 
surotomy, (2)  valvoplasty  with  repair  of  the  cusps 
and  the  subvalvular  supports,  and  (3)  anterior  and 
posterior  annulorrhaphy,  advancing  the  minor  cusp 
to  a normal  approximation  with  the  major  cusp. 
The  combined  hospital  and  late  mortality  rate  has 
been  15  per  cent.  (During  the  past  three  years 
the  combined  hospital  and  late  mortality  rate  has 
been  8.5  per  cent.) 

Embolic  complications  have  been  unusual — 1 
per  cent — without  the  use  of  anticoagulation.  Per- 
sistent or  recurrent  regurgitation  of  significance 
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has  been  rare  as  has  been  recurrent  mitral  stenosis 
because  of  restoration  of  good  valve  mobility.  Clin- 
ical improvement  has  been  very  gratifying  in  that 
the  vast  majority  of  patients,  approximately  85 
per  cent  (follow-up  nearly  complete),  having  shift- 
ed from  Functional  Classes  III  and  IV  to  Functional 
Classes  I and  II.  Details  regarding  patient  selection 
and  follow-up  will  be  presented.  A movie  will  be 
available  for  demonstration  of  the  operative  tech- 
nic employed. 

Sources  of  Diagnostic  Error 
in  Patients  Receiving  Estrogens 
or  Oral  Contraceptives 

Don  H.  Nelson,  MD,  Salt  Lake  City 

The  widespread  use  of  estrogen  and  estrogen- 
like substances,  both  therapeutically  and  as  contra- 
ceptives, has  directed  increased  attention  to  the 
many  physiologic  effects  which  may  occur  in  pa- 
tients taking  these  substances.  Some  of  the  re- 
sponses to  estrogen  therapy  may  result  in  mistaken 
diagnoses  and  therefore  the  practitioner  whose 
patients  are  taking  these  substances  should  be 
aware  of  the  changes  produced.  Estrogen  adminis- 
tration produces  a number  of  alterations  in  plasma 
proteins  and  thus  may  result  in  increased  levels 
of  protein-bound  iodine  or  plasma  corticosteroids 
as  the  result  of  an  increase  in  TBG  or  CBG.  In 
addition,  estrogen  administration  may  result  in  an 
abnormal  glucose  tolerance  and  can  lead  to  a 
mistaken  diagnosis  of  diabetes  mellitus.  Other 
changes  which  occur  include  increase  in  plasma 
renin  and  serum  growth  hormone,  histologic 
changes  in  the  endometrium  and  the  better  known 
effects  on  menstruation  and  lactation.  Studies  in 
this  investigator’s  laboratory  have  demonstrated 
biochemical  changes  in  steroidogenesis  by  the 
adrenal  cortex  which  result  in  decreased  response 
of  the  adrenal  gland  to  the  substance  metopirone. 
Thus,  when  this  substance  is  used  in  the  diagnosis 
of  hypopituitary  states,  a mistaken  diagnosis  may 
result  if  the  patient  is  taking  estrogens.  Further 
investigation  is  underway  to  determine  whether 
there  is  a general  biochemical  effect  of  large 
amounts  of  estrogen  substances  which  results  in 
the  alterations  in  normal  physiology  observed. 

Treatment  of  Congenital 
Dislocation  of  the  Hip 

Paul  A.  Pemberton,  MD,  Salt  Lake  City 

Treatment  of  congenital  dislocation  of  the  hip 
should  be  divided  into  three  age  groups.  The  first 
group  from  the  time  of  birth  to  one  year  is  best 
treated  conservatively  starting  as  early  as  possible, 
probably  within  the  first  week.  Treatment  is  car- 
ried out  by  some  type  of  abduction  device  and  this 
is  to  be  continued  as  long  as  improvement  con- 
tinues or  until  adequate  stability  is  reached. 

The  second  age  group  is  one  year  to  about 
twelve.  Treatment  of  this  age  group  is  best  carried 
out  by  surgery  with  pericapsular  osteotomy  of  the 
ilium  and  rotation  of  the  iliac  portion  of  the 
acetabular  roof  out  over  the  femoral  head  after 
reduction  of  the  dislocation.  This  is  an  operation 


that  has  been  done  now  for  over  11  years  and 
has  come  t©  be  accepted  as  a standard  procedure 
in  the  surgical  management  of  congenital  disloca- 
tion of  the  hip.  It  should  not  be  done  before  the 
age  of  one  year  because  of  the  soft  bone  of  the 
pelvis  nor  beyond  the  age  of  twelve  years  because 
the  tri-radiate  cartilage  gets  too  rigid  to  be  used 
as  a hinge. 

In  those  over  twelve  years  of  age  management 
is  more  difficult  and  consists  of  a reconstructive 
procedure  on  the  hip  either  by  rotation  of  the 
acetabulum  or  by  a metal  prosthesis  put  in  at  a 
high  level. 

Results  of  the  various  methods  of  treatment 
in  the  different  age  groups  will  be  shown. 

A Report  on  277  Intra-arterial  Infusions 
for  Advanced  Malignant  Disease 

Charles  R.  Smart,  MD,  Salt  Lake  City 

Medical  literature  is  replete  with  glowing  re- 
ports on  continuous  intra-arterial  infusion  of  var- 
ious drugs  in  patients  with  incurable  malignancy. 
Many  of  these  reports  are  on  small  series  of 
patients  followed  for  relatively  short  periods  of 
time.  The  present  series  of  277  intra-arterial  infu- 
sions was  accumulated  at  UCLA  over  a five-year 
period,  1960-1965.  The  paper  is  presented  in  an 
effort  to  help  the  physician  better  evaluate  the 
technic,  drugs  used,  risks  and  end  results  of  con- 
tinuous infusion  therapy. 

End  results  were  evaluated  by  objective  de- 
crease in  tumor  size,  minimal  being  25  to  49  per 
cent  and  significant  being  50  to  100  per  cent;  and 
by  mortality  rate  (death  within  one  month).  The 
overall  response  of  the  277  patients  showed  26 — 
39  per  cent  with  regression  of  tumor  and  11  per 
cent  mortality.  There  were  no  deaths  in  the  17 
patients  from  0 to  10  years  of  age  but  a 25  per  cent 
mortality  rate  in  those  over  60  years  of  age.  In 
the  120  patients  treated  with  methotrexate  and 
citrovorum  factor  there  were  21  per  cent  deaths 
as  contrasted  with  only  3 per  cent  deaths  in  the 
92  patients  treated  with  5-Florouracil.  There  was 
a 17  per  cent  mortality  rate  in  external  carotid 
artery  infusions  as  contrasted  with  10  per  cent 
in  the  hypogastric  artery  and  8 per  cent  in  the 
hepatic  artery  infusions.  Duration  of  response  and 
complications  will  be  covered. 

Surgical  Treatment  of 
Spinal  Cord  Meningiomas 

Bruce  F.  Sorensen,  MD,  Salt  Lake  City 

Spinal  cord  tumors  present  perplexing  diag- 
nostic problems  in  their  early  clinical  course.  If 
the  tumors  are  benign  and  diagnosed  early,  the 
prognosis  is  excellent.  Of  320  tumors  causing 
spinal  cord  compression  operated  upon  over  an 
18-year  period  at  the  Cleveland  Clinic,  50  were 
meningiomas.  Thirty-eight  of  the  meningiomas 
were  found  in  females  and  twelve  in  males.  The 
average  onset  of  symptom  was  52.3  years.  In  most 
patients,  the  duration  of  symptoms  was  less  than 
two  years.  The  most  common  symptom  was  pain 
which  was  foimd  in  78  per  cent,  and  pain  was 
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usually  the  first  symptom  experienced  by  the 
patient.  Other  symptoms  were  weakness,  numb- 
ness, bladder  and  bowel  disfunction,  and  incoor- 
dinations. Change  in  superficial  and  deep  reflexes 
was  present  in  92  per  cent  of  patients.  Other 
physical  findings  included  weakness  and  atrophy 
and  decrease  of  sensation  to  pain,  temperature, 
and  touch.  Pantopaque  myelography  was  per- 
formed on  47  of  the  50  patients,  and  all  were 
abnormal  and  localized  the  tumor.  Most  patients 
had  partial  or  complete  block  with  Queckenstedt 
testing  (jugular  compression)  during  the  spinal 
puncture.  Eighty-two  per  cent  of  the  tiunors  were 
located  in  the  dorsal  spine,  14  per  cent  in  the 
cervical  spine,  and  4 per  cent  in  the  lumbar  spine. 
The  meningiomas  were  well  circumscribed  and 
capsulated,  and  with  the  exception  of  one,  were 
all  located  intra-durally.  Operative  results  were 
as  follows;  No  change  or  worse  in  10  per  cent; 
minimal  improvement  in  4 per  cent;  moderate 
improvement  in  18  per  cent;  and  excellent  im- 
provement in  66  per  cent.  (One  patient  died  with 
a coronary  occlusion  on  the  sixth  postoperative 
day.)  One  patient  had  multiple  meningiomas  of 
the  spinal  canal. 

Computer-based  Bedside  Monitoring  of 
Postoperative  Cardiac  Patients 

Alan  F.  Toronto,  MD, 

Homer  R.  Warner,  MD,  and 

Reed  M.  Gardner,  MD,  Salt  Lake  City 

A computer-based  bedside  monitoring  system 
for  the  care  of  postoperative  cardiac  patients  has 
been  developed  recently  at  the  Latter-day  Saints 
Hospital.  Stroke  volume,  heart  rate,  cardiac  output, 
pressure,  and  peripheral  resistance  can  be  calcu- 
lated beat-by-beat  from  the  time-course  of  the 
central  aortic  pressure  contour.  Venous  pressure, 
respiratory  amplitude,  and  respiratory  rate  can 
be  calculated  from  the  central  venous  pressure 
catheter  inserted  in  the  operating  room.  For  the 
arterial  nressure  a teflon  catheter  (90  cm  in  leneth, 
.5  mm  ID  and  1 mm  OD)  is  advanced  through  a 
thin-walled  18  gauge  needle  from  a femoral  or 
radial  artery  into  the  thoracm  aorta  for  recording 
pressure  wilh  a Statham  P2.8  Db  strain  gauge. 
This  is  usual Iv  done  the  dav  before  surgery  but 
can  be  inserted  either  in  surgery  or  later  at  the 
bedside. 

In  the  intensive  care  unit  a console  at  the 
nurses’  station  contains  switches  for  controlling 
various  computer  program  options  and  a memory 
oscilliscope  for  displaying  a beat-by-beat  plot  and 
a print-out  of  average  values  of  each  of  the  above 
calculated  variables  at  the  end  of  a given  run. 
These  averaged  values  are  stored  on  a magnetic 
disc  along  with  the  time  of  day,  and  at  any  time 
the  doctor  may  request  a plot  of  the  time-course 
of  these  stored  variables  over  a specified  period 
of  time  or  call  for  a list  of  individual  values,  page 
by  page,  on  the  memory  oscilliscope.  The  system 
has  proved  useful  to  both  the  attending  physician 
and  nursing  staff  in  the  care  of  these  acutely  ill 
patients. 


The  University  of  Utah  Experience 
in  Renal  Transplantation 

Keith  Reemtsma,  MD,  and 

Lawrence  E.  Stevens,  MD,  Salt  Lake  City 

Eighteen  patients  have  undergone  renal  allo- 
transplantation at  the  University  of  Utah,  begin- 
ning in  January,  1965.  All  of  these  patients  were 
in  terminal  uremia,  requiring  dialysis  for  survival. 
Ten  of  the  patients  received  kidneys  from  cadavers 
and  eight  from  living  relatives.  Nine  of  the  patients 
are  living,  and  six  patients  have  excellent  renal 
function  and  have  returned  to  normal  activities. 
The  longest  survivor  is  now  28  months  and  work- 
ing full-time.  Peritoneal  dialysis  was  utilized  for 
support  of  the  patients  in  the  earlier  phase  of  our 
program,  but  hemodialysis  has  been  used  prefer- 
entially in  the  past  six  months.  Of  the  11  patients 
receiving  transplants  supported  by  hemodialysis 
eight  are  surviving  and  five  have  good  renal  func- 
tion. The  other  three  patients  are  awaiting  trans- 
plantation of  a second  kidney  after  losing  their 
first  by  rejection  or  ischemic  damage  during  cada- 
ver organ  procurement. 

All  patients  have  received  immunosuppressive 
medication  which  included  azathioprine  and  ste- 
roids, with  Actinomycin  C and  local  irradiation 
given  if  rejection  occurs.  Pneumonitis  has  been 
the  most  frequent  complication  encountered  in  our 
patients,  with  seven  of  the  nine  patients  succumb- 
ing after  transplantation  showing  marked  pul- 
monary infection.  The  other  two  patients  died  of 
peritonitis  following  peritoneal  dialysis  while  re- 
ceiving immunosuppressive  medication. 

Careful  avoidance  of  overtreatment  with  im- 
munosuppressives, better  preparation  of  the  uremic 
patient  with  dialysis  prior  to  transplantation,  and 
simolification  of  the  operative  procedure  have  led 
to  better  results  in  the  recent  months  of  our  pro- 
gram. 

Selection  of  donors  by  tissue  typing  and  the 
use  of  anti-lymphocyte  antiserum  to  forestall  re- 
jection offer  promise  for  further  improvement  in 
survival  rates,  and  these  methods  are  under  active 
development  in  our  program  at  this  time. 

Calcification  in  Malignant  Tumors 

Henry  P.  Plenk,  MD,  Salt  Lake  City,  and 
Allan  Freeman,  University  of  California  Medical 
School,  San  Francisco 

Finding  of  calcium  in  a tumor  is  usually  attrib- 
uted to  either  hemorrhage  or  necrosis.  Certain 
tumors  like  neuroblastomas  are  known  to  have  a 
high  incidence  of  calcification  (57  per  cent)  which 
actually  helps  in  the  differential  diagnosis.  Other 
tumors  such  as  lymphomas  are  more  apt  to  develop 
calcification  following  successful  radiation  therapy. 

Calcification  of  metastatic  tumors  has  been 
reported  more  recently  with  increasing  frequency. 

The  literature  is  reviewed  in  an  attempt  to 
learn  to  what  extent  the  location  and  pattern  of 
calcification  can  be  useful  in  the  diagnosis. 

Representative  cases  from  our  own  material  are 
demonstrated. 
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Inducing  Ovulation  with  Human 
Menopausal  Gonadotropin 

Howard  G.  McQuarrie,  MD,  Salt  Lake  City 

Recognition  of  the  potential  of  pituitary  gonado- 
tropins for  treatment  of  human  ovarian  failure 
led  to  the  development  of  human  Follicle  Stimulat- 
ing Hormone  of  pituitary  origin.  Several  investi- 
gators have  developed  methods  of  extracting  the 
principles  from  human  post-menopausal  urine  as 
a more  practical  source  of  a potent,  standardized, 
gonadotropin  preparation. 

This  report  describes  the  experience  of  the 
author  utilizing  a standardized  gonadotropin  prep- 
aration to  induce  ovulation  in  carefully  controlled 
clinical  research  studies.  Ovulation  was  established 
by  at  least  four  of  six  criteria:  cervical  mucus 
change,  cytological  change  of  vaginal  epithelium, 
pregnanediol  determinations,  thermogenic  re- 
sponse, endometrial  biopsy,  and  pregnancy.  The 
treatment  cycle  involved  the  sequential  adminis- 
tration of  human  menopausal  ganadotropin  (HMG- 
ORTHO)*  and  human  chorionic  gonadotropin 
(HCG). 

The  disorder  of  secondary  amenorrhea  and  an- 
ovulation is  symptomatic  of  ovarian,  pituitary, 
adrenal,  hypothalamic,  or  psychogenic  disorders. 
A thoughtful,  careful  evaluation  of  these  problems 
is  necessary.  Each  patient  treated  was  evaluated 
by  testing  to  establish  the  cause  of  the  secondary 
amenorrhea  and/or  anovulation.  All  patients  treat- 


ed were  also  evaluated  by  culdoscopy  except  one 
which  had  a celiotomy  and  establishment  of  the 
diagnosis  of  polycystic  ovary  syndrome. 

From  November  1,  1966,  to  May  15,  1967,  eleven 
patients  were  treated  with  this  preparation  for  18 
cycles  of  treatment.  Ovulation  was  induced  in  11 
cycles  of  treatment.  Amenorrhea  was  corrected  in 
all  but  one  patient  while  under  treatment.  Preg- 
nancies have  resulted  in  patients  who  desired  con- 
ception. One  patient  aborted  a twin  gestation  spon- 
taneously in  the  thirteenth  week  of  gestation. 

In  summary,  the  use  of  human  menopausal 
ganodotropin  has  been  used  by  the  author  to  treat 
secondary  amenorrhea,  infertility,  and  anovulation 
in  a group  of  private  patients  who  have  undergone 
careful  clinical  evaluation  to  establish  the  cause 
of  the  endocrine  disorder.  Nine  of  the  twelve 
patients  treated  developed  ovarian  cysts  which 
resolved  spontaneously  with  no  surgical  interven- 
tion. No  other  untoward  reactions  occurred.  Ovu- 
lation was  induced  in  12  cycles  (66  per  cent),  and 
amenorrhea  was  corrected  while  under  treatment 
in  ten  (91  per  cent)  of  patients.  One  treatment 
failure  has  been  since  diagnosed  as  premature 
menopause  and  ovarian  failure.  Pregnancy  ensued 
under  and  after  treatment  in  three  patients  of 
eleven  desiring  pregnancy  (27.3  per  cent). 


*HMG-ORTHO,  Ortho  Research  Foundation.  Raritan, 
New  Jersey. 
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University  of  Colorado  Medical  Center 

Governor  John  A.  Love  has  signed  into  law 
a bill  changing  the  name  of  Colorado  Psychopathic 
Hospital  at  the  University  of  Colorado  Medical 
Center  to  “Colorado  Psychiatric  Hospital.” 

The  change  is  effective  July  1. 

Senate  Bill  404,  adopted  by  the  last  session  of 
the  State  Legislature,  changes  the  name  to  “the 
University  of  Colorado  Psychiatric  Hospital”  to 
conform  with  modern  professional  usage. 

The  hospital,  known  as  Colorado  Psychopathic 
Hospital  since  its  construction  in  1922-24,  has  been 
designated  in  Colorado  statutes  as  “the  psycho- 
pathic hospital  and  laboratory  of  the  University 
of  Colorado.”  It  was  the  first  university-operated 
psychiatric  hospital  west  of  the  Missouri  River  and 
the  fifth  institution  of  its  kind  in  the  nation. 

* * 

Dr.  Kenneth  C.  Sawyer,  Sr.,  Denver  surgeon, 
has  been  installed  as  1967-68  president  of  the 
University  of  Colorado  Medical  Alumni  Associa- 
tion. He  has  been  a delegate  of  the  Colorado 
Medical  Society  to  the  American  Medical  Associa- 


Colorado 

Dr.  Fordyce  H.  McCabe  died  May  6,  1967,  in 
the  93rd  year  of  his  life,  at  Frasier  Meadows  Manor 
in  Boulder,  following  a long  illness. 

He  was  bom  in  Rock  Island,  Illinois,  on  April 
29,  1875,  to  Hiram  B.  and  Electa  D.  McCabe.  He 
received  his  primary  education  in  the  public 
schools  of  Muscatine,  Iowa.  Later  he  attended  the 
University  of  Iowa  Medical  School  in  Iowa  City, 
where  he  was  graduated  with  an  M.D.  degree  in 
1899. 

Following  a brief  internship  in  the  University 
Hospital  in  Iowa  City,  he  began  the  practice  of 
medicine  in  1900  in  Farfield,  Nebraska.  From  1907 
to  1912  he  practiced  medicine  in  Arapahoe,  Ne- 
braska, and  from  1912  to  1927  in  Cambridge, 
Nebraska.  In  1927  he  moved  to  Frederick,  Colo- 
rado, and  practiced  medicine  in  that  community 
until  1944,  at  which  time  he  moved  to  Boulder, 
where  he  continued  the  practice  of  medicine  until 
a few  years  before  his  death. 

Dr.  McCabe  was  married  first  to  Carrie  Waite. 
Following  her  death  he  was  married  again  on 
July  29,  1936,  in  Colorado  Springs  to  Lillian  Bozett, 
a prominent  member  of  the  Boulder  Woman’s  Club. 
Lillian  Bozett  McCabe  passed  away  on  March  10, 
1961. 


tion  for  11  years  and  serves  as  vice  chairman  of  the 
AMA’s  Council  on  Medical  Education. 

Dr.  Sawyer  was  one  of  two  recipients  of  the 
university’s  highest  alumni  honor,  the  Norlin 
Award,  at  a banquet  June  8 in  Boulder. 

Dr.  F.  A.  Garcia,  Denver  plastic  surgeon,  was 
chosen  as  president-elect  to  take  office  in  June 
next  year.  Members  of  the  association  re-elected 
Dr.  L.  Joseph  Butterfield  as  vice  president,  and 
Dr.  William  E.  Jobe  as  secretary-treasurer.  Dr. 
Richard  W.  Whitehead,  emeritus  professor  of  phar- 
macology, serves  as  executive  secretary  of  the 
association. 

4:  * * 

Dr.  Theodore  T.  Puck,  professor  of  biophysics 
in  the  University  of  Colorado  School  of  Medicine, 
is  one  of  91  distinguished  Americans  in  the  fields 
of  science,  medicine,  law,  economics,  architecture 
and  the  arts  who  have  been  elected  to  fellowship 
in  the  American  Academy  of  Arts  and  Sciences. 

Dr.  Puck  holds  a lifetime  research  professorship 
from  the  American  Cancer  Society  and  is  director 
of  the  Eleanor  Roosevelt  Institute  for  Cancer  Re- 
search at  the  CU  Medical  Center  in  Denver.  Dr. 
Puck  is  the  only  Coloradan  among  the  new  fellows 
elected  to  the  academy  and  among  six  scientists 
selected  from  the  fields  of  biophysics  and  bio- 
chemistry. He  has  been  a member  of  the  CU  medi- 
cal faculty  since  1948. 

Dr.  McCabe  was  a veteran  of  World  War  I, 
during  which  he  served  with  the  89th  Division 
with  the  rank  of  a Major  as  commander  of  Field 
Hospital  No.  345  in  France.  Following  his  discharge 
from  the  Army  in  1919,  he  was  quite  active  in  the 
American  Legion,  serving  as  commander  of  the 
Cambridge,  Nebraska,  Legion  Post,  of  which  he 
was  a charter  member,  and  later  as  commander 
of  the  Wiley,  Colorado,  Legion  Post.  He  was  a past 
chef  de  gare  of  Boulder  Voitre  of  Forty  and  Eight. 

He  was  also  active  in  Masonry,  in  El  Jebel 
Shrine,  and  High  Twelve.  He  was  a lifelong 
member  of  the  Congregational  Church. 

Dr.  McCabe  throughout  his  life  was  active  in 
civic  affairs  and  was  a lifelong  Republican.  He  is 
survived  by  a daughter,  Mrs.  Gwendolyn  Mousel  of 
Denver,  a nephew.  Dr.  Fordyce  G.  McCabe,  and  a 
niece,  Mrs.  Lucia  Kendrick,  both  of  Boulder.  An- 
other nephew,  Harold  McCabe,  resides  in  Califor- 
nia. Three  grandchildren,  Cynthia,  Stanford  and 
Claudia  Mousel,  reside  in  Denver. 


Montana 

Myron  E.  Veseth,  M.D.,  died  on  March  20,  1967. 
Dr.  Veseth  was  born  March  8,  1915,  in  Malta,  Mon- 
tana. He  received  his  M.D.  degree  from  the  Uni- 
versity of  Colorado  School  of  Medicine  in  1942 
and  was  engaged  in  the  general  practice  of  medi- 
cine in  Colorado  until  1947  when  he  moved  to 
Montana.  Dr.  Veseth  was  a member  of  the  Montana 
Medical  Association  and  of  the  American  Medical 
Association  through  the  Hill  County  Medical  So- 
ciety. 
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Destroys  Trichomonads  Wherever  They  Are 


Flagyl  seeks  out  the  sites  where  trichomonads 
hide.  Only  a systemic  agent  can.  Only  Flagyl 
does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the  inner 
crypts,  glands  and  cavities  of  the  genitouri- 
nary tract  in  both  women  and  men.  Conse- 
quently, Flagyl  is  capable  not  only  of  curing 
trichomoniasis  in  women  but  also  of  prevent- 
ing reinfection. 

Correctly  used,  with  due  attention  to  repeat 
courses  of  treatment  for  resistant,  deep-seated 
invasion  and  to  the  presumption  of  reinfection 
from  male  consorts,  Flagyl  has  repeatedly  pro- 
duced up  to  100  per  cent  cure  in  large  series 
of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one  250- 
mg.  oral  tablet  three  times  daily  for  ten  days.  A vag- 
inal insert  of  500  mg.  is  available  for  local  therapy 
when  desired.  When  the  inserts  are  used  one  vagi- 
nal insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days,  and  concurrently  two  oral 
tablets  should  be  taken  daily. 


In  men  in  whom  trichomonads  have  been  demon- 
strated: one  250-mg.  oral  tablet  twice  daily  for  ten 
days. 


Contraindications  — Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 


Precaution  — Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially  if 
a second  course  is  necessary. 

Side  Effects  — Infrequent  and  minor  side  effects  in- 
clude nausea,  metallic  taste,  furry  tongue  and  head- 
ache. Other  effects,  all  reported  in  an  incidence  of 
less  than  1 per  cent,  are  diarrhea,  dizziness,  vaginal 
dryness  and  burning,  dry  mouth,  rash,  urticaria, 
gastritis,  drowsiness,  insomnia,  pruritus,  sore  tongue, 
darkened  urine,  anorexia,  vomiting,  epigastric  dis- 
tress, dysuria,  depression,  vertigo,  incoordination, 
ataxia,  abdominal  cramping,  constipation,  stomati- 
tis, numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis,  pelvic 
pressure,  dyspareunia,  fever,  polyuria,  incontinence, 
decreased  libido,  nasal  congestion,  proctitis  and  py- 
uria. Elimination  of  trichomonads  may  aggravate 
candidiasis. 


Dosage  Forms 

Oral— 250-mg.  tablets.  Vaginal— 500-mg.  inserts 
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© THE  USGA  NATIONAL  GOLF  TOURNAMENT,  THE  BROADMOOR  HOTEL, 

AUGUST  29  - SEPTEMBER  2,  1967 

© ® THE  "Colorado  M.D.  invitational"  GOLF  TOURNAMENT,  SEPTEMBER  20-23,  1967 
ELIGIBILITY 

This  golf  tournament  is  open  to  all  M.D.'s  who  are  registered  at  the  Colorado 
Medical  Society's  Annual  Session  and  who  are  guests  of  the  Broadmoor  Hotel  (with 
certain  exceptions). 

PLAY  AND  PRIZES 

This  will  be  a best  ball,  two  man  tournament,  with  eighteen  and  thirty-six 
hole  prizes  for  low  gross  and  low  net  scores  (Established  USGA  Handicap  or  Golf 
Committee's  decision). 

ENTRY  FEE 


$25.00  per  team.  Reservations  are  being  accepted  in  order  of  receipt.  For 
further  information  write: 

Dr.  Golf 

1809  East  18th  Avenue 
Denver,  Colorado  80218 

97th  ANNUAL  SESSION  --  COLORADO  MEDICAL  SOCIETY 


The  Colorado  Medical  Society 

Cordially  Invites  You  to  Attend 


The  97th  Annual  Session 

Broadmoor  Hotel,  Colorado  Springs 


September  20-23,  1967 


MEETINGS  OF  THE  HOUSE  OF  DELEGATES 


10:00  a.m.,  Wednesday,  September  20,  1967 
2:00  p.m.,  Friday,  September  22,  1967 
8:00  a.m.,  Saturday,  September  23,  1967 


GUEST  FACULTY 


Robert  H.  Barter,  M.D.,  Head,  Ob-Gyn  Department,  George 
Vlashington  University  School  of  Medicine,  Washington,  D.C. 

Duane  Catterson,  M.D.,  Medical  Assistant,  Medical  Research 
and  Operations , NASA  Manned  Spacecraft  Center,  Houston,  Texas 

Richard  T.  Farrior,  M.D.,  Rlastic  Surgeon  and  Otolaryngologist 
Private  Practice,  Tampa,  Florida 

Alvin  S.  Isaacson,  M.D.,  Associate  Head,  Orthopedic  Department 
of  Children's  Hospital  of  Los  Angeles;  Associate  Clinical 
Professor  of  Orthopaedics  at  University  of  Southern  California 

Francis  L.  Land,  M.D.,  Chief  of  Medical  Division,  Bureau  Family 
Services,  Washington,  D.  C. 

Allen  W.  Mathies,  Jr.,  Ph.D.,  M.D.,  Head  Physician,  Communicable 
Disease  Service;  Assistant  Professor  of  Pediatrics,  University 
of  Southern  California  School  of  Medicine 

John  S.  Millis,  Ph.D,,  President,  Western  Reserve  University, 
Cleveland,  Ohio 

William  C.  Shoemaker,  M.D.,  Director,  Department  of  Surgical 
Research,  Hektoen  Institute,  Cook  County  Hospital,  Chicago, 
Illinois 

S.  Herbert  Shubin,  M.D. , Assistant  Professor  of  Medicine,  University 

of  Southern  California 
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NO  REGISTRATION  FEE 

Annual  Banquet,  Thursday 
Evening,  September  21 


Pacific  Coast  Fertility  Society 

The  Fifteenth  Annual  Meeting  of  the  Pacific 
Coast  Fertility  Society  will  be  held  at  Mountain 
Shadows  Resort  and  Country  Club,  Scottsdale,  Ari- 
zona, September  28-October  1,  1967.  A stimulating 
and  outstanding  program  in  the  broad  field  of 
reproductive  physiology  will  be  offered. 

Dr.  M.  C.  Shelesnyak,  Weizmann  Institute  of 
Science,  Rehovogh,  Israel,  will  be  one  of  the  dis- 
tinguished guest  lecturers.  Among  other  special 
presentations  will  be  a panel,  “Current  Trends  in 
Contraception,”  and  a workshop,  “Current  Labora- 
tory Tests  Concerning  Infertility.”  Additional  fea- 
tures of  the  1967  program  will  be  announced  later. 

The  meeting  is  open  to  physicians,  interns,  resi- 
dents, fellows  and  nurses. 

For  information  write  to  the  office  of  the 
Pacific  Coast  Fertility  Society,  5410  Wilshire  Boule- 
vard, Los  Angeles,  California  90036. 


Rocky  Mountain  Cancer  Exposition 

A week-long  exposition  on  research,  treatment, 
diagnosis  and  detection  of  cancer  will  be  held  at 
the  Denver  Coliseum  November  27~December  3, 
1967. 

Sponsored  by  the  Denver  unit  of  the  American 
Cancer  Society,  the  Rocky  Mountain  Cancer  Ex- 
position is  also  designed  to  encourage  young  people 
of  the  Rocky  Mountain  area  to  seek  careers  in 
medicine  and  the  allied  professions. 

The  unique  exposition — believed  to  be  the  only 
one  of  its  kind  ever  attempted  in  the  U.  S. — will 
feature  graphic  displays  by  medical,  veterinarian, 


nursing,  dental,  business  and  government  groups 
on  various  aspects  of  the  continuing  fight  to  control 
cancer. 

Because  of  the  fact  that  one  out  of  three  cancer 
patients  is  now  being  saved  through  early  detec- 
tion and  improved  technics,  the  theme  of  the 
exposition  will  be  “Horizons  of  Hope.” 

The  exposition,  which  follows  the  general  pat- 
tern of  the  highly  successful  Colorado  Health  Fair 
of  1961,  has  received  the  official  approval  of  the 
American  Cancer  Society  and  is  expected  to  attract 
more  than  100,000  persons  during  the  week. 


American  Medical  Writers’  Association 

The  27th  Annual  Meeting  of  the  American 
Medical  Writers’  Association  (AMWA)  will  be  held 
at  the  Palmer  House  in  Chicago,  September  21  to 
24.  The  program  is  designed  for  both  physicians 
and  journalists  with  interest  in  the  field  of  medical 
writing.  Attendance  is  open  to  both  members  and 
non-members  of  AMWA. 

A major  feature  of  the  meeting  is  a workshop 
in  which  manuscripts  submitted  in  advance  are 
critically  reviewed  by  panels  of  editors.  Among 
special  sessions  this  year  will  be  discussions  of 
educating  medical  writers,  ethics  in  medical  jour- 
nalism, new  methods  of  approaching  the  literature, 
drug  information  as  viewed  by  government,  in- 
dustry and  the  journals,  and  medical  news  for  the 
physician. 

Further  information  may  be  obtained  from 
AMWA,  Post  Office  Box  267,  Arlington,  Va.  22210. 


American  College  of  Surgeons 

The  Montana-Wyoming  Chapter  of  the  Ameri- 
can College  of  Surgeons  will  hold  its  regular 
annual  meeting  at  Jenny  Lake  Lodge,  Jackson 
Hole,  Wyoming,  on  Friday,  September  8,  and  on 
Saturday,  September  9.  Montana  physicians  are 
cordially  invited  to  attend  this  meeting. 
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even  better  together 
in  mild  hypertension 


SerpasiF-Esidrix' 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


Serpasil-Esidrix  combines  reserpine  (the  original,  and  most  widely  used, 
rauwolfia  alkaloid  developed  by  CIBA)  with  hydrochlorothiazide  (the  most 
widely  used  oral  diuretic,  also  a product  of  CIBA  research). 


Heven  better  blood  pressure 
reduction— because  2 
antihypertensive  agents 
of  choice  often  work 
better  together 

One  drug  potentiates  the  antihypertensive  action  of  the  other.  Blood 
pressure  is  generally  controlled  with  relatively  low  dosages  of  each  com- 
ponent, often  resulting  in  minimized  side  effects. 

Although  each  component  alone  may  provide  adequate  therapy  in  many 
cases  of  mild  hypertension,  the  combination  offers  advantages  which  can- 
not be  achieved  with  single-drug  therapy. 

Heven  more  patient  benefits- 
because  complementary 
actions  of  2 antihypertensive 
agents  extend  the  range 
of  advantages 

Reserpine,  in  addition  to  lowering  blood  pressure,  provides  central  calm- 
ing action  to  help  relieve  anxiety  and  tension;  provides  bradycrotic  action 
to  slow  the  rapid  heart. 

Hydrochlorothiazide,  in  addition  to  lowering  blood  pressure,  relieves 
edema;  permits  relaxation  of  salt  restriction. 

The  combination  provides  medication  in  one  tablet  instead  of  two;  one 
prescription  instead  of  two— encourages  patient  adherence  to  the  regimen, 
offers  economy. 

for  your  next  patient 
with  mild  hypertension 

Rx  Serpasil-Esidrix 

Combination  Tablets 

t Please  see  following  page  for  prescribing  information. 


Serpasil-Esidrix^ 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


INDICATIONS:  Mild  to  moderate  hypertension,  especially 
when  complicated  by  anxiety,  tachycardia,  or  edema. 

SIDE  EFFECTS  AND  PRECAUTIONARY  MEASURES 

Serpasil®  (reserpine  CIBA) 

Occasional  side  effects:  lassitude,  drowsiness,  nasal 
congestion,  looseness  of  stools,  increased  frequency  of 
defecation.  Rare  side  effects:  anorexia,  headache,  bi- 
zarre dreams,  nausea,  dizziness,  skin  rash. 

Severe  mental  depression  has  appeared  in  a small  per- 
centage of  patients,  primarily  in  a dosage  above  1 mg 
daily.  When  the  drug  is  discontinued,  depression  usually 
disappears,  but  hospitalization  and  shock  therapy  are 
sometimes  required. 

Caution:  Withdraw  reserpine  2 weeks  before  surgery,  if 
possible.  For  emergency  surgical  procedures,  give  vagal 
blocking  agents  parenterally  to  prevent  or  reverse  hypo- 
tension and/or  bradycardia. 

Because  reserpine  may  increase  gastric  secretion  of 
hydrochloric  acid,  use  cautiously  in  patients  with  peptic 
ulcer. 

Use  cautiously  with  digitalis,  quinidine,  or  guanethidine. 
Not  recommended  for  aortic  insufficiency. 

Esidrix®  (hydrochlorothiazide  CIBA) 

Contraindictions:  Oliguria,  renal  shutdown,  progressive 
hepatic  disease,  and  allergy  to  thiazides. 

Warnings:  Stenosis,  hemorrhage,  and  ulceration  of  the 
small  bowel  have  occurred  with  coated  potassium  tab- 
lets. Discontinue  such  medication  when  used  with  Esidrix 
if  gastrointestinal  disturbances  arise. 

Pay  special  attention  to  electrolyte  balance  of  patients 
with  severe  renal  or  hepatic  insufficiency.  In  patients 
with  cirrhosis  and  ascites,  watch  for  symptoms  of  im- 
pending hepatic  coma.  Thiazides  may  decrease  glucose 
tolerance;  use  cautiously  in  diabetics.  Hyperuricemia 
may  occur  but  is  readily  reversed  by  a uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes  result  fn 
nitrogen  retention,  particularly  in  patients  with  impaired 


renal  function.  Dosage  titration  is  necessary  in  such 
patients. 

Precautions:  Watch  for  signs  of  fluid  or  electrolyte  im- 
balance. Further  electrolyte  depletion  may  cause  hypo- 
chloremic alkalosis  and  hypokalemia.  Since  the  latter 
may  precipitate  digitalis  intoxication,  watch  carefully  pa- 
tients who  are  taking  digitalis  or  its  glycosides  or  those 
with  cardiac  arrhythmias.  In  severe  hypokalemia,  large 
oral  or  intravenous  doses  of  potassium  may  be  required. 

A few  infants  born  of  mothers  who  received  thiazides 
during  pregnancy  have  shown  bone  marrow  depression 
with  thrombocytopenia.  Hydrochlorothiazide  decreases 
responsiveness  to  exogenous  norepinephrine  and  in- 
creases responsiveness  to  tubocurarine.  Hypotensive 
episodes  under  anesthesia  have  been  observed  in  some 
patients  receiving  thiazides. 

Side  Effects:  In  addition  to  those  above,  nausea,  ano- 
rexia, headache,  restlessness,  constipation,  dizziness, 
paresthesias,  fatigue,  increased  sweating,  cramps  in 
arms  and  legs,  diarrhea,  abdominal  pain.  Rare  reactions: 
purpura  with  or  without  thrombocytopenia,  skin  rash, 
photosensitivity,  urticaria.  Sometimes  associated  with 
hydrochlorothiazide:  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  pancreatitis,  jaundice,  necrotizing  vasculitis. 

DOSAGE 

Average  dosage  is  2 Tablets  #2  daily.  For  patients 
requiring  less  hydrochlorothiazide,  substitute  Tablets 
#7.  For  maintenance,  reduce  dosage  to  lowest  effective 
level.  When  necessary,  more  potent  antihypertensive 
agents  may  be  added  gradually  in  reduced  dosages. 

SUPPLIED 

Tablets  #2  (light  orange),  each  containing  0.1  mg  reser- 
pine and  50  mg  hydrochlorothiazide;  bottles  of  100  and 
1000.  Tablets  #1  (light  orange),  each  containing  0.1  mg 
reserpine  and  25  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.  C I B A 
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New  hooks  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 

Atlas  of  Diseases  of  the  Anterior  Segment  of  the  Eye:  By 
Wolfgang  Straub.  N.  Y.,  1966,  Blakiston.  217  p.  Price:  $21.00. 
Atlas  of  Vascular  Surgery:  By  Falls  B.  Hershey.  2nd  ed.  St. 
Louis,  1967,  Mosby.  318  p.  Price:  $19.50. 

Behavior  Problems  of  Children:  By  Elinor  Verville.  Phila., 
1967,  Saunders.  567  p.  Price:  $7.75. 

Biochemistry:  By  Abraham  Cantarow.  4th  ed.  Phila.,  1967, 
Saunders.  898  p.  Price:  $15.00. 

Cancer  Prognosis  Manuai:  By  Arthur  G.  James.  2d  ed.  N.Y., 
1967,  American  Cancer  Society.  83  p.  Gift. 

Cell  Research  and  Cellular  Therapy:  Edited  by  F.  Schmid. 
1st  English  ed.  Thoune,  Switzerland,  1967,  Ott  Pub.  573  p. 
Gift. 

Clinical  Pathology:  By  Benjamin  B.  Wells.  4th  ed.  Phila., 
1967,  Saunders.  708  p.  Price:  $11.50. 

A Companion  to  Manuals  of  Practical  Anatomy:  By  Edward 
B.  Jamieson.  7th  ed.  N .Y.,  1963,  Oxford  Univ.  Pr.  736  p. 
Price:  $5.50. 

Congestive  Heart  Failure:  By  Ralph  M.  Myerson.  St.  Louis, 
1967,  Mosby.  174  p.  Price:  $12.85. 

Control  of  Communicable  Diseases  in  Man:  Report  by  the 
American  Public  Health  Association.  10th  ed.  N.  Y.,  1965, 
American  Public  Health  Assoc.  282  p.  Price:  $1.50. 

Culture,  Race,  Climate,  and  Eye  Disease;  By  Ida  C.  Mann. 
Springfield,  111.,  1966,  Thomas.  580  p.  Price:  $21.00. 

Disorders  of  the  Voluntary  Muscle;  Edited  by  John  N.  Walton. 
Boston,  1964,  Little,  Brown.  628  p.  Price:  $20.00. 

Drug  Abuse:  Escape  to  Nowhere:  Prepared  by  Smith,  Kline  & 
French  Laboratories.  Phila.,  1967,  Smith,  Kline  & French. 
104  p.  Gift. 

The  Eye  in  Childhood:  By  the  Ophthalmological  Staff  of  The 
Hospital  for  Sick  Children,  Toronto.  Chicago,  1967,  Year  Book. 
537  p.  Price:  $25.00. 

Gastroscopy;  The  Endoscopic  Study  of  Ga-stric  Pathologv:  By 
Rudolf  Schindler.  2d  ed.  N.  Y.,  1966,  Hafner.  442  p.  Price: 
$27.50. 

Hearts:  Their  Long  Follow-up:  By  Paul  D.  White.  Phila., 
1967,  Saunders.  357  p.  Price:  $12.50. 

The  Id  and  the  Regulatory  Principles  of  Mental  Functioning; 

By  Max  Schur.  N.  Y.,  1966,  International  Univ.  Pr.  220  p. 
Price;  $5.00. 

Ideal  Marriage;  Its  Psychology  and  Technique:  By  Theodore 
H.  Van  de  Velde.  Revised  ed.  N.  Y.,  1965,  Random  House. 
333  p.  Price:  $7.95. 

Intervertebral  Disc  Protrusion  in  the  Dog;  Edited  by  Ghery  D. 
Pettit.  N.  Y.,  1966,  Appleton.  194  p.  Price:  $9.50. 

Love,  Sex  and  the  Teenager:  By  Rhoda  L.  Lorand.  N.  Y., 
1965,  Macmillan.  243  p.  Price:  $4.95. 

Neurogenic  Bladder:  Edited  by  Saul  Boyarsky.  Balt.,  1967, 
Williams  & Wilkins.  306  p.  Price:  $14.50. 

Neurology:  By  Roy  R.  Grinker.  6th  ed.  Springfield,  111.,  1966, 
Thomas.  1637  p.  Price;  $33.50. 

Ocular  Surgery:  By  Hermenegildo  Arruga.  3d  ed.  N.  Y.,  1962, 
McGraw-Hill.  977  p.  Price;  $50.00. 

Pathologic  Physiology:  Edited  by  William  A.  Sodeman.  4th  ed. 
Phila.,  1967,  Saunders.  1051  p.  Price:  $19.00. 

The  Physiological  Basis  of  Medical  Practice:  By  Charles  H. 
Best.  8th  ed.  Balt.,  1966,  Williams  & Wilkins.  1793  p.  Price: 
$17.00. 

Psychoanalytic  Concepts  and  the  Structural  Theory:  By  Jacob 
A.  Arlow.  N.  Y.,  1964,  International  Univ.  Pr.  201  p.  Price: 
$4.00. 

Sexual  Problems:  Edited  by  Charles  W.  Wahl.  N.  Y.,  1967, 
Free  Pr.  300  p.  Price:  $7.95. 

The  Stomach:  Edited  by  Charles  M.  Thompson.  N.  Y.,  1967, 
Grune.  474  p.  Price:  $23.50. 

The  Surgical  Anatomy  of  the  Temporal  Bone  and  Ear:  By 
Barry  J.  Anson.  PhUa.,  1967,  Saunders.  211  p.  Price:  $16.50. 


Book  Reviews 

Early  Management  of  Acute  Trauma:  By  Allan  M.  Nahum, 
St.  Louis,  1966,  Mosby.  336  p.  Price:  $21.00. 

Twenty-one  contributors  have  combined  their 
professional  and  journalistic  talents  to  explore  and 


outline  proper  therapy  for  the  multiude  of  injuries 
seen  in  private  practice. 

While  not  a practitioner’s  cookbook,  it  is,  never- 
theless, an  excellent  compendium  of  the  various 
modalities  available  for  proper  diagnosis  and  ther- 
apy. 

Each  author  has  covered  his  field  quite  thor- 
oughly and  presented  the  subjects  in  orderly  and 
scientific  fashion. 

Impression:  A good  general  reference  in  the 
field  of  trauma  which  should  be  beneficial  reading 
for  the  private  practitioner,  the  student  and  the 
hospital  house  staff. 

Frederick  K.  Magnuson,  M.D. 

Neurological  Diagnostic  Techniques:  Edited  by  William  S. 
Fields.  Springfield,  III,,  1966,  Thomas.  429  p.  Price:  $16.00. 

Neurological  Diagnostic  Techniques,  the  title 
of  the  Thirteenth  Annual  Houston  Neurological 
Scientific  Symposium,  sponsored  by  the  Depart- 
ment of  Neurology,  Baylor  University  College  of 
Medicine,  Texas  Medical  Center,  Texas,  was  held 
in  March  of  1965.  Papers  were  presented  by  world 
renowned  authorities  in  various  fields  of  neurol- 
ogy, neurophysiology,  electroencephalography  and 
neuroradiology. 

The  opening  paragraph  of  Dr.  Field’s  fore- 
word to  this  symposium  expresses  the  complexity 
of  the  book  and  the  impossibility  to  review  each 
of  the  topics.  The  subjects  dealt  with  included 
metabolism,  viral  diseases,  cerebral  biopsy,  electro- 
encephalography, radioisotopic  scanning,  ultrasonic 
encephalography,  clinical  examination,  psychologi- 
cal testing  and  computer  technics.  Dr.  Fields’  open- 
ing paragraph  in  the  foreword  states,  “This  volume 
is  a collection  of  papers  presented  at  the  Thirteenth 
Annual  Houston  Neurological  Symposium.  The 
scientific  meeting  from  which  this  material  was 
compiled  was  devoted  to  presentation  and  discus- 
sion of  diverse  clinical  and  laboratory  techniques 
currently  employed  in  the  diagnosis  of  disorders 
of  the  central  nervous  system  and  the  neuromus- 
cular apparatus.” 

Two  of  the  papers,  “The  Value  of  Cerebral 
Biopsy,”  presented  by  Dr.  Terry,  professor  of 
neuropathology  at  Albert  Einstein  College  of 
Medicine,  and  “New  Developments  in  Clinical 
Electroencephalography,”  presented  by  Dr.  Gas- 
taut,  professor  and  director  of  the  laboratories  of 
neurobiology,  Faculte  de  Medecine,  Institut  Na- 
tional d’Hygiene,  Marseille,  France,  will  be  briefly 
reviewed  here. 

Dr.  Terry  in  his  paper  on  cerebral  biopsy  em- 
phasizes that  making  a biopsy  specimen  offers 
neurochemical  advantages  over  an  autopsy  speci- 
men in  making  a diagnosis  as  well  as,  occasionally, 
differentiating  operable  cerebral  tumor  from  an 
inoperable  cerebral  tumor.  He  discussed  electron 
microscopic  studies  in  infantile  amaurotic  family 
idiocy,  juvenile  lipidosis,  Hurler’s  disease,  Alz- 
heimer’s presenile  dementia.  His  presentation  and 
the  following  discussion  present  interesting  and 
valuable  ideas. 

In  his  paper  on  “New  Developments  in  Clinical 
Electroencephalography,”  Dr.  Gastaut  presents 
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some  interesting  electroencephalographic  findings 
in  patients  with  specific  neurological  disorders 
such  as  homonymous  visual  field  defects,  electro- 
graphic findings  during  somnambulistic  episodes, 
findings  during  nocturnal  epileptic  psychomotor 
automatisms,  new  data  on  nonconvulsive  general- 
ized epileptic  seizures  or  absences.  His  presenta- 
tion will  be  interesting  to  all  of  those  interested 
in  clinical  neurology  as  well  as  electroencephalog- 
raphy. 

The  past  publications  of  the  Houston  Neuro- 
logical Scientific  Symposia  have  been  very  well 
done  and  very  informative.  This  volume,  also,  is 
a valuable  addition  to  the  work  in  the  field  of 
neurological  sciences. 

Charles  D.  Bloomquist,  M.D. 

Shock:  Chemistry,  Physiology  and  Therapy:  By  William  C. 
Shoemaker.  Sprin^ield,  111.,  1967,  Thomas.  306  p.  Price:  $11.50. 

The  subject  of  this  book  has  received  consider- 
able attention  of  late  in  the  medical  literature. 
Seldom  does  a month  go  by  without  numerous 


articles  appearing  on  the  subject.  Unfortunately, 
the  vast  majority  give  rise  to  exaggerated  claim, 
erroneous  conviction,  and  a distorted  philosophy. 
In  short,  they  are  poorly  controlled  studies. 

This  book  does  not  propose  an  answer  to  the 
complicated  and  controversial  problem  of  shock. 
It  does,  however,  discuss  the  problem  thoroughly 
and  in  a systematic  manner.  ITie  nature  of  the 
problem,  blood  volume  and  micro-circulatory  alter- 
ations, pathology,  physiology,  chemistry,  diagnosis 
and  treatment  are  discussed.  Each  chapter  ends 
with  a summary  of  the  material  presented  and  a 
list  of  the  references  mentioned  in  the  chapter. 

The  last  chapter  summarizes  the  presented 
material  in  an  attempt  to  produce  a unified  concept 
of  the  ^hock  state  which  will  provide  a rational 
basis  for  effective  therapy.  The  clinician  will  find 
the  chapter  on  treatment  especially  rewarding. 
The  indication,  contraindications  and  precaution 
for  use  of  specific  therapeutic  agents  are  described. 

Albert  F.  Petrone,  M.D. 


Audio-Digest  Issues  New  Catalog  of  Tape  Recordings 

A library  of  more  than  300  one-hour  tape  recordings,  devoted  to  comprehensive  panel 
discussions  and  symposia  on  everyday  office  problems,  has  just  been  released  to  the  medical 
profession  by  the  Audio-Digest  Foundation,  Los  Angeles.  The  1967  “Catalog  of  Classics” 
makes  available  to  individual  physicians,  hospitals,  and  clinics,  ideal  Journal  Club  and 
teaching  material  in  seven  specialty  areas:  Anesthesiology,  obstetrics-gynecology,  surgery, 
pediatrics,  internal  medicine,  ophthalmology,  and  general  practice.  A number  of  tapes  also 
focus  on  the  basic  sciences,  cancer,  psychiatry,  gastroenterology,  cardiology,  arthritis,  geri- 
atrics, and  hematology. 

The  Catalog  of  Classics  is  available  free  of  charge  and  may  be  obtained  by  writing  the 
Audio-Digest  Foundation,  619  S.  Westlake  Avenue,  Los  Angeles  90057. 


PICKER  X-RAY.  ROCKY  MOUNTAIN.  INC. 

3890  ELM  STREET  — TEL.  388-5731 

— DENVER,  COLORADO  80207 

Offices  also  in: 

Colorado  Springs,  Colorado 

CRteO 

1202  Kingsley  Drive,  635-8768 

Saif  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  O Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 
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Colorado  Medical  Society 

OFFICERS  1966-67 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  and  expires 
Sept.  23,  1967,  at  the  Annual  Session  in  Colorado  Springs. 
President:  Myron  C.  Waddell,  Denver. 

President-elect;  Henry  H.  Zelgel,  Collbran. 

Vice  President:  Eugene  B.  Ley,  Pueblo. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trustees:  Carl  H.  McLauthlin,  Denver,  1967; 
Kenneth  A.  Platt,  Westminster,  1967;  William  A.  H.  Rettberg, 
Denver,  1968;  Robert  W.  Ludwick,  Sterling,  1969. 

Delegates  to  the  American  Medical  Association:  Harlan  E. 
McClure,  Lamar,  Dec.  31,  1967  (Alternate,  Vernon  L.  Bolton, 
Colorado  Springs,  Dec.  31,  1967);  Gatewood  C.  Milligan, 

Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31,  1967) ; Kenneth  C.  Sawyer,  Denver,  Dec.  31,  1968 
(Alternate,  Robert  E.  McCurdy,  Denver,  Dec.  31,  1968). 
Speaker,  Bouse  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Vice  Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood, 
i Foundation  Advocate;  W.  Bernard  Yegge,  Denver 
Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

I Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 

I Board,  Rocky  Mountain  Medical  Journal;  Douglas  W. 

Macomber,  Denver. 

I Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 

i Medical  Journal;  Carl  H.  McLauthlin,  Denver. 

1 Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 

I Denver.  Office  Telephone  399-1222. 

i Montana  Medical  Association 

I OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 

’ pire  at  the  Annual  Session  in  the  year  indicated.  Where  no 

' year  is  Indicated  the  term  is  for  one  year  only  and  expires 

at  the  1967  Annual  Session. 

I President:  Albert  L.  Vadheim,  Bozeman. 

! President-elect:  Alfred  M.  Fulton,  Billings 
i Vice  President:  Mark  B.  Llsterud,  Wolf  Point. 

; Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 

; Assistant  Secretary-Treasurer:  Hugh  V.  Anderson,  Great  Falls 
f Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings 

Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Albert  L.  Vadheim,  Bozeman;  Alfred 
M.  Fulton,  Billings;  Mark  B.  Listerud,  Wolf  Point;  Oscar  A. 

[ Swenson,  Sidney;  Hugh  V.  Anderson,  Great  Falls;  Robert  W 
Thometz,  Butte;  Paul  J.  Gans,  Lewistown;  Robert  K.  West, 

I Cut  Bank. 

Scientific  Editor,  Rocky  Mountain  Medical  Journai;  Warren 
D.  Bowman,  Jr.,  Billings 

Associate  Editor,  Rocky  Monntain  Medical  Journal;  L.  Russell 
t Hegland,  Billings 

Executive  Secretary;  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Balings,  59103.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — ^1966-67- — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  Indicated  the  term  Is  for  one  year  only  and  expires 
at  the  1967  Annual  Session, 
i President:  William  M.  Tappan,  Reno. 

I President-elect:  Richard  A.  Petty,  Carson  City. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Immediate  Past  President:  Joseph  M.  George,  Jr.,  Las  Vegas. 
j Delegate  to  A.M.A.:  Leslie  A.  Moren,  Elko. 

; Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 

; Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

[ Assistant  Scientific  Editor  for  Nevada,  Rocky  Monntain  Medical 
Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 

I'  Neff,  Reno. 

' Executive  Secretary;  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 

I Reno.  Telephone  323-6788. 


New  Mexico  Medical  Society 

OFFICERS' — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1967  Annual  Session. 

President:  Tom  L.  Carr,  Albuquerque. 

President-Elect:  Emmit  M.  Jennings,  Roswell. 

Vice  President:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Robert  P.  Beaudette,  Raton 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  Bouse  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.;  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Councilors  for  Three  Years:  Don  R.  Clark,  Roswell;  Alvin  S. 
Hartz,  Farmington;  Samuel  E.  Neff,  Clovis. 

Councilors  for  Two  Years:  Harry  D.  Ellis,  Santa  Fe;  Armin 
T.  Keil,  Raton. 

Councilors  for  One  Year:  W.  W.  Krldelbaugh,  Albuquerque; 
Richard  C.  Sherman,  Alamogordo. 

Scientific  Editor  for  New  Mexico,  Kooky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 

Utah  State  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Paul  A.  Clayton,  Salt  Lake  City 

President-elect:  Drew  M.  Petersen,  Ogden 

Past  President:  L.  V.  Broadbent,  Cedar  City 

Honorary  President:  Juel  E.  Trowbridge,  Bountiful 

Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City 

Treasurer  ’69;  Ralph  C.  Richards,  Salt  Lake  City 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo 

President,  Medical  Service  Bureau:  Wilford  G.  Biesingei, 

Sprlngville 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan 
Alternate  Speaker,  House  of  Delegates:  William  R. 
Christensen,  Salt  Lake  City 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Alan  E. 
Lindsay,  Salt  Lake  City 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL  5-7477. 

Wyoming  State  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Ray  K.  Christensen,  Powell 

President-elect:  Laurence  W.  Greene,  Jr.,  Laramie 

Vice  President:  Henry  N.  Stephenson,  Newcastle 

Secretary:  Raymond  E.  Kunkel,  Thermopolis 

Treasurer:  Elmer  S.  McKay,  Lander 

Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.;  Frederick  H.  Haigler. 

Casper 

Speaker  of  the  House;  John  H.  Froyd,  Worland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal;  Mr.  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.  O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 
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THE  COUNCIL:  Composition  of  the  Council  shall  be  the 
Councilors  elected  by  the  component  Societies,  the  President, 
President-elect,  Vice  President,  Secretary.  Treasurer,  the 
Immediate  Past-president,  the  Delegate  and  the  Alternate 
Delegate  to  the  American  Medical  Association.  The  Speaker 
and  Vice  Speaker  of  the  House  will  be  ex-officio  members. 
The  President  of  the  Society  shall  be  the  President  of  the 
Council. 

THE  JUDICIAL  DEPARTMENT 

GRIEVANCE  COMMITTEE:  Albert  Sudman,  Green  River, 
Chairman,  1967;  John  H.  Froyd,  Worland,  1968;  Paul  R. 
Yedinak,  Rock  Springs,  1969. 

COUNCIL  ON  MEDICAL  SERVICES:  Goode  R.  Cheatham, 
Casper,  Chairman,  1968;  James  E.  Stoetzel,  Pine  Bluffs,  1967; 
Dean  A.  Holt,  Evanston,  1967;  Oliver  Scott,  Casper.  1968; 
William  G.  Erickson,  Lander,  1968. 

COMMITTEES  OF  THE  COUNCIL- 
PUBLIC  HEALTH:  Arthritis  and  Rheumatism;  Blood  Banks; 
Cancer;  Child  Health;  Geriatrics;  Gottsche  Foundation; 
Maternal  Health;  National  Foundation;  Rheumatic  Fever; 
Rural  Health;  Wyoming  Society  for  Crippled  Children  and 
Adults;  Crippled  Children’s  Division,  Wyoming  State  Health 
Department;  Tuberculosis;  Unification  of  Volunteer  Health 
Groups:  Harry  C.  Crawford,  Cheyenne,  Chairman;  Seymour 
Thickman,  Sheridan;  Edward  C.  Horsley,  Worland;  Raymond 
E.  Kunkel,  Thermopolis. 

MEDICINE  AND  RELIGION:  Henry  N.  Stephenson,  New- 
castle, Chairman;  Dean  Holt,  Evanston;  L.  D.  Kattenhorn, 
Powell;  Jack  R.  Rhodes,  Sheridan;  R.  H.  Bowden,  Casper. 
PUBLIC  SAFETY:  Athletic  and  School  Health;  Health  Edu- 
cation; Home,  Highway,  and  Water  Safety;  Medical  Advisory 
to  Wyoming  Motor  Vehicle  Department;  R.  I.  Williams, 
Cheyenne,  Chairman;  John  H.  Froyd,  Worland;  Bernard 
Sullivan,  Laramie;  Herbert  Jackman,  Rock  Springs;  Harlan 
B.  Anderson,  Casper;  Bob  L.  Welo,  Casper;  Ray  K.  Christen- 
sen, Powell.  Emergency  Health  Services  Committee  (Former- 
ly Civil  Defense  and  National  Emergency) : Ben  M.  Leeper, 
Cheyenne,  Chairman;  Raymond  T.  Straub,  State  Health  Dept. 
Coordinator:  Region  No.  1,  (Laramie,  Platte,  and  Goshen) ; 
G.  W.  Rounsborg,  Torrington;  Region  No.  2,  (Albany  and 
Carbon):  R.  O.  Burgess,  Laramie;  Region  No.  3,  (Sweetwater, 
Uinta,  Lincoln,  and  Sublette);  Frank  J.  Bertoncelj,  Rock 
Springs;  Region  No.  4,  (Fremont  and  Teton):  Bernard  D. 
Stack,  Riverton;  Region  No.  5,  (Hot  Springs,  Washakie,  Big 
Horn,  and  Park):  A,  A.  Engelman,  Worland:  Region  No.  6, 
(Sheridan,  Johnson,  Campbell,  Crook,  and  Weston):  Fred  J. 
Araas,  Sheridan:  Region  No.  7 (Natrona,  Converse,  and 
Niobrara) : George  M.  Knapp,  Casper. 

MEDICAL  ASSISTANTS:  Members  of  the  Council. 
NURSING  SHORTAGE  COMMITTEE;  Ben  M.  Leeper,  Chey- 
enne, Chairman;  Robert  Alberts,  Cheyenne;  Brendan  P. 
Phibbs,  Casper:  George  M.  Knapp,  Casper;  William  R.  Wahl, 
Cheyenne;  William  E.  Bennett,  Laramie;  Virgil  Thorpe, 
Newcastle;  J.  Cedric  Jones,  Cody;  Fenworth  M.  Downing, 
Sheridan;  James  W.  Baltzell,  Rawlins. 

COMMITTEE  TO  COMBAT  HEALTH  MISINFORMATION: 
Thomas  T.  McGranahan.  Laramie,  Chairman;  Peter  G.  Frank, 
Basin;  Joseph  E.  Hoadley,  Gillette;  Paul  Holtz,  Lander; 
G.  W.  Rounsberg,  Torrington;  Raymond  Kunkel,  Thermopolis; 
Francis  Barrett,  Cheyenne;  Orson  L.  Trelaor,  Afton;  Goode  R. 
Cheatham,  Casper;  R.  D.  Bloemendaal,  Cody:  William  D. 
WUson,  Wheatland:  Paul  R.  Yedinak,  Rock  Springs:  Henry  N. 
Stephenson,  Newcastle. 

COUNCIL  ON  EXECUTIVE,  GOVERNMENTAL  AFFAIRS 
AND  ECONOMICS:  Duane  M.  Kline,  Cheyenne,  Chairman, 
1968;  James  Haller,  Gillette,  1967;  James  J.  Batty,  Sheridan, 
1967;  John  J.  Corbett,  Casper,  1968:  Robert  L.  Fernau,  River- 
ton, 1968. 

COMMITTEES  OF  THE  COUNCIL — 

ADVISORY  OF  WOMAN’S  AUXILIARY;  Ray  K.  Christensen, 
Powell,  Chairman;  Laurence  W.  Greene,  Jr.,  Laramie;  Offi- 
cers of  the  Wyoming  State  Medical  Society. 

ADVISORY  ON  WORKMEN’S  COMPENSATION:  Judicial 
District  No.  1 (Laramie.  Platte  and  Goshen) ; Paul  J.  Preston, 
Cheyenne,  Chairman;  Leo  W.  Keenan,  Torrington.  Judicial 
District  No.  2 (Albany,  Carbon,  and  Sweetwater):  G.  Myron 
Harrison,  Rock  Springs.  Judicial  District  No.  3,  (Uinta,  Teton, 
Sublette,  and  Lincoln):  Joseph  S.  Hellewell,  Evanston;  J. 
Thomas  Johnston.  Fhnedale.  Judicial  District  No.  4,  (Sheri- 
dan, Campbell,  and  Johnson):  Thomas  A.  Nicholas,  Buffalo. 
Judicial  District  No.  5,  (Big  Horn,  Washakie,  Hot  Springs 
and  Park):  Joseph  A.  Gautsch,  Cody:  A.  A.  Engleman,  Wor- 
land. Judicial  District  No.  6.  (Crook,  Weston,  and  Niobrara): 
Willis  M.  Franz,  Newcastle.  Judicial  District  No.  7,  (Con- 
verse, Natrona,  and  Fremont) ; George  M.  Knapp,  Casper. 
FEE  SCHEDULES  COMMITTEE:  See  SPECIAL  COMMIT- 
TEES, Governmental  Affairs  Committee. 


LEGISLATION  COMMITTEE:  Norman  R.  Black,  Cheyenne, 
Chairman;  James  W.  Barber,  Cheyenne;  Francis  A.  Barrett, 
Cheyenne;  Duane  M.  Kline,  Cheyenne;  Robeit  B.  Stump, 
Cheyenne;  Laurence  W.  Greene,  Laramie:  S.  J.  Giovale, 
Cheyenne;  Mr.  Byron  Hirst,  Cheyenne;  Thomas  Nicholas, 
Buffalo;  Elmer  S.  McKay,  Lander;  Claude  O.  Grizzle,  Chey- 
enne: Brendan  P.  Phibbs,  Casper. 

NOMINATING  COMMITTEE:  Laurence  W.  Greene,  Jr., 
Laramie,  Chairman;  All  Present  Officers  )President,  Vice 
President,  Secretary,  and  Treasurer) ; All  Past-Presidents, 
Past  Secretaries,  and  Past  Treasurers;  Chairmen  of  the  fol- 
lowing four-county  delegations:  Sweetwater.  Johnson.  Fre- 
mont, and  Goshen. 

STATE  INSTITUTIONS  COMMITTEE:  State  Hospital  Ad- 
visory: William  N.  Karn,  Jr.,  Evanston,  Chairman.  Respon- 
sible for  obtaining  reports  from  the  following  State  Insti- 
tutions: State  Prison,  Rawlins;  Pioneer  Home,  Thermopolis; 
State  Industrial  Institute,  Worland;  Tuberculosis  Sanatorium 
and  Geriatrics  Division,  Basin;  State  Hospital,  Evanston: 
State  Training  School,  Lander;  Wyoming  Girls’  School,  Sheri- 
dan; Soldiers’  and  Sailors’  Home,  Buffalo;  Wyoming  Chil- 
dren’s Home,  Casper  (State  Orphanage). 

MILITARY  AND  VETERANS’  AFFAIRS  COMMITTEE:  Ad- 
visory to  Selective  Service;  Veterans’  Care:  Bernard  J. 
Sullivan,  Laramie,  Chairman,  1968;  S.  S.  Zuckerman,  Chey- 
enne, 1967;  George  M.  Knapp,  Casper.  1969;  Dependents’ 
Medical  Care:  Special  Governmental  Affairs  Committee  (See 
member  listing  under  SPECIAL  COMMITTEES). 

INSURANCE  AND  RETIREMENT  COMMITTEE:  Insurance: 
Retirement  Plan:  James  W.  Barber,  Cheyenne,  Chairman: 
David  M.  Flett.  Cheyenne;  Oscar  J.  Rojo,  Sheridan;  Francis 
A.  Barrett,  Cheyenne;  Robert  H.  Bowden,  Casper;  Blue 
Shield  Trustees:  Carl  Robinson,  Afton,  1967;  Dan  B.  Greer, 
Cheyenne,  1967;  Harlan  B.  Anderson,  Casper,  1968;  Chester 
Rldgway,  Cody,  1968;  Mr.  H.  T.  Person,  Laramie,  1968;  Mr. 
Howard  Flitner,  Greybull.  1968;  Thomas  Nicholas,  Buffalo, 
1969;  William  A.  Hinrichs,  Douglas,  1969;  Henry  N.  Stephen- 
son, Newcastle,  1969;  Judge  Harry  S.  Harnsberger,  Cheyenne, 
1969;  Fenworth  M.  Downing.  Sheridan,  1970;  Paul  R.  Yedinak,  i 

Rock  Springs,  1970;  Blue  Cross  Trustees:  Duane  M.  Kline,  ' 

Cheyenne,  1968;  Richard  N.  Winger,  Cheyenne,  1970.  j 

STUDENT  LOAN  FUND  COMMITTEE:  Members  of  the 
Council. 

PUBLIC  RELATIONS  COMMITTEE:  S.  J.  Giovale,  (Cheyenne, 
Chairman;  Thomas  A.  Nicholas,  Buffalo;  Francis  A.  Barrett, 
Cheyenne;  Benjamin  Gitlitz,  Thermopolis;  Mr.  William  An- 
derson, Cheyenne;  All  1966-1967  County  Medical  Society 
Presidents. 

COUNCIL  ON  RESEARCH,  ORGANIZATION  AND  SCI- 
ENTIFIC PROGRAM:  Donald  F.  Mahnke,  Casper,  Chairman, 
1967;  Harry  B.  Tipton,  Lander,  1967;  James  W.  Baltzell, 
Rawlins,  1968;  Theodore  Johnston,  Cheyenne.  1968;  Millard 
J.  Smith,  Cody,  1968. 

COMMITTEES  OF  THE  COUNCIL— 

AMA  EDUCATION  AND  RESEARCH  FOUNDATION  COM- 
MITTEE: (One  from  each  component  Society)  Albany — 

William  T.  Ward,  Laramie,  Chairman;  Carbon — James  E. 
Cashman,  Rawlins;  Converse — E.  George  Johnson,  Douglas; 
Fremont — E.  W.  Richards,  Riverton;  Goshen — Kayo  Smith, 
Torrington;  Johnson — Patrick  Nolan,  Buffalo;  Laramie — Don 
W.  Herrold,  Cheyenne;  Natrona — Frederick  H.  Haigler.  Cas- 
per; Northeast — Richard  C,  Baughman,  Gillette  (Includes 
Campbell,  Crook,  and  Weston  Counties):  Northwest — L.  .S. 
Anderson,  Worland  (Includes  Hot  Springs,  Big  Horn,  Washa- 
kie, and  Park);  Platte — William  E.  Rosene,  Wheatland: 
Sheridan — Oscar  J.  Rojo,  Sheridan;  Sweetwater — Paul  R. 
Yedinak,  Rock  Springs;  Teton — William  W.  Elmore,  Jackson; 
Uinta — John  H.  Waters,  Evanston. 

CONSTITUTION  AND  BYLAWS  COMMITTEE:  Harlan  B.  | 
Anderson,  Casper,  Chairman;  John  H.  Froyd,  Worland: 
Thomas  Nicholas,  Buffalo;  S.  J.  Giovale,  Cheyenne. 
CREDENTIALS  COMMITTEE:  Raymond  E.  Kunkel,  Ther- 
mopolis, Chairman;  Henry  Stephenson,  Newcastle;  Elmer  S. 
McKay,  Lander. 

ORIENTATION  PROGRAM  COMMITTEE:  Henry  Stephen- 
son, Newcastle,  Chairman;  William  N.  Karn,  Evanston:  Robert 
Alberts,  Cheyenne;  Mr.  Arthur  R.  Abbey:  Mr.  Byron  Hirst. 
ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  COMMITTEE: 
John  H.  Story,  Lovell,  Chairman,  1969;  G.  R.  SpUler,  Ther- 
mopolis, 1969:  Paul  R.  Yedinak,  Rock  Springs,  1968;  D.  G. 
MacLeod,  Jackson,  1967;  M.  J.  Smith,  Cody,  1967. 

SCIENCE  FAIR  COMMITTEE:  Herbert  Jackman,  Rock  Springs. 
Chairman:  Charles  G.  Vivion,  Jr.,  Laramie;  Bryce  Reeve, 
Casper;  Louis  G.  Booth,  Sheridan. 
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TIME  AND  PLACE  COMMITTEE:  Laurence  W.  Greene,  Jr., 
Laramie,  Chairman;  Ray  K.  Christensen,  Powell;  Henry  N. 
Stephenson,  Newcastle:  Raymond  E.  Kunkel,  Thermopolis; 
Elmer  S.  McKay,  Lander;  Harlan  B.  Anderson,  Casper; 
Frederick  H.  Haigler,  Casper;  Chairman  of  the  Sweetwater 
Delegation;  Chairman  of  the  Sheridan  Delegation;  Chair- 
man of  the  Albany  Delegation. 

PROGRAM  AND  ENTERTAINMENT  COMMITTEE:  Ray  K. 
Christensen,  Powell,  Chairman;  Laurence  W.  Greene,  Jr., 
Laramie;  Henry  N.  Stephenson,  Newcastle:  Raymond  E. 
Kunkel,  Thermopolis;  Elmer  S.  McKay,  Lander;  Harlan  B. 
Anderson,  Casper;  Frederick  H.  Haigler,  Casper;  Members 
Research,  Organization  and  Scientific  Program  Committee; 
Francis  A.  Barrett,  Cheyenne. 

HISTORICAL  COMMITTEE:  S.  J.  Giovale,  Cheyenne,  Chair- 
man; Harlan  B.  Anderson,  Casper. 

MEMORIAL  COMMITTEE:  S.  J.  Giovale.  Cheyenne,  Chairman. 
SPECIAL  COMMITTEES: 

FOR  GOVERNMENTAL  AFFAIRS:  Roy  W.  Holmes,  Casper, 
Chairman;  James  W.  Barber,  Cheyenne;  Elmer  S.  McKay, 
Lander;  G.  Myron  Harrison,  Rock  Springs;  Henry  N.  Stephen- 
son, Newcastle;  Richard  H.  MacLean,  Sheridan;  Thomas  A. 
Nicholas,  Buffalo. 

FOR  STUDY  OF  ADMINISTRATION;  Brendan  P.  Phibbs, 
Casper,  Chairman;  John  H.  Froyd,  Worland;  Frederick  H. 
Haigler,  Casper;  Thomas  Nicholas,  Buffalo;  S.  J.  Giovale, 
Cheyenne. 

SPECIAL  ADVISORY  COMMITTEE  TO  CHILDREN— STATE 
HEALTH  DEPARTMENT:  Kenneth  L.  McShane,  Cheyenne, 
Chairman;  Duane  M.  Kline,  Jr.,  Cheyenne:  Paul  J.  Preston, 
Cheyenne:  Dan  B.  Greer,  Cheyenne;  S.  Bruce  Whittenberger, 
Cheyenne. 

SPECIAL  ADVISORY  COMMITTEE  FOR  DIABETES  CAMP: 
John  R.  Nye,  Laramie,  Chairman;  Brendan  P.  Phibbs,  Casper; 
Benjamin  Gitlitz,  Thermopolis;  Thomas  A.  Nicholas,  Buffalo; 
James  A.  Craig,  Dubois. 

TITLE  XIX:  John  Corbett,  Casper,  Chairman;  Brendan  P. 
Phibbs,  Casper;  James  W.  Baltzell,  Rawlins;  Elmer  S.  McKay, 
Lander;  Tneodore  Johnston,  Cheyenne;  Oliver  Scott,  Casper; 
Norman  Black,  Cheyenne;  William  Wahl,  Cheyenne. 
WORKMEN’S  COMPENSATION  SPECIAL  COMMITTEE: 
Richard  MacLean,  Sheridan,  Chairman;  Brendan  P.  Phibbs, 
Casper;  Theodore  Johnston,  Cheyenne;  Duane  M.  Kline, 
Cheyenne. 
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of  any  feature  or  advertisement 
appearing  in 

The  Rocky  Mountain  Medical  Journal. 

Orders  must  be  placed  within  15  days  after 
date  of  publication.  Minimum  charge  applies 
for  100  copies  or  less. 

The  cost  is  very  reasonable. 

For  further  information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 


'iou  should  see  the  way  they’re 
jumping  at  The  Broadmoor. 

Every  room  is  redecorated  with 
taste  and  quality. 

A new  Championship  18  hole  golf 
course  is  added  to  the  famous  oriei- 
nal  18,  and  the  U.S.G.A.  will  conduct 
their  .Amateur  Championships  there, 
.August  30  to  September  2.  A fresh 
season  of  show  business  stars  will 
entertain  at  the  Broadmoor  Interna- 
tional Theatre  .luly  through  August. 

Catch  yourself  the  limit  and  Enjoy 
the  Good  Life  at 

^'“Bro^dmoor 

Colorado  Springs,  Colorado 
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' • EMPHYSEMA 

• ASTHMA  !: 

• CHRONIC  BRONCHITIS  . * 

^ • BRONCHIECTASIS  / . 1 

/■  i 

f,  • 

Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltai,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


Tandearir 

oxyphenbutazone 


Therapeutic  Ef/ecfs;  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  ail  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation, history  or  symptoms  of  peptic  ulcer;  renal,  hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-Vl(B)R 

Availability:  Tablets  of  100  mg. 

0 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Geigy 


Tandearir  helps  osteoarthritic 
oxyphenbutazone  jojnts  iTiove  again 


3 out  of  4 osteoarthritics  com- 

pletely  or  markedly  improved 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary. 

Sperling,  I.L. : 3 Years’  Experience 
with  Oxyphenbutazone  in  the 

T reatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6:117,  1964. 

76.9%  of  407  patients 

TA-4919  PC 

Watts.  T.W. , Jr. : T reatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone, Clin.  Mad.  73:65,  1966. 

84.6%  of  39  patients 

WANT  ADS 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 


SELL,  LEASE,  immediately,  small  expandable  office  in  large, 
progressive  southwestern  city  near  hospitals.  Excellent 
climate,  fine  schools,  universities,  cultural  and  recreational 
facilities.  For  particulars,  write  Box  6-7-2B,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colorado 
80218.  6-7-2B 


YOLTNG  GROWING  PARTNERSHIP,  2 GPs  and  Board  Sur- 
geon seeks  GP  and/or  Surgeon  with  Chest  Qualifications. 
New  air  conditioned  building,  modem  lab  and  X-ray  facilities. 
Growing  southwestern  New  Mexico  city  of  9,000,  drawing 
area  30,000.  Accredited  hospital.  Four  year  university.  Objec- 
tive full  partnership.  Salary  during  trial  period.  Contact  Drs. 
Cobb-Walsh-Wille,  114  W.  11th  St.,  Silver  City,  N.  M.  Area 
Code  505-538-2961.  3-9-6 


WANTED:  GP  to  practice  in  small  town  in  vicinity  of  Lusk, 
Wyoming,  or  preferably  two  GP’s  who  can  work  together. 
New  hospital,  excellent  schools,  churches  and  recreational 
facilities  available.  Write  Box  6-4-3B,  Rocky  Mountain  Medical 
Journal,  18u9  East  13tn  Ave.,  Denver,  Colorado  80218.  6-4-3B 


CLINICAL  INVESTIGATION— Position  immediately  available 
for  graduate  of  U.S.  or  Canadian  medical  school,  with 
specialty  training  in  pediatrics  or  internal  medicine,  who 
has  a special  interest  in  infectious  diseases.  Please  send 
complete  resume  to:  Technical  Employment  Representative, 
THE  UPJOHN  COMPANY,  Kalamazoo,  Michigan  49001.  An 
Equal  Opportunity  Employer.  6-2-2B 


NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,000  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
466-6111.  1-3-TFB 


THREE  PROFESSIONAL  SUITES  for  M.D.’s  in  Medical  Wing  | 
of  new  building.  Has  reception-waiting  room,  panelled  office  fa 
and  several  examining  rooms.  Air  conditioned,  janitorial  » 
services  supplied.  Park  Hill  Business  Center,  2810-2850  East 
Pikes  Peak  Ave.,  Colorado  Springs,  Colo.  Phone  633-8641,  ^ 
write  to  2848  Country  Club  Drive,  Colorado  Springs,  Colorado. 

5-8-3B 


BUSY  GENERAL  PRACTICE  with  general  surgery  for  sale, 
fully  equipped  downtown  office,  nearby  250  bed  hospital, 
open  staff.  Recent  illness,  will  introduce,  easy  terms.  Reply 
to  Office  of  S.  W.  Georges,  M.D.,  47  South  First  East,  Provo, 
Utah  84601.  6-6-2 


GENERAL  PRACTITIONER  OR  INTERNIST  wanted  for  town 
of  12,000  population,  centrally  located.  Has  well-equipped 
hospital.  All  specialties  well  represented  in  medical  popula- 
tion. Call  Dr.  Robert  Ludwick,  303 — 522-2512.  After  August  1, 
call  Dr.  Jack  Mackey,  303 — 522-2630.  7-3-1 


i 


MEDICAL  SPACE  AVAILABLE  IN  SEPTEMBER  in  new 
Dental-Medical  building  in  prime  southeast  Denver  location 
at  Hampden  and  South  Oneida  Way.  Dr.  Shaffron,  1804  E.  -i 
Lake  Drive,  Littleton,  Colorado.  Telephone  794-2739.  7-2-lB 


APPLICATIONS  ARE  NOW  BEING  ACCEPTED  for  Medical 
Residencies  at  the  first,  second  and  third  year  levels,  to 
begin  during  the  second  half  of  1967.  Active  program  includes 
experience  in  sub-specialties,  and  participation  in  a 50,000 
visit  out-patient  clinic,  as  well  as  supervised  treatment  of 
in-patients.  Teaching  staff  members  are  all  board  certified, 
and  the  majority  hold  faculty  appointments  at  the  University 
of  Minnesota  Medical  School.  Hospital  also  conducts  residencies 
in  General  Surgery,  Obstetrics-Gynecology,  Radiology,  Pathol- 
ogy, Ophthalmology  and  Urology,  and  is  approved  for  twelve 
rotating  internships  with  applications  accepted  only  through 
the  National  Intern  Matching  Program.  For  descriptive  bro- 
chure and  application  blanks,  address  inquiry  to:  Chairman  of 
Education  and  Research,  The  Charles  T.  Miller  Hospital,  125 
West  College  Avenue,  St.  Paul,  Minnesota  55102.  7-1-2B 
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EXCLUSIVELY 


■ 
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For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 


1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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Newton  Optical 
Company 

Cat-ering  to 

Medical  Profession  Patronage 

309  1 6th  Street  f | Telephone 

Denver  80202  534-8714 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


SELF-EMPLOYED 
RETIREMENT 
TAX  ADVANTAGE 

Call 

Lou  Lagrave 

Serving  Medical  Profession 
Over  Twenty  Years 

Hilton  Hotel  Bldg. 
Albuquerque,  N.  M.  247-4045 

Rauscher  Pierce  Securities  Corp. 

Member  New  York  Stock  Exchange  and  other  leading 
Exchanges 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That’s  why  we’re  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it’s  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Denver,  Colorado  80215 


MEMBER 
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Prompt,  professional  service  24  hours 
a day,  every  day!  A complete  line  of 
hospital  beds,  wheelchairs,  traction 
equipment,  oxygen,  crutches,  walkers, 
commodes,  lamps,  whirlpools  — every- 
thing to  help  patients  get  well  faster. 

We  Process  MEDICARE  Equipment  Claims 

DENVER 

733-5521 

350  Broadway 


ALBUQUERQUE 

268-6736  (Days) 


137  San  Pedro  Drive  N.E. 

Franchise  Holder 


PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

• 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc.  Selo  vogl  jr 

1830  CURTIS  DENVER  534-4257 


PREMIUM 

QUALITY 


AT  ITS  BEST... 


Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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NOW  COLORADO  MEDICAL  SOCIETY  MEMBERS 
CAN  SECURE  UP  TO 

$1,000.00  A MONTH 

DISABILITY  INCOME  PROTECTION 


Recognizing  the  need  many  of  you  hove  for  addi- 
tional disability  income  protection,  arrangements 
have  been  made  to  increase  the  maximum  benefits 
available  under  the  Society's  plan  from  $800.00  to 
$1,000.00  a month  effective  immediately.  These 
increased  benefit  amounts  are  available  only  to 


members  under  age  50  and  in  good  health.  All  the 
other  outstanding  features  of  your  former  plan 
have  been  retained  without  change. 

For  full  details  on  this  outstanding  protection, 
complete  the  coupon  below  and  mail  it  today. 


Underwritten 


Mutual  of  Omaha  Insurance  Company 
Life  Insurance  Affiliate;  United  of  Omaha 
Home  Office:  Omaha,  Nebraska 


7-8-9-67 


j VINCENT  ANDERSON  COMPANY,  INC. 

I Second  Floor,  Railway  Exchange  Building 
I Denver,  Colorado  80202 

I Please  send  me  full  details  on  the  Colorado  Medical  Society's  new  Disability 
I Income  Protection  Plan. 

I Name 

I Address 

I City S^ate ZIP  Code 

I 

■ 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Chiirles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 
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Benadryl 

(dipiieniiydraminefiyiiroGliforide) 

PARKE-DAVIS 


for  control  of 
allergic  symptoms 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatic  relief  with 
BENADRYL— the  potent  antihistamine  with  antispas- 
modic  action.  INDICATIONS:  Antihistaminic,  anti- 
spasmodic,  antitussive,  and  antiemetic  therapy. 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, or  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 

The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride. ADVERSE  REACTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 

BENADRYL  is  available  in  Kapseals®  of  SO  mg.  and 
Capsules  of  25  mg.  ooss? 


PARKE-DAVIS 
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HW&DBRAMD  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATIViENT  OF  FUNCTIONAl.  DYSMENORR 
AND  SE1.ECTED  CASES  OF  PREMATURE  LABOR  AN 
AND  3RD  TRIMESTER  THREATENED  ABORTIO 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


& DUNNIMIS,  INC. 


. - 


ROCKY  MOCIVTAIX  BIEDICAL  JOCRAAL 


Title  Registered  U.  S.  Patent  Office 
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20-20  Hindsight 
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Gasoline  Additives  and  Smog 

Articles 

Cardiac  Arrhythmias  With  Thyrotoxicosis 


Editorial  and  Business  Office 
1809  East  18th  Avenue 
Denver,  Colorado  80218 
Telephone  399-1222  (area  code  303) 

Publication  Office 

1830  Curtis  Street 
Denver,  Colorado 

Address  all  correspondence  re- 
lating to  subscriptions,  advertis- 
ing or  address  changes  to  Edi- 
torial and  Business  Office. 

Address  all  manuscripts,  organi- 
zation and  other  news  items 
relating  to  editorial  content  to 
appropriate  state  editor,  see 
below. 
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Automated  Biochemical  Screening 
Emergency  Medical  Problems  in  Rural  Areas 
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tific Editor,  1800  High  St.,  Denver  (Chairman 
of  the  Board);  Carl  H.  McLauthlin,  M.D..  As- 
■istant  Scientific  Editor,  510  Kepublic  Bldg., 
Denver. 

Montana:  Warren  D.  Bowman,  M.D.,  Scien- 
tific Editor,  2802  Ninth  Avenue,  Billings; 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components,  learnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usiiai  Aduit  Dosage:  1 capsule  q.i.d.  Con- 
tinfie  for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Suppiied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^-® 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.^'^  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^’® 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills—not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


N»w  available; 

New!  Ready-mixed  Ilosone  Liquid  1251 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonfui.) 


Ilosone" 

Erythromycin 


Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis.  ^ 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  we 
characterized  by  increased  direct-reacting  bilirubin,  elevatt 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cepha! 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutan 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nc 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  r 
been  reported  in  other  patients  taking  prolonged  courses  of  t 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  a 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  jar 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  th« 
patients’  families,  who  were  not  taking  the  drug,  had  episoc 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  w( 
determined  in  a group  of  fifty-four  adults  and  children  who  to 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months 
rheumatic  fever  prophylaxis.  The  results  were  compared  w> 
those  of  a similar  group  of  forty-four  patients  who  received  p< 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevati 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecoui 
of  treatment  was  observed  in  one  patient  treated  with  Hose 
and  in  two  patients  treated  with  penicillin.  Seven  other  patiei 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicil 
group  showed  elevations  in  one  of  the  tests  at  some  time  duri 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  w« 
reported  in  102  pediatric  patients  who  received  short-term  (t< 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  inf 
tions.  Results  of  liver  function  tests  in  these  patients  we 
comparable  to  those  in  a similar  control  group  who  had  receh 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  ' 
fects  are  observed  in  a small  proportion  of  individuals  as  a res 
of  a local  stimulating  effect  of  the  medication  on  the  aliments 
tract;  however,  the  normal  intestinal  gram-negative  bacter 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  i 
of  erythromycin,  there  have  been  occasional  reports  of  urticai 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  0 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  be 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours ; 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hor 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  s 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  doss 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromy 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosagt 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifb 
days.  Close  follow-up  of  the  patient  is  necessary  since  eryth 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  p 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days 
recommended.  In  the  treatment  of  gonorrhea,  patients  wit! 
suspected  lesion  of  syphilis  should  have  a dark-field  examinat 
before  receiving  antibiotics,  and  monthly  serologic  tests  sho 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.E,  125  and  250  i 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equival 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  packa| 

Ilosone,  125,  for  Oral  Suspension,  N.E,  125  mg.  (equival 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packaf 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  perdrop,inl0-cc.-f 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.E,  125  mg.  (equivalent  to  bas 
in  bottles  of  50.  [032': 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.,  247;69,  1 

2.  Griffith,  R.  S..  and  Black,  H.  R. : Antibiotics  & Chemother.,  i2;398,  1 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  J , 

2S9;198,  i960.  — T 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206.  „ 


Picture  of 
low  back  pain 


treated  with 
Parafon  Forte* 

Parafiex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


TABLETS 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility . . . stop  pain-spasm  feedback 

iHere  is  why.  PARAFON  Forte  provides : 

tia  nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
ijof  pain,i’2  yet  unlikely  to  produce  the  irritation  to  the 
jj.gastric  mucosa  so  often  associated  with  salicylate 
I therapy® 

land  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
lf6-hour  span  of  action/-®  and  to  retain  effectiveness 
\ even  on  continued  administration,®-'^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  PARAFON  Forte  for  lasting  spasmolysis 
|and  analgesia  in  sprains,  strains,  myalgias,  low  back 
.^pain,  bursitis  and  other  musculoskeletal  disorders. 
|Your  patients  will  appreciate  the  restored  comfort 
.^and  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Parafiex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc. 

1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  air.  Gastroenterology  4-4: 146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  iSS:340,  1960.  6.  Settel,  E.:  Clin.  Med.  6 :1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv, 
Syst.  :430,  1964.  7.  Darienzo,  C.:  Ibid., 
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“George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o’clock!” 
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The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 
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INFLAMMATION 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue. 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
i sponse  to  injury.  Mast  cells  (which 
' contain  heparin,  serotonin  and  hista- 
! mine)  take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 

I These  toxins,  in  turn,  cause  disinte- 
I gration  of  other  cells  (such  as  fibro- 
I blasts)  and  the  release  of  additional 
I toxic  material.  Capillaries,  too,  take 
I up  water  and  leak  unformed  blood 

• elements,  causing  edema.  And  poly- 
j morphonuclears,  lymphocytes  and 

* perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  enviromnent  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative . 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
\ave  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fiuocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
io  the  hydrocortisone  molecule  to 
produce  fiuocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fiuocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


Hydrocortisone 


CHjOH 


Fiuocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
17 -a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fiuocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 


The  Thymus  Involution  Assay^"* 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fiuocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone-show progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fiuocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 
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The  Antigranuloma  Assay^“*  also  ■ 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved ; 
with  hydrocortisone  and  Synalar  i 
(fiuocinolone  acetonide).  Untreated  i 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fiuocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fiuocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 
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Worldwide 
clinical 
experience 
coniirmsthe 
predictable 
therapeutic 
potential  of 
Synalar 


Representative  Clinical  Results  with  Synalar* 

Efficacy  Documented  in  over  4,000  Patients 

Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvementt 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

S6 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

♦Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.026%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  sind 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  imder  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Borfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V.  R.:  To  be  publish^. 


fluocinolone  acetonide — an  original  steroid  from 
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For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Spalar 

(fluocmolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


Against  these  three 


Pneumococci 


Penicillin-Sensifive 
Staphylococci  _A 


Streptocoifcf 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


I^tassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses  ? 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  {phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  one 
hematopoietic  systems  is  recommended. 

in  suspected  staphylococcus  infections,  proper  laboratory  studie: 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  o 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shouk, 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  les, 
common  with  administration  of  oral  penicillin  than  with  intramusculal 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signif] 
cant  index  of  sensitization.  The  following  hypersensitivity  reaction/ 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashej 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis,-  urtl 
caria;  and  reactions  resembling  serum  sickness,  including  chills,  fevej 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylax^l 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  thron 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  an 
are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  t 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  thre 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infant 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  int 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  ba 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  times 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  preve 
development  of  rheumatic  fever  and/or  other  serious  complication 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a histo 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  uni 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  too 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  1 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  f 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  d( 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  mod* 
ately  severe  pneumococcus  pneumonia  has  been  treated  effective 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  giv- 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proc 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  ( 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hoi 
for  six  doses  are  recommended.  Refractory  infections  generally  respo 
to  a second  treatment  three  to  four  days  following  completion  of  t 
first.  Treatment  of  gonorrhea  with  severe  complications  should 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  L 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimum 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units), 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  n 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  p 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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Please  send  me  a pre-Introductory  professional 
sample  of  DRIXORAL  Suslalned-Acllon  Tablets. 




Please  print  name 


Street  address 


City,  State,  Zip  Code 


This  offer  good  in  the  United  State*  only.  Offer  expiree  In  30  days. 


Sustained-Action  Tablets  (brand  of  dexbrompheniramine 
maleate  6 mg.,  and  d-lsoephedrine  sulfate  120  mg.) 


More  details 
on  Drixoral  and 
this  mechanical  man 
next  month. 


St*  last 


available 
from  Sobering 
next  month 


Drixoral" 


we  know 
that  you  won't 
be  convinced 
until  you  try 
Drixoral 
yourself 


Sustained-Action  Tablets 


brand  of  dexbrompheniramine  maleate 
and  d-isoephedrine  sulfate 

Each  tablet  contains 
dexbrompheniramine  maleate  6 mg., 
and  d-isoephedrine  sulfate  120  mg. 

but  you  can 
try  it 
sooner 


Most  oral  decongestants  produce  adequate  or  good  results 
in  most  patients  with  rhinitis  and  other  U.R.I.  disorders. 

An  oral  decongestant's  bid  for  superiority 
must  be  justified  by  a demonstrated  increase  in  excellent 
results  in  more  patients.  And  that  is  exactly  what 
double-blind  and  crossover  studies  have  indicated 
about  a coming  entry  into  the  oral  decongestant  field  from  Schering. 


Next  month,  you  will  be  able  to  prescribe 
DRIXORAL  Sustained-Action  Tablets  twice  daily  for 
24-hour  relief  of  upper  respiratory  mucosal  congestion 
in  seasonal  and  perennial  nasal  allergies,  acute 
rhinitis  and  rhinosinusitis,  acute  and  subacute  sinusitis, 
eustachian  tube  blockage,  and  secretory  otitis  media. 


01  lor  cllnicol  con.lderotlons. 


business 

REPLY  MAIL 


No  postage  necessary  if 
mailed  in  the  United  States 
Postage  will  be  paid  by 


SCHERING  CORPORATION 
P.O.  BOX  1133 
UNION,  NEW  JERSEY  07083 


Dept.  T 


Schering 

introduces 

Drixoral" 


Double-blind 
and  crossover  studies"' 
show  superior  results 
with  an 

oral  decongestant, 
but... 


see 

previous  page 
for  special 
pre-introductory 
sample  offer  for 
New  Drixoral " 

Sustained-Action  Tabiets 
brand  of  dexbrompheniramine  maieate 
and  d-isoephedrine  sulfate 

Each  tablet  contains  dexbrompheniramine  maieate  6 mg., 
and  d-isoephedrine  sulfate  120  mg. 

Clinical  eonsidaratlons:  Conlra/ntffcat/ons— DRIXORAL  ahould 
not  be  given  to  children  under  12  year*  of  age.  Until  animal 
studlei  support  the  safely  of  this  preparation  for  use  during 
gestation,  DRIXORAL  should  not  be  administered  to  preg* 
nant  women.  Precauf/ona  — Although  Isoephadrine  causes 
practically  no  pressor  effect  In  normotensive  Individuals,  It 
should  be  used  with  caution  In  patients  with  hypertension, 
coronary  artery  disease  and  hyperthyroidism.  Deibromphenlr* 
amine  maieate  may  cause  Infrequent  and  usually  mild  drows- 
iness; should  this  occur,  the  patient  should  not  engage  In 
mechanical  operations  that  require  alertness.  S/de  edecfs  — 

Mild  drowsiness  has  been  observed  in  occasional  patients 
receiving  DRIXORAL.  Although  very  Infrequent  complaints 
suggestive  of  sympathomimetic  side  effects  have  been  noted, 
possible  side  effects  of  sympathomimetic  origin  include  anxi- 
ety, tension,  restlessness,  nervousness,  tremor,  weakness, 
Insomnia,  headache,  palpitation,  tachycardia,  angina,  eleva- 
tion of  blood  pressure,  sweating,  mydriasis,  anorexia,  nau- 
sea, vomiting,  dizziness,  constipation,  and  dysuria  due  to 
vesical  sphincter  spasm.  For  more  complete  details,  consult 
package  insert  or  Schering  literature  available  from  your 
Schering  Representative  or  Medical  Services  Department, 

Union,  New  Jersey  07083. 

References: 

1.  Pullen,  F.  W.  2nd,  and  Montgomery,  W.  W.:Areh.  Ololaryng. 

77:24, 1963. 

2.  Frank.  D.  I.:  Curr.  Therap.  Res.  6:1S8,  1964. 

3.  Flerberg,  A.  A.:  Ann.  Atlergy  22:324,  1964.  $.t«i 


See  last  page  of  advertisement  lor  clinical  considerations. 
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dlTHUC 

illness 


B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  fommlated  to  meet  the 
increased  metabolic  demands  of  patients  with  physiologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  (Riboflavin)  10  mg 

Vitamin  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


628-6  — 3614 


Anxiety  and  tension  stemming  from  organic  illness  may  undermine  your 
patient’s  cooperation  and  possibly  retard  success  of  primary  therapy. 

If  his  emotional  symptoms  persist  in  the  face  of  your  counsel  and 
reassurance,  you  may  want  to  consider  adjunctive  use  of  Serax 
(oxazepam).  It  is  indicated  in  anxiety,  tension,  agitation,  irrita- 
bility, and  anxiety  associated  with  depression.  May  be  used  in 
a broad  range  of  patients,  usually  with  considerable  dosage 
flexibility. 

When  prescribing,  carefully  observe  dosage  recommenda- 
tions and  appropriate  precautions,  especially  as  pertain- 
ing to  the  elderly  and  when  complications  could  ensue 
from  a fall  in  blood  pressure.  (See  Wyeth  literature  or 
PDR  as  well  as  “IN  BRIEF”  below.) 

IN  BRIEF. 

Contraindications:  History  of  previous  hypersensitivity  to 
oxazepam.  Oxazepam  is  not  indicated  in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution 
where  complications  could  ensue  from  a fall  in  blood  pressure, 
especially  in  the  elderly.  Withdrawal  symptoms  upon  discon- 
tinuation have  been  noted  in  some  patients  exhibiting  drug 
dependence  through  chronic  overdose.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive,  prolonged  use  in  susceptible  patients 
(alcoholics,  ex-addicts,  etc.)  may  result  in  dependence  or 
habituation.  Reduce  dosage  gradually  after  prolonged 
excessive  dosage  to  avoid  possible  epileptiform  seizures. 
Withdrawal  symptoms  following  abrupt  discontinuance 
are  similar  to  those  seen  with  barbiturates.  Caution 
patients  against  driving  or  operating  machinery  until 
absence  of  drowsiness  or  dizziness  is  ascertained.  Warn 
patients  of  possible  reduction  in  alcohol  tolerance.  Safety 
for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years:  absolute  dosage 
for  6-  to  12-year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare. 
Transient  mild  drowsiness  is  common  initially;  if  persistent, 
reduce  dosage.  Dizziness,  vertigo  and  headache  have  also 
occurred  infrequently:  syncope,  rarely.  Mild  paradoxical 
reactions  (excitement,  stimulation  of  affect)  are  rep'orted  in 
psychiatric  patients.  Minor  diffuse  rashes  (morbilliform, 
urticarial  and  maculopapular)  are  rare.  Nausea,  lethargy, 
edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although 
rare,  leucopenia  and  hepatic  dysfunction  including  jaundice 
have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does 
not  appear  related  to  dose  or  age.  These  side  reactions,  noted 
with  related  compounds,  are  not  yet  reported:  paradoxical 
excitation  with  severe  rage  reactions,  hallucinations,  menstrual 
irregularities,  change  in  EEG  pattern,  blood  dyscrasias  (including 
agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever  and  euphoria. 

Availability:  Capsules  of  10,15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


Serax 

oxazepam 


Wyeth  Laboratories 
Philadelphia,  Pa. 


even  better  together 


Serpasil-Esidrix 


(reserpine  and  hydrochibrothiazide  CIBA) 


Serpasil-Esidrix  combines  reserpine  (the  original,  and  most  widely  used, 
rauwolfia  alkaloid  developed  by  CIBA)  with  hydrochlorothiazide  (the  most 
widely  used  oral  diuretic,  also  a product  of  CIBA  research). 


even  better  blood  pressure 
reduction— because  2 
antihypertensive  agents 
of  choice  often  work 
better  together 

One  drug  potentiates  the  antihypertensive  action  of  the  other.  Blood 
pressure  is  generally  controlled  with  relatively  low  dosages  of  each  com- 
ponent, often  resulting  in  minimized  side  effects. 

Although  each  component  alone  may  provide  adequate  therapy  in  many 
cases  of  mild  hypertension,  the  combination  offers  advantages  which  can- 
not be  achieved  with  single-drug  therapy. 

even  more  patient  benefits- 
because  complementary 
actions  of  2 anti  hypertensive 
agents  extend  the  range 
of  advantages 

Reserpine,  in  addition  to  lowering  blood  pressure,  provides  central  calm- 
ing action  to  help  relieve  anxiety  and  tension;  provides  bradycrotic  action 
to  slow  the  rapid  heart. 

Hydrochlorothiazide,  in  addition  to  lowering  blood  pressure,  relieves 
edema;  permits  relaxation  of  salt  restriction. 

The  combination  provides  medication  in  one  tablet  instead  of  two;  one 
prescription  instead  of  two— encourages  patient  adherence  to  the  regimen, 
offers  economy. 

for  your  next  patient 
with  mild  hypertension 

Rx  Serpasil-Esidrix 

Combination  Tablets 

Please  see  following  page  for  prescribing  information. 


Serpasil-Esidrix’  J 

(reserpine  and  hydrochlorothiazide  CIBA)' 

Combination  Tablets 


INDICATIONS:  Mild  to  moderate  hypertension,  especially 

when  complicated  by  anxiety,  tachycardia,  or  edema. 

SIDE  EFFECTS  AND  PRECAUTIONARY  MEASURES 

Serpasil®  (reserpine  CIBA) 

Occasional  side  effects:  lassitude,  drowsiness,  nasal 
congestion,  looseness  of  stools,  increased  frequency  of 
defecation.  Rare  side  effects:  anorexia,  headache,  bi- 
zarre dreams,  nausea,  dizziness,  skin  rash. 

Severe  mental  depression  has  appeared  in  a small  per- 
centage of  patients,  primarily  in  a dosage  above  1 mg 
daily.  When  the  drug  is  discontinued,  depression  usually 
disappears,  but  hospitalization  and  shock  therapy  are 
sometimes  required. 

Caution:  Withdraw  reserpine  2 weeks  before  surgery,  if 
possible.  For  emergency  surgical  procedures,  give  vagal 
blocking  agents  parenterally  to  prevent  or  reverse  hypo- 
tension and/or  bradycardia. 

Because  reserpine  may  increase  gastric  secretion  of 
hydrochloric  acid,  use  cautiously  in  patients  with  peptic 
ulcer. 

Use  cautiously  with  digitalis,  quinidine,  or  guanethidine. 
Not  recommended  for  aortic  insufficiency. 

Esidrix®  (hydrochlorothiazide  CIBA) 

Contraindictions:  Oliguria,  renal  shutdown,  progressive 
hepatic  disease,  and  allergy  to  thiazides. 

Warnings:  Stenosis,  hemorrhage,  and  ulceration  of  the 
small  bowel  have  occurred  with  coated  potassium  tab- 
lets. Discontinue  such  medication  when  used  with  Esidrix 
if  gastrointestinal  disturbances  arise. 

Pay  special  attention  to  electrolyte  balance  of  patients 
with  severe  renal  or  hepatic  insufficiency.  In  patients 
with  cirrhosis  and  ascites,  watch  for  symptoms  of  im- 
pending hepatic  coma.  Thiazides  may  decrease  glucose 
tolerance;  use  cautiously  in  diabetics.  Hyperuricemia 
may  occur  but  is  readily  reversed  by  a uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes  result  in 
nitrogen  retention,  particularly  in  patients  with  impaired 


renal  function.  Dosage  titration  is  necessary  in  such 

patients. 

Precautions:  Watch  for  signs  of  fluid  or  electrolyte  im- 
balance. Further  electrolyte  depletion  may  cause  hypo-  ■ 
chloremic  alkalosis  and  hypokalemia.  Since  the  latter  i 
may  precipitate  digitalis  intoxication,  watch  carefully  pa- 
tients who  are  taking  digitalis  or  its  glycosides  or  those 
with  cardiac  arrhythmias.  In  severe  hypokalemia,  large 
oral  or  intravenous  doses  of  potassium  may  be  required. 

A few  infants  born  of  mothers  who  received  thiazides 
during  pregnancy  have  shown  bone  marrow  depression 
with  thrombocytopenia.  Hydrochlorothiazide  decreases 
responsiveness  to  exogenous  norepinephrine  and  in- 
creases responsiveness  to  tubocurarine.  Hypotensive 
episodes  under  anesthesia  have  been  observed  in  some  i 
patients  receiving  thiazides. 

Side  Effects:  In  addition  to  those  above,  nausea,  ano-  : 
rexia,  headache,  restlessness,  constipation,  dizziness, 
paresthesias,  fatigue,  increased  sweating,  cramps  in  i 
arms  and  legs,  diarrhea,  abdominal  pain.  Rare  reactions:  ; 
purpura  with  or  without  thrombocytopenia,  skin  rash, 
photosensitivity,  urticaria.  Sometimes  associated  with 
hydrochlorothiazide:  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  pancreatitis,  jaundice,  necrotizing  vasculitis. 

DOSAGE 

Average  dosage  is  2 Tablets  #2  daily.  For  patients 
requiring  less  hydrochlorothiazide,  substitute  Tablets 
#1.  For  maintenance,  reduce  dosage  to  lowest  effective  i 
level.  When  necessary,  more  potent  antihypertensive  f 
agents  may  be  added  gradually  in  reduced  dosages.  ! 

SUPPLIED  i 

Tablets  #2  (light  orange),  each  containing  0.1  mg  reser- 
pine and  50  mg  hydrochlorcfthiazide;  bottles  of  100  and  . 
1000.  Tablets  #1  (light  orange),  each  containing  0.1  mg  / 
reserpine  and  25  mg  hydrochlorothiazide;  bottles  of  100  j 
and  1000. 

Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.C  I B A, 
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In  peptic  ulcer... 

antacid 
therapy 

with  a 
new 

henefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE- 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg. ; simethicone,  20  mg.  Dosage : one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  industries,  Inc. 
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J^URiNG  our  profession’s  many  months  of 
waging  war  against  the  gathering  storms  of 
governmental  medicine,  we  occasionally  men- 
tioned that  its  pattern  was  cast  long  ago  in 
the  Old  World.  All  we  have  to  do  to  predict 

the  social,  economic, 
Twenty-twenty  political  trends 

Hindsight!  in  the  New  World  is 

to  scrutinize  what 
has  taken  place  in 
the  countries  of  our  forebearers.  Everything 
has  evolved,  it  seems,  except  human  person- 
ality. Socialized  medicine  in  other  countries 
has  been  studied  and  its  experience  recorded, 
but  we  have  been  guided  and  misguided  into 
the  same  trap.  England’s  panel  system  was 
analyzed  and  the  findings  made  available  for 
all  who  would  care  to  profit  by  their  experi- 
ences. More  recently,  we  do  not  need  to  look 
across  the  seas,  for  it  is  all  now  close  to  home 
in  our  northern  neighbor,  Canada,  and  in  our 
own  country. 

Papers  and  symposia  have  appeared  on  the 
programs  of  many  of  our  general  and  spe- 
cialty medical  and  surgical  organizations.  A 
symposium  on  Medical  Economics  in  Canada 
was  presented  on  the  program  of  the  Ameri- 
can Association  of  Plastic  Surgeons  at  its 
46th  Annual  Meeting  in  Toronto'  last  May. 
A number  of  Canadian  colleagues  are  mem- 
bers of  this  organization  and  were  its  hosts 
for  1967.  Participants  in  the  symposium  were 
B.  E.  Freamo,  General  Secretary  of  the  Cana- 
dian Medical  Association;  C.  A.  Naylor,  an 
actuary  of  London,  Ontario;  Dr.  R.  Kenneth 
Thomson,  President  of  the  Canadian  Medical 
Association;  and  Dr.  Raymond  Robillard, 
President  of  the  Federation  of  Medical  Spe- 
cialists of  Quebec.  It  was  interesting  to  note 
how  the  problems  of  the  health  services  in 
Canada  are  parallel  to  our  own.  They  have 
agreed  that  health  is  a provincial  responsi- 
bility, the  provinces  being  comparable  to*  our 


states.  The  government  pays  for  approxi- 
mately half  of  Canadian  medical  care,  and 
the  provinces  cannot  afford  to  ignore  it,  but 
the  government  calls  the  tune.  The  majority 
of  our  Canadian  colleagues  feel,  as  do  Ameri- 
can physicians,  that  they  should  not  need 
governmental  subsidy.  At  the  end  of  1965, 
three-fourths  of  their  population  were  cov- 
ered privately,  and  about  12  per  cent  of  its 
cost  went  to  administration — far  different 
from  the  present  situation.  Canadian  actu- 
aries believe  that  co-insurance  in  cooperation 
with  the  government  is  probably  best  for 
all  concerned  and  that  it  should  be  available 
and  maintained  for  aU  of  the  provinces  which 
wish  it,  and  on  a voluntary  basis.  The  private 
insurance  carriers  are  left  only  a limited  and 
almost  non-competitive  area  in  which  to  sur- 
vive. Their  initiative  and  sense  of  responsi- 
bility are  practically  gone.  Any  doctor  can 
walk  out  of  the  governmental  plan,  and  some 
have  done  so.  It  is  their  belief  that  the  gov- 
ernment is  interested  only  primarily  in  con- 
trolling the  cost,  but  not  the  quality,  of 
medical  care.  Governmental  ears  have  heard 
the  doctors,  particularly  in  the  great  province 
of  Quebec,  but  the  fundamental  trends  of 
governmental  care  do  not  appear  to  have 
been  significantly  altered  thereby. 

More  recently,  local  newspapers  in  our 
area  carried  an  article  entitled  “Medicare 
Scheme  Assailed.”  It  stated  “An  insur- 
ance company  executive  feels  that  Can- 
ada’s proposed  medicare  plan  will  be  an 
‘expensive  mistake’.”  G.  N.  Watson,  vice 
president  and  director  of  group  insurance 
for  the  Crown  Life  Insurance  Company  of 
Toronto  made  this  statement  before  the  Cana- 
dian Health  Insurance  Association.  He  stated 
that  the  federal  plan  is  no  more  than  an 
adaptation  of  European . plans  twenty  years 
or  more  of  age  and  already  out  of  date,  and 
discredited  for  having  failed  to  do  as  they 


for  August  1967 


29 


had  planned  and  promised.  Mr.  Watson  pre- 
dicts that  within  five  years  an  increasing 
number  of  Canadians  will  be  dissatisfied,  as 
in  their  mother  country,  with  the  long  wait- 
ing periods  for  consultation  and  treatment. 
Apparently  Canadians  will  be  looking  more 
and  more,  as  we  are  now,  at  governmental 
welfare  spending.  They  will  be  demanding 
that  benefits  of  the  programs  must  be  made 
to  exceed  the  costs.  One  of  the  speakers  be- 
lieves that  his  countrymen  will  recurrently 
ask  “was  this  expensive  trip  really  neces- 
sary”. 

We  physicians  and  our  hospitals  are 
wrestling  with  Medicare,  employing  people 
who  try  to  understand  it  while  attempting 
to  appease  the  elder  citizens  in  their  bewil- 
derment. With  them,  most  of  us  wonder  why, 
as  a profession,  our  efforts  were  too  little 
and  too  late  to  spare  America  a ride  down 
the  same  bumpy  road. 


FEW  YEARS  AGO  One  of  our  editorials  was 
entitled  “Over-utilization  of  Services” — Not 
that  we  expected  to  reverse  the  picture,  but 
at  least  there  was  reason  to  hope  that  the 
extravagant  trend  would  level  off.  Hospitals 
have  taken  steps  to  reduce 
Atrophy  of  average  length  of  hos- 

the  Senses  pital  stays  and  to  curtail 

the  use  of  expensive  drugs. 
Nothing  has  controlled  the 
mounting  costs,  and  they  are  rising  beyond 
consistency  with  salaries  and  supplies. 

One  controllable  factor  is  over-use  of  tests, 
tests,  and  more  tests.  X-ray  and  laboratory 
facilities  are  invoked  first — and,  all  too  often, 
the  five  senses  last!  This  is  particularly  con- 
spicuous where  resident  physicians  are  at 
liberty  to  order  up  the  works  with  or  without 
the  sanction  and  consent  of  attending  men. 
The  practice  is  particularly  noted  in  tax-sup- 
ported institutions  and  without  the  “brakes” 
of  private  practice  guarding  our  patients’ 
purse-strings  and,  to  a reasonable  extent, 
defending  the  insurance  carriers.  Blood  cul- 
tures, urine  cultures,  chest  x-rays,  micro- 


scopic study  of  unquestionably  benign  tissues 
upon  simple  and  self-limited  clinical  entities, 
plus  many  unnecessary  treatments  add  up  to 
untold  thousands  of  dollars  in  medical  and 
hospital  charges. 

Astute  physical  diagnosis,  with  full  use 
of  the  clinicians’  five  senses,  appears  to  be 
passe.  It  is  easier,  quicker — and  a lot  more 
expensive — to  order  up  the  tests  first  instead 
of  using  them  to  confirm  or  deny  what  thor- 
ough history  and  physical  examinations  are 
still  capable  of  disclosing.  Fortunately,  the 
natural  state  of  the  body  is  to  be  well.  And 
so  it  will  be,  though  the  modern  and  expen- 
sive trend  is  fostering  atrophy  of  disuse  of 
the  five  senses  among  many  contemporary 
scientifically  trained  people.  It  isn’t  limited 
to  our  profession. 


observing  colleague  noted,  several 
months  ago,  two  editorials  in  a California  ' 
newspaper  concerning  smog.  One  stated,  “We 
have  yet  to  find  the  most  feasible  method  of 
essential  control  of  this  menace  to  health.” 

The  other  said  that 
Gasoline  Additives  smog  may  be  caused 
and  Smog  by  additives  in  gas- 

oline. Boron,  lead, 
and  phosophorous 
are  examples.  The  doctor  agrees  that  emphy- 
sema, cancer  of  the  lung  and  other  diseases, 
rare  twenty  and  more  years  ago,  need  more 
study  to  rule  this  possibility  in  or  out.  If  the 
additives  were  left  out,  about  all  we’d  miss  I 
would  be  flashy  performance.  We  could  get 
around  without  tigers  in  our  tanks!  Also,  ' 
why  not  quit  acting  like  tigers  on  the  road  L 
and  save  more  people. 

Another  thought  occurs^ — electricity,  clean 
and  silent.  Possible,  indeed,  and  it’s  already 
on  the  drawing  boards.  And  some  of  our  i 
youngsters  may  live  to  see  cars  delivered  > 
with  atomic  capsules  to  propel  them  through  1 
a normal  car  life-span.  Most  of  us  would  ; 
gladly  give  up  our  share  of  the  moon  to  see  • 
a few  billions  spent  on  constructive  things 
such  as  peaceful  use  of  atomic  energy  and 
feeding  hungry  people! 
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Review  of  128  patients  is  basis  of  study  | 
of  incidence,  etiology,  and  treatment 
■ of  cardiac  arrhythmias  in  thyrotoxicosis. 

Arrhythmias  are  the  most  common  compli- 
cation of  thyrotoxicosis.  In  1938,  Emstene^ 
reported  that  22  per  cent  of  his  large  series 
of  thyrotoxic  patients  had  arrhythmias.  More 
recently,  Rosenblum  and  Delman^  reported 
an  incidence  of  23  per  cent.  In  both  studies 
atrial  fibrillation  was  the  predominant  ar- 
rhythmia. Since  the  lag  period  between  the 
institution  of  antithyroid  therapy  and  the 
euthyroid  state  is  prolonged,  the  control  of 
atrial  fibrillation  in  many  instances  may  cre- 
ate a problem. 

This  study  consists  of  a review  of  our  ex- 
perience with  arrhythmias  in  thyrotoxic 
patients  over  a ten-year  period.  Our  findings 
will  be  compared  with  those  of  other  au- 
thors,^''^  and  some  pertinent  therapeutic 
problems  will  be  discussed. 

Materials  and  methods 

The  records  of  all  patients  with  the  diag- 
nosis of  thyrotoxicosis  from  the  University 
of  Colorado  Medical  Center  and  Denver  Vet- 
erans Administration  Hospital  between  Jan- 
uary, 1954  and  June,  1964  were  evaluated. 

‘From  the  Division  of  Cardiology,  Department  of  Medi- 
cine, University  of  Colorado  Medical  Center  and  the  Den- 
ver Veterans  Administration  Hospital. 

**Formerly  Postdoctoral  Research  Fellow,  National  Heart 
Institute,  United  States  Public  Health  Service.  Present 
address:  United  States  Naval  Hosptial,  National  Naval 
Medical  Center,  Bethesda,  Maryland. 


From  this  group  were  selected  the  patients 
who  had  laboratory  confirmation  of  thyro- 
toxicosis and  who  were  untreated  prior  to 
being  seen  at  our  center. 

One  hundred  and  twenty-eight  patients 
were  selected  for  study;  of  these,  92  were  at 
the  University  of  Colorado  Medical  Center 
and  36  at  the  Denver  Veterans  Administra- 
tion Hospital.  Fifty-seven  per  cent  of  the 
group  were  females  and  43  per  cent  males. 
Of  those  manifesting  arrhythmias  64  per  cent 
were  males.  The  average  patient  age  was  39 
years,  while  those  having  arrhythmias  had 
an  average  age  of  54  years. 

Associated  cardiac  disease  was  diagnosed 
when  the  etiologic  criteria  of  the  New  York 
Association  were  met.®  Of  the  22  patients 
with  cardiac  arrhythmias  five  had  associated 
organic  heart  disease.  The  other  17  patients 
(77  per  cent)  were  placed  in  a group  in  which 
no  apparent  associated  cardiac  disease  could 
be  found  to  help  explain  the  presence  of  the 
arrhythmia;  therefore  it  is  implied  that  the 
arrhythmias  were  primarily  due  to  the  effects 
of  the  thyrotoxicosis.  However,  this  does  not 
mean  that  occult  degenerative  changes  may 
not  play  a role  in  the  pathogenesis  of  arrhyth- 
mias in  thyrotoxicosis. 

Results 

Twenty-four  arrhythmias  were  noted  in 
22  patients  (Table  1).  As  expected,  atrial 
fibrillation  was  the  most  common  arrhythmia, 
being  present  in  20  (16  per  cent)  of  the 
patients.  It  was  paroxysmal  in  four  patients 
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and  persistent  in  the  other  sixteen.  Conges- 
tive heart  failure  accompanied  the  atrial  fib- 
rillation in  9 patients.  Associated  cardiac  dis- 
ease was  apparent  in  only  four  of  the  20 
patients  with  atrial  fibrillation. 


TABLE  1 

Cardiac  Arrhythmias  Associated  with 
Thyrotoxicosis 


Arrhythmia 

No.  of 

Arrhythmias 

Associated 

CHF 

Associated 

Organic 

Heart 

Disease 

Atrial  fibrillation 

20  (16%) 

9 

4 

Atrial  flutter 

2 (2%) 

2 

0 

Paroxysmal  atrial 

tachycardia 

1 

1 

0 

Paroxysmal  nodal 

tachycardia 

1 

0 

1 

Atrial  flutter  was  present  in  two  patients, 
both  of  whom  were  in  congestive  heart 
failure  (Table  1).  With  digitalization  both 
converted  to  atrial  fibrillation  and  finally 
with  control  of  the  thyrotoxicosis  both  re- 
verted to  a sinus  rhythm. 

Paroxysmal  nodal  tachycardia  was  ob- 
served in  a 43-year-old  male.  No  element  of 
congestive  heart  failure  was  evident.  Coro- 
nary artery  disease  was  probably  a contrib- 
uting factor,  for  he  had  an  inferior  myo- 
cardial infarction  34  months  after  first  being 
seen  with  thyrotoxicosis.  He  was  euthyroid 
at  the  time  of  the  myocardial  infarction.  A 
severely  thyrotoxic  82-year-old  female  pre- 
sented with  paroxysmal  atrial  tachycardia 
and  moderately  severe  congestive  heart  fail- 
ure (Table  1). 

Discussion 

Atrial  fibrillation  is  the  most  common 
arrhythmia  associated  with  thyrotoxicosis. 
As  early  as  1933,  Rosenblum®  had  shown  that 
hyperthyroid  rabbits  had  an  increased  sensi- 
tivity to  epinephrine.  He  was  able  to  produce 
atrial  fibrillation  in  these  animals  with 
amounts  of  epinephrine  insufficient  to  cause 
any  effect  on  the  rhythm  of  these  same  ani- 
mals when  euthyroid.  Atrial  fibrillation  has 
also  been  observed  to  occur  with  paroxysms 
of  active  pheochromacytomas.^®  Other  cardio- 
vascular manifestations  of  thyrotoxicosis, 
such  as  increased  heart  rate,  systemic  blood 
pressure,  cardiac  output,  and  cardiac  work, 
have  been  explained  by  augmentation  of 


catecholamine  activity. The  potentiation 
of  the  catecholamine  effect,  which  has  been 
postulated  to  explain  other  cardiovascular 
manifestations  of  thyrotoxicosis,  may  also  be 
a possible  explanation  for  the  production  of 
atrial  fibrillation  and  other  arrhythmias. 

Since  the  incidence  of  atrial  fibrillation 
increases  with  age,^'  it  is  thought  by  some 
observers^^  that  this  arrhythmia  would  not 
be  present  in  thyrotoxicosis  were  it  not  for 
the  presence  of  underlying  myocardial  de- 
generative disease.  In  a series  of  635  patients 
with  thyrotoxicosis  grouped  by  decade,  there 
were  no  cases  of  atrial  fibrillation  until  the 
third  decade  when  the  incidence  was  three 
per  cent.  In  each  following  decade  there  was 
an  increased  incidence  until  the  eighth  dec- 
ade in  which  approximately  50  per  cent  of 
the  patients  had  atrial  fibrillation.^®  The  age 
incidence  in  our  group  was  quite  similar,  for 
there  was  a four  per  cent  incidence  in  the 
third  decade  with  a steady  increase  to  the 
seventh  decade  where  47  per  cent  of  the 
patients  had  atrial  fibrillation  (Table  2). 

TABLE  2 I 

Age  Incidence  o f Atrial  Fibrillation  in 
Thyrotoxicosis 


Years  of 

Age 

No.  of 
Cases 

Cases  with 
Atrial 
Fibrillation 

Associated 

CHF 

10-19 

14 

0 

0 

20-29 

25 

1 (4%) 

0 

30-39 

27 

2 (7%) 

0 

40-49 

29 

5 (17%) 

1 (20%) 

50-59 

15 

4 (27%) 

2 (50%) 

60-69 

15 

7 (47%) 

5 (71%) 

70-79 

1 

1 

1 

80-89 

1 

0 

0 

.. 

The  incidence  of  atrial  fibrillation  in 
thyrotoxicosis  varies  from  7 to  22  per  cent 
(Table  3)  with  the  average  being  about  14 
per  cent.  Paroxysmal  atrial  fibrillation  has 
been  reported  to  occur  in  from  2.8^^  to  11 
per  cent^®  of  cases  while  the  persistent  form 
is  present  in  5.2^’’  to  6 per  cent.’®  Our  overall 
incidence  was  16  per  cent  with  3 per  cent 
being  paroxysmal  and  13  per  cent  persistent. 

Other  cardiac  arrhythmias  are  rarely  as- 
sociated with  thyrotoxicosis,  but  cases  of 
atrial  flutter,’-  ^ paroxysmal  atrial  tachy- 
cardia,’- ^ ventricular  tachycardia,’-  and 
paroxysmal  ventricular  fibrillation’®  have 
been  reported  (Table  3) . 
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• TABLE  3 1 

Summary  of  Cardiac  Arrh3rthmias  in 
Thyrotoxicosis 

Series 

No.  of  Patients 
with 

Thyrotoxicosis 

Atrial 

Fibrillation 

Atrial 

Flutter 

Atrial 

Tachycardia 

Ventricular 

Tachycardia 

Silver 

1603 

(15%) 

0 

0 

0 i 

Emstene 

1000 

207  (21%) 

2 

5 

2 

Griswald 

810 

72  (9%) 

Sandler 

462 

84  (18%) 

0 

0 

0 

Levine 

409 

59  (14%) 

0 

0 

0 

Hosenblum 

201 

45  (22%) 

1 

1 

0 

Summer 

200 

18  (9%) 

0 

0 

0 

Goss 

128 

20  (16  %) 

2 

1 

0 

...  i f ^ 

Sandler^  using  and  Ernstene^  using 
thyroidectomy  found  that  after  therapy  about 
one-third  of  the  patients  with  persistent  atrial 
fibrillation  reverted  to  sinus  rhythm  while 
Griswald  and  Keating®  reported  spontaneous 
reversion  of  53  per  cent  of  their  patients 
with  persistent  atrial  fibrillation  following 
antithyroid  therapy.  Six  (38  per  cent)  of  our 
patients  with  persistent  atrial  fibrillation 
spontaneously  reverted  to  a sinus  mechanism 
with  antithyroid  therapy,  and  three  (19  per 
cent)  were  converted  with  quinidine  when 
euthyroid. 

The  control  of  atrial  fibrillation  in  thyro- 
toxicosis frequently  represents  a therapeutic 
challenge.  The  first  step  in  controlling  atrial 
fibrillation  in  the  thyrotoxic  patient  is  digi- 
talization. However,  digitalis  is  often  unsuc- 
cessful in  adequately  controlling  the  ventric- 
ular response  even  when  administered  to 
toxicity.^®'^®  Since  there  is  a lag  period  before 
antithyroid  therapy  alone  will  bring  thyro- 
toxic atrial  fibrillation  under  control  or 
into  spontaneous  conversion,  supplementary 
means  are  often  necessary.  It  would  appear 
that  DC  countershock  conversion  of  atrial 
fibrillation  would  be  an  ideal  way  of  prompt- 
ly controlling  the  thyrotoxic  patient  who 
responds  poorly  to  digitalis,  but  in  our  limited 
experience  DC  countershock  conversion  was 
unsuccessful  in  the  patient  who  was  inade- 
quately controlled  by  antithyroid  therapy. 

Direct  current  countershock  conversion 
was  attempted  in  two  thyrotoxic  patients 
with  atrial  fibrillation.  We  were  unable  to 
convert  a 44-year-old  male  after  three  suc- 
cessive DC  shocks  up  to  400  watt  seconds. 


Further  antithyroid  therapy  was  given  and 
DC  countershock  conversion  was  again  at- 
tempted when  he  appeared  clinically  euthy- 
roid, but  again  he  failed  to  convert.  Thyroid 
function  tests  were  repeated  and  still  showed 
mild  hyperactivity.  The  second  patient,  a 53- 
year-old  female,  entered  the  hospital  with 
uncontrolled  atrial  fibrillation  and  congestive 
heart  failure.  Digitalization  failed  to  control 
her  ventricular  response.  DC  countershock 
was  attempted  and  she  converted  with  the 
second  shock  of  150  watt  seconds,  in  spite  of 
quinidine  she  reverted  back  to  atrial  fibrilla- 
tion three  days  later.  Persistent  rapid  ven- 
tricular response  was  controlled  with  reser- 
pine.  After  she  became  euthyroid  she  con- 
verted with  one  shock  of  100  watt  seconds  to 
a normal  sinus  rhythm,  which  has  persisted 
for  more  than  a year. 

Since  DC  countershock  conversion  appears 
to  be  successful  only  after  the  euthyroid 
state  is  attained,  there  is  need  for  other  sup- 
plemental means  to  control  atrial  fibrillation 
during  the  period  before  euthyroidism  is 
achieved.  Adrenergic  blocking  agents  seem  to 
provide  the  most  successful  approach  to 
prompt  control  of  cardiovascular  manifesta- 
tations  in  the  thyrotoxic  patient.  The  admin- 
istration of  parenteral  guanethidine  in  doses 
of  over  1.0  mg/kg  to  patients  with  untreated 
thyrotoxicosis  produced  a significant  decrease 
in  heart  rate,  blood  pressure,  cardiac  index, 
and  left  ventricular  work.  The  mechanism 
responsible  for  the  hemodynamic  changes 
was  thought  to  be  a depletion  of  the  myo- 
cardial catecholamine  content  as  well  as 
blocking  the  sympathetic  discharge  to  the 
heart. We  have  noted,  as  have  Frye  and 
Braunwald,^^  that  in  thyrotoxic  patients 
reserpine  reduces  the  rate  of  ventricular 
response  in  atrial  fibrillation  which  is  inade- 
quately controlled  by  digitalis.  This  augment- 
ed effect  is  probably  due  to  the  reduction 
in  myocardial  tissue  stores  of  catechola- 
mines^^ as  well  as  blocking  sympathetic  stim- 
ulation of  the  heart, thus  allowing  digitalis 
to  more  effectively  depress  AV  conduction. 

Summary 

The  records  of  128  patients  with  thyro- 
toxicosis were  reviewed.  Twenty-four  cardiac 
arrhythmias  occurred  in  22  patients  (17  per 
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cent).  Atrial  fibrillation  was  the  most  com- 
mon arrhythmia  occurring  in  20  patients  (16 
per  cent);  it  was  paroxysmal  in  3 per  cent 
and  persistent  in  13  per  cent.  Congestive 
heart  failure  was  present  in  nine  patients. 
With  antithyroid  therapy  six  patients  (38 
per  cent)  with  persistent  atrial  fibrillation 
spontaneously  converted  to  a sinus  rhythm. 
Atrial  flutter  was  present  in  two  patients, 
with  paroxysmal  atrial  tachycardia  and 


paroxysmal  nodal  tachycardia  each  present 
in  one  patient. 

Limited  experience  with  DC  countershock 
suggests  that  it  is  effective  in  atrial  fibrilla- 
tion only  after  the  euthyroid  state  is  attained. 
Adrenergic  blocking  agents  as  guanethidine, 
therefore,  seem  to  provide  the  most  prompt 
control  of  thyrotoxic  atrial  fibrillation  when 
digitalis  fails  to  control  the  ventricular  re- 
sponse. • 
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Injuries  to  the  fingertips 


Treatment  with  cross  finger  flaps 


Robert  M.  Woolf,  MD,  T.  Ray  Broadbent,  MD,  Salt  Lake  City 


Several  million  injuries  to  the  hand  occur 
each  year  in  industry  and  at  home,  and  the 
tips  of  the  fingers  are  involved  in  most  of 
i the  reportable  injuries.  The  majority  of  these 
injuries  are  simple  lacerations  or  mild  crush 
injuries  which  respond  satisfactorily  to  minor 
repair  or  dressings  and  heal  without  deform- 
ity and  with  minimal  time  off  work.  The 
j problem  in  treatment  of  finger  tips  occurs, 
however,  when  a patient  loses  the  soft  tissue 
leaving  insufficient  skin  for  primary  closure 
and  exposxrre  of  bone  or  tendon.  Under  these 
conditions  there  are  several  choices  for  re- 
construction of  the  finger  tip.  The  choice  of 
repair  will  depend  a great  deal  upon  the 
individual  circumstances  involved,  such  as 
type  of  injury,  cleanliness  of  the  injury,  con- 
dition of  the  underlying  bone  and  tendon, 
age  of  the  patient,  length  of  time  since  injury, 
type  of  work  the  patient  does,  and  the  general 
condition  of  the  patient  in  regard  to  other 
injuries.  The  following  types  of  repair  may 
be  considered:  (1)  shortening  of  the  bone 
and  primary  skin  closure,  (2)  split  thickness 
skin  graft,  (3)  full  thickness  skin  graft,  (4) 
pedicle  flaps  from  a distant  site,  (5)  palmar 
flaps,  (6)  island  flaps,  (7)  cross  finger  flaps. 
Some  of  the  indications  for  each  of  the 
various  types  of  treatment  are  as  follows: 

1.  Shortening  of  the  hone  and  primary 
skin  closure.  This  type  of  repair  is  most 
frequently  used  where  the  accident  has  re- 
sulted in  partial  amputation  of  a finger  tip 
and  additional  shortening  will  not  be  detri- 
mental to  the  finger.  For  instance,  in  an 
amputation  through  the  distal  interphalan- 
geal  joint,  the  head  of  the  middle  phalanx 

*From  the  division  of  plastic  and  reconstructive  surgery. 
Latter-day  Saints  Hospital  and  Primary  Children’s  Hos- 
pital, Salt  Lake  City,  Utah. 


will  be  bulbous  if  left  intact.  Trimming  of 
the  end  of  the  middle  phalanx  will  frequently 
allow  sufficient  soft  tissue  for  primary  clo- 
sure as  well  as  improve  the  cosmetic  result, 
and  this  is  the  treatment  of  choice.  In  some 
cases  pedicle  flaps  of  skin  may  remain  fol- 
lowing an  injury  and  mild  recession  of  the 
bone  will  allow  utilization  of  these  flaps  for 
primary  closure  without  tension.  Amputation 
of  the  tip  of  the  finger  through  the  nail  bed 
should  usually  not  be  treated  by  additional 
shortening  of  the  finger  and  an  alternative 
method  of  repair  is  indicated,  since  shorten- 
ing of  the  bone  will  necessitate  total  removal 
of  the  distal  phalanx  and  significantly  shorten 
the  finger.  Occasionally  a working  man  with 
this  type  of  injury  in  a non-dominant  finger 
will  request  amputation  at  a more  proximal 
level  since  this  will  restore  him  to  work 
sooner  than  with  any  other  type  of  repair. 

2.  Skin  grafts.  Split  thickness  or  full 
thickness  skin  grafts  have  a definite  place  in 
treatment  of  finger  tip  injuries.^'  ^ In  an  in- 
jury which  has  resulted  in  loss  of  skin  alone, 
leaving  a good,  fat  pad  intact  over  the  bone 
and  tendon,  a skin  graft  is  the  treatment  of 
choice.  In  primary  injuries  which  are  clean, 
it  is  our  preference  to  use  a full  thickness 
skin  graft  taken  from  the  forearm  or  groin. 
In  contaminated  wounds  or  injuries  which 
are  seen  several  days  after  they  have  oc- 
curred, split  thickness  skin  grafts  are  the 
treatment  of  choice.  After  converting  the 
wound  to  a closed  wound  by  means  of  a split 
thickness  skin  graft,  full  thickness  skin  graft- 
ing may  be  considered  as  a secondary  stage. 
Skin  grafts  take  very  well  on  finger  tips  and 
hold  up  under  trauma  without  pain  or  dis- 
comfort as  long  as  there  is  adequate  sub- 
cutaneous coverage  over  the  tendon  and  bone. 
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Skin  grafts  placed  over  the  distal  phalanx 
without  adequate  subcutaneous  tissue  cover- 
ing will  also  frequently  take  nicely  but  the 
end  result  will  be  poor  as  far  as  function 
is  concerned,  because  these  patients  will  com- 
plain of  painful,  cold  finger  tips.  The  skin- 
grafted  finger  will  be  bypassed  whenever 
possible  and  will  not  be  used  to  grasp,  pinch, 
or  pick  up  objects. 

Patients  frequently  bring  amputated  parts 
of  fingers  or  finger  tips  into  the  emergency 
room  with  them,  and  our  general  success 
with  replacing  these  amputated  parts  has 
been  poor.  We  have  never  been  able  to  re- 
place a composite  amputated  digit  and  have 
it  survive.  In  cases  where  skin  has  been 
avulsed  by  a sharp  object,  replacement  of 
the  skin  alone  after  defatting  as  a full  thick- 
ness skin  graft  has  been  gratifying  in  many 
instances.  If  this  procedure  is  successful,  cos- 
metic and  functional  end  results  will  be  more 
satisfactory  than  skin  grafts  taken  from  other 
sources  of  the  body. 

3.  Pedicle  flaps  from  a distance.  Pedicle 
flaps  from  a distance  are  rarely  used  in 
reconstructive  surgery  of  finger  tips  alone. 
This  type  of  repair  is  used  when  more  exten- 
sive reconstruction  of  a digit  is  required. 
Alternate  methods  of  repair  can  usually  be 
used  which  will  result  in  better  coverage  to 
the  finger  tips  since  abdominal  skin,  which 
is  the  usual  donor  site,  is  so  dissimilar  to 
the  skin  of  the  fingers.  Abdominal  pedicles 
tend  to  be  bulky  on  a finger  tip.  These  flaps 
will  necessitate  secondary  defatting  proce- 
dures or  total  removal  of  skin  and  redundant 
subcutaneous  tissue  and  free  skin  grafting  on 
the  remaining  subcutaneous  fatty  layer. 

4.  Palmar  flaps.  In  our  hands,  palmar 
flaps  are  reserved  for  small  areas  of  loss  over 
the  distal  tips  of  the  finger  only.^  The  donor 
area  in  the  palm  may  need  to  be  resurfaced 
with  a skin  graft,  and  this  donor  area  is 
frequently  the  site  of  postoperative  discom- 
fort. The  source  of  the  pedicle  graft  is  limited, 
and  larger  areas  of  loss  of  the  finger  tips  need 
more  skin  coverage  than  can  be  sacrificed 
with  impunity  from  the  palm. 

5.  Island  flaps.  In  our  experience  island 
flaps  have  been  reserved  for  use  in  delayed 
reconstructive  procedures  to  restore  sensa- 
tion to  the  vital  pinch  areas  of  the  index 
finger  or  thumb.  The  donor  area  has  generally 
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been  the  ulnar  side  of  the  ring  finger,  lifted 
on  its  neurovascular  bundle,  and  transferred 
to  the  thumb  or  index  finger.  The  idea  has 
intrigued  us  that  this  treatment  might  be 
used  in  an  acute  injury  involving  the  thumb 
or  index  finger,  but  as  yet  we  have  not  em- 
ployed this  technic. 

6.  Cross  finger  flaps.  An  injury  to  the 
finger  tip  which  results  in  loss  of  soft  tissue 
with  exposure  of  bone  and/or  tendon  is  most 
easily  treated  by  the  use  of  a cross  finger 
flap.^’  ® This  flap  is  based  on  the  dorsal 
surface  of  the  adjacent  finger  and  is  rotated 
180°  to  fit  into  the  palmar  or  tip  of  the 
involved  finger.  Variations  of  this  technic 
can  be  used  to  fit  different  areas  of  loss  and 
can  be  used  to  resurface  extensor  injuries  on 
adjacent  fingers.  This  horizontally  based  flap 
maintains  excellent  blood  supply  and,  in  our 
hands,  we  have  yet  to  see  a failime  in  this 
type  of  repair.  Due  care  must  be  exercised 
in  planning  the  flap  to  insure  proper  size 
and  angulation  of  the  flap  in  fitting  into  the 
proposed  defect.  The  operation  is  carried  out 
in  a bloodless  field  by  the  use  of  a tourniquet.  , 
The  outline  of  the  flap  is  carefully  made  with 
brilliant  green.  Dissection  is  made  in  the  I 
level  beneath  the  dorsal  veins  of  the  finger 
and  on  top  of  the  areolar  layer  covering  the 
extensor  tendon.  The  level  of  this  dissection 
is  extremely  important  in  maintaining  viabil- 
ity of  the  flap  and  also  to  insure  adequate 
soft  tissue  coverage  when  the  flap  is  moved 
(Fig.  1). 
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After  elevating  the  flap  it  is  rotated  into 
position  to  test  the  fit  into  the  defect.  When 
the  dissection  is  adequate  the  tourniquet  is 
released  and  the  bleeding  controlled.  Either 
a full  thickness  graft  from  the  forearm  or 
groin  or  a split  thickness  skin  graft  from  the 
arm  or  abdomen  is  taken  and  applied  to  the 
donor  area  on  the  dorsum  of  the  finger.  The 
graft  is  sutured  into  place  with  6-0  black  silk 
sutures  tied  over  a stent  dressing.  The  cross 
finger  flap  is  then  sutured  into  the  defect  in 
the  involved  finger  with  5-0  or  6-0  dermalon 
sutures.  A dressing  is  applied  reinforced  with 
a plaster  splint.  The  sutures  are  removed 
from  the  fingers  in  12  to  14  days,  and  the 
flap  is  divided  and  set  in  at  a separate  pro- 
cedure at  21  days.  Depending  upon  the  pa- 
tient’s occupation  he  can  return  to  work  7 to 
14  days  following  the  set-in  procedure. 

During  the  past  four  years  we  have  treat- 
ed 42  finger  tip  injuries  with  cross  finger 
flaps.  In  two  of  these  cases,  two  fingers  on 
one  hand  were  treated  with  cross  finger  flaps 
i simultaneously.  It  is  of  interest  to  note  that 
; the  majority  of  these  injuries  occurred  below 
: age  50  with  the  greatest  number  being  in 
the  below  30  age  group  (Table  1).  There  were 
34  males  and  6 females  in  the  series  with 
17  injuries  being  sustained  while  at  work 
and  23  injuries  at  home  or  in  some  form  of 
i recreation.  The  thumb  was  involved  in  three 
i injuries;  the  index  finger,  13;  middle  finger. 
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12;  ring  finger,  5;  and  fifth  finger,  9 (Table 
2).  All  of  these  patients  so  treated  had  good 
results  from  the  use  of  the  cross  finger  flap 
with  restoration  of  skin  of  relatively  normal 
consistency  and  thickness  for  the  hand  (Figs. 
2 and  3) . Sensation  is  slow  to  return  in  these 
flaps,  but  none  of  our  cases  have  complained 
because  of  lack  of  sensation.  In  the  older  age 
groups,  there  is  some  mild  disability  due  to 
joint  stiffness  which  develops  incident  to 
holding  the  fingers  in  the  necessary  position 
to  allow  the  transfer  of  the  flap;  however, 
this  has  not  been  a sufficient  problem  to 
warrant  some  other  form  of  treatment. 

TABLE  2 


THUMB  3 

INDEX  13 

MIDDLE  13 

RING  6 

FIFTH  9 


Fig.  2.  Typical  indication  for  cross  finger  flap. 
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Fig.  3.  Excellent  functional  and  cosmetic  result 
is  predictable. 


Summary 

The  treatment  of  finger  tip  injuries  has 
been  outlined.  Cross  finger  flaps  have  been 
used  by  us  in  42  cases  in  the  past  four  years 
without  significant  difficulty  in  any  case. 
This  type  of  skin  coverage  is  recommended 
in  any  case  of  finger  tip  skin  loss  wherein 
flap  coverage  is  deemed  necessary. 
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Automated  biochemical  screening 

A study  of  the  hospitalized  patient^ 


Arthur  W.  Gottmann,  MD,  and  Herbert  N.  Jordan,  MS,  Pueblo 


Preliminary  results  substantiate 
practicality  and  usefulness  of  this 
screening  of  hospitalized  patients. 

For  almost  a year,  we  have  been  providing 
the  physicians  in  our  480-bed  general  hospital 
with  the  opportunity  of  ordering,  as  a group, 
seven  frequently  requested  biochemical  tests 
at  a significantly  reduced  cost  to  the  patient. 
The  group  of  tests  were  ordered,  when  de- 
sired, by  the  attending  physician,  and  paid 
for  by  the  patient.  We  have  summarized  our 
results  and  experience  over  an  eight  month 
period  to  provide  the  basis  for  a discussion  of 
the  “Biochemical  Screening”  concept. 

Other  investigators,^’  ^ in  medical  schools 
and  in  private  practice,  have  indicated  that 
a considerable  number  of  unexpected  bio- 
chemical abnormalities  can  be  uncovered 
when  multiple  testing  is  done.  We  wished 
to  see  if  worthwhile  information  would  also 
accrue  from  a similar  approach  when  used 
under  routine  hospital  circumstances.  Would 
patient  variables,  such  as  age,  sex,  disease 
process,  or  therapy  make  a single  battery  of 
tests  unfeasible?  Also  would  deletion  of  some 
of  the  tests  included  and  addition  of  others 
give  the  group  greater  significance? 

Materials  and  methods 

Biochemical  screening  tests  have  been 
performed  at  request  of  the  physician  on 
theoretically  fasting,  hospitalized  patients. 
The  eight-month  period  of  this  study  extend- 
ed from  April  1,  1966,  through  November  30, 

*From  the  Department  of  Pathology,  St.  Mary-Corwin 
Hospital,  Pueblo,  Colorado.  This  study  was  supported  in 
part  by  Public  Health  Service  contract  PH  108-66-168. 
Send  reprint  requests  to  A.  W.  Gottmann,  M.D.,  St.  Joseph 

Hospital,  Denver. 


1966.  The  total  number  of  patients  on  whom 
tests  were  performed  was  998,  constituting 
approximately  10  per  cent  of  patients  admit- 
ted to  the  hospital  during  the  period.  During 
the  first  month  of  the  study,  71  patients  were 
screened,  and  in  the  month  of  November  184 
patients  were  screened.  Most  of  the  patients 
screened  were  admitted  to  the  medical  and 
surgical  services. 

The  seven  tests  included  the  urea  nitrogen 
(BUN),  glucose,  uric  acid,  serum  glutamic- 
oxaloacetic  transaminase  (SGOT),  total  bili- 
rubin, alkaline  phosphatase,  and  creatinine. 
These  were  performed  on  “Auto-analyzers” 
using  the  Technicon  Corporation’s  suggested 
N-methodologies.^  Specifically,  the  BUN  was 
adapted  from  Skeggs,  the  glucose  from  Hoff- 
man, the  uric  acid  and  creatinine  from  Hawk, 
the  SGOT  from  Levine,  the  bilirubin  from 
Jendrassik  and  Grof  and  the  alkaline  phos- 
phatase from  Marsh.  Table  1 gives  the  range 
of  values  which  we  call  “normal”  in  this 
study.  A series  of  200  “normal”  hospital  em- 
ployees were  used  to  check  the  validity  of 
these  values. 

TABLE  1 
“Normal  Values” 

Test  Value 


Urea  Nitrogen  8-20  mgm./lOO  ml.  of  serum 

Glucose  65-110  mgm./lOO  ml.  of  serum 

Uric  Acid 

Female  2.0-7.1  mgm./lOO  ml.  of  serum 

Male  3.8-8.2  mgm./lOO  ml.  of  serum 

Serum  Glutamic  Oxaloacetic 

Transaminase  1-40  Karmen  Units 

Total  Bilirubin  0.2-1.0  mgm./lOO  ml.  of  serum 

Alkaline  Phosphatase  3-13  King-Armstrong  Units 

Creatinine  0.5-1.5  mgm./lOO  ml.  of  serum 
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Results 

Table  2 shows  the  number  of  patients  in 
various  age  groups  with  at  least  one  abnormal 
test.  An  examination  of  the  table  reveals  that 
almost  60  per  cent  of  all  patients  examined 
had  at  least  one  abnormal  biochemical  result. 
The  large  percentage  of  abnormals  in  the 
younger  age  group  may  be  a reflection  of  the 
relatively  small  number  and  selectivity  of 
patients  tested. 

TABLE  2 


Patient’s  At  Least  One  No  Total  % 

Age  Abnormality  Abnormalities  Patients  Abnormal 


0-20 

20 

11 

31 

64.5 

21-40 

56 

93 

149 

37.6 

41-60 

220 

189 

409 

53.8 

61  and  up 

294 

115 

409 

71.9 

TOTALS 

590 

408 

998 

59.1 

Table  3 contains  the  total  number  of  bio- 
chemical abnormalities  for  each  individual 
patient.  As  expected,  this  table  reveals  that 
the  total  number  of  different  biochemical 
abnormalities  for  each  patient  increases  as 
the  age  of  the  patient  increases. 

TABLE  3 

Number  of  Different  Abnormalities  Per  Patient 


Patient’s 


Age 

1 

2 

3 

4 

5 

6 

7 Abnormal  Normal 

0-20 

9 

6 

4 

1 

0 

0 

0 

20 

11 

21-40 

40 

9 

6 

1 

0 

0 

0 

56 

93 

41-60 

129 

45 

33 

11 

2 

0 

0 

220 

189 

61  & up  129 

74 

46 

25 

12 

6 

2 

294 

115 

TOTAL  307 

134 

89 

38 

14 

6 

2 

590 

408 

Table  4 is  a breakdown  of  the  individual 
biochemical  determinations  by  test.  The  cre- 
atinine test  shows  the  fewest  abnormalities. 
Furthermore,  only  five  cases  had  an  elevation 
of  the  creatinine  without  an  elevation  of 
either  the  BUN  or  uric  acid.  Conversely,  69 
patients  had  elevations  of  the  uric  acid  but 
not  the  creatinine,  and  132  patients  had  ele- 
vations of  the  BUN  with  normal  creatinine 
levels.  Both  the  uric  acid  and  the  BUN  were 
elevated  in  29  patients  with  normal  creatinine 
levels. 

The  BUN  shows  a large  percentage  of  ele- 
vated levels  above  the  age  of  60.  There  were 
49  patients  with  elevated  BUN’s  and  no  other 


TABLE  4 

Abnormals  by  Test 


Test 

Age 

Group 

Number 

Abnormal 

Per  cent 
Abnormal 

Glucose 

0-20 

3 

9.7 

21-40 

12 

8.1 

41-60 

72 

17.6 

61  and  up 

128 

31.3 

TOTAL 

215 

21.5 

BUN 

0-20 

3 

9.7 

21-40 

7 

4.7 

41-60 

54 

13.2 

61  and  up 

151 

36.9 

TOTAL 

215 

21.5 

Uric  Acid 

0-20 

3 

9.7 

21-40 

10 

6.7 

41-60 

51 

12.5 

61  and  up 

73 

17.8 

TOTAL 

137 

13.7 

Creatinine 

0-20 

0 

0 

21-40 

2 

1.3 

41-60 

9 

2.2 

61  and  up 

46 

11.2 

TOTAL 

57 

5.7 

Total  Bilirubin 

0-20 

7 

22.6 

21-40 

23 

15.4 

41-60 

61 

14.9 

61  and  up 

80 

19.6 

TOTAL 

171 

17.1 

Alkaline  Phosphatase 

0-20 

17 

54.8 

21-40 

16 

10.7 

41-60 

91 

22.2 

61  and  up 

no 

26.9 

TOTAL 

234 

23.4 

SGOT 

0-20 

4 

12.9 

21-40 

9 

6.0 

41-60 

34 

8.3 

61  and  up 

39 

9.5 

TOTAL 

86 

8.6 

abnormalities.  One  hundred  sixty  out  of  215 
elevations  were  in  the  range  between  20-30 
mg  per  cent.  We  are  not  sure  that  mild,  per- 
sistent, isolated  elevation  of  BUN  in  a well 
hydrated  patient  without  GI  bleeding  is  an 
early  sign  of  renal  disease.  It  is  probable  that 
one  must  take  age  into  consideration  in  de- 
termining at  what  level  the  BUN  becomes 
pathologic.  At  any  rate,  the  BUN  is  appar- 
ently valuable  as  part  of  a screening  program, 
especially  if  the  older  age  group  is  being 
tested. 

There  were  36  patients  with  only  uric  acid 
elevations.  Nineteen  were  females  and  17 
were  males.  The  diagnosis  of  gout  was  made 
clinically  in  many  of  these  patients.  Other 
patients  with  hyperuricemia  and  additional 
chemical  abnormalities  may  be  manifesting 
the  early  findings  of  disorders  of  the  hemato- 
poietic system,  thyroid  disease,  disorders  of 
calcium  and  carbohydrate  metabolism  and 
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possibly  other  diseases  which  display  uric 
acid  elevations.  Evaluation  of  these  possibili- 
ties would  require  long-term  studies. 

The  percentage  of  elevated  glucose  deter- 
minations increases  as  the  age  of  the  patient 
increases.  The  glucose  alone  was  elevated  in 
60  patients  or  approximately  6 per  cent  of  all 
patients  tested.  These  figures  suggest  that  a 
blood  sugar  level  should  be  determined  on 
each  hospital  admission  in  an  effort  to  iden- 
tify abnormalities  of  carbohydrate  metab- 
olism.® Additional  procedures  should  of 
course  be  used  to  confirm  the  metabolic  dys- 
function. 


I 


I 


i' 


The  total  bilirubin  elevations  do  not  ap- 
pear to  be  related  to  age.  The  abnormal  levels 
are  usually  explainable  on  the  basis  of  the 
underlying  disease  process.  There  were,  how- 
ever, 39  patients  with  elevations  between  1.0 
and  1.5  mg  per  cent  with  no  other  biochemical 
abnormalities.  There  were  55  additional  pa- 
tients with  levels  in  this  range  who  had  other 
abnormalities.  Are  elevated  levels  in  this 
range  significant?  Continued  inclusion  of  this 
determination  does  seem  to  be  indicated. 


The  enzymes  appear  to  have  considerable 
potential  in  the  biochemical  screening  con- 
cept. The  SGOT  elevations  were  usually  com- 
bined with  other  biochemical  abnormalities 
and  show  a rather  constant  percentage  of 
elevations  in  each  age  group.  We  have  had 
patients  scheduled  for  surgery,  under  general 
anesthesia,  whom  the  clinicians  thought  well. 
The  biochemical  screening  revealed  elevated 
SGOT  and  alkaline  phosphatase  levels  and, 
after  additional  testing,  the  patients  were 
shown  to  have  anicteric  hepatitis.  Needless 
to  say,  surgery  was  postponed.  Only  eight 
patients  showed  isolated  elevations  of  the 
SGOT,  and  these  all  had  disease  involving 
the  gastrointestinal  tract,  biliary  tree  and/or 
liver. 

Seventy  patients  had  isolated  elevations 
of  the  alkaline  phosphatase.  Many  of  these 
patients  by  conventional  criteria  had  diag- 
noses of  bone  and  liver  disease.  Two  patients 
with  isolated  elevations  had  unsuspected  me- 
tastatic liver  disease  subsequently  diagnosed. 
Others,  however,  did  not  fit  conventional 
patterns  and  it  appears  that  inflammatory 
diseases  of  kidneys,  lungs  and  gastrointestinal 
tract,  including  some  ulcers,  may  produce 


elevated  levels.  A further  observation  was 
the  occasional  elevation  of  the  enzyme  in 
blood  dyscrasias  in  which  there  did  not  ap- 
pear to  be  bone  involvement.  The  current 
technics  available  for  fractionating  the  iso- 
enzymes of  alkahne  phosphatase  into  the 
components  arising  from  the  liver,  bone  and 
gastrointestinal  tract  are  not  adequate  in  our 
hands,  and  more  sophisticated  methods  must 
be  developed  for  accurate  and  more  complete 
identification  of  the  tissue  of  origin. 

Tentative  conclusions 

The  choice  of  an  ideal  screening  test  is 
dependent  on  many  factors  but,  among  other 
requirements,  it  should  certainly  detect  occult 
disease  in  the  asymptomatic  patient.  The 
screening  test,  if  elevated,  should  then  lend 
itself  to  a relatively  simple  follow-up  by 
additional  specific  tests.  In  combination,  the 
tests  should  probably  provide  some  overlap- 
ping of  systems  screened.  This  latter  charac- 
teristic may  or  may  not  be  helpful  in  arriving 
at  a specific  conclusion  as  to  the  disease 
process. 

We  feel  that  the  preliminary  results  in 
this  study  substantiate  the  practicality  and 
usefulness  of  the  biochemical  screening  ap- 
proach. Unsuspected  abnormalities  were 
found  and  considerable  additional  informa- 
tion was  acquired  on  individual  patients.  At 
this  time,  we  believe  that  all  of  the  tests 
included  in  this  group  warrant  continued 
inclusion  and  study.  The  inclusion  of  only 
two  enzymes  in  this  screen  prevent  our  ac- 
quiring all  the  potential  information  that 
could  be  acquired  from  more  complete  en- 
zyme studies.  We  intend  to  introduce  other 
enzymes  such  as  the  lactic  dehydrogenase 
into  the  screen  as  soon  as  it  is  possible  to  do 
so.  Other  frequently  ordered  tests  to  be  con- 
sidered for  inclusion  would  be  the  proteins, 
cholesterol,  calcium,  phosphorus,  and  possibly 
even  more  specialized  tests  such  as  the  pro- 
tein bound  iodine. 

Individually,  the  alkaline  phosphatase  had 
produced  the  most  interesting  and  unexpect- 
ed findings.  It  was  elevated  alone  and  in 
combination  more  frequently  than  expected 
and  because  of  the  multiple  systems  which 
may  be  involved  when  it  is  elevated,  it  ap- 
pears to  be  a very  good  screening  test.  The 
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bilirubin  also  tests  multiple  systems  and  is 
valuable.  The  BUN,  uric  acid,  SGOT  and 
glucose  determination  are  tests  which  have 
been  frequently  ordered  on  large  numbers  of 
patients  admitted  to  hospitals.  Their  specific 
value  and  place  in  such  a program  as  this 
will  require  continued  evaluation  as  will  the 
inclusion  of  the  creatinine  test. 

We  feel  that  the  information  which  could 
be  retrieved  from  the  data  collected  is  much 
greater  than  we  have  so  far  extracted.  It 
appears  that  more  sophisticated  systems,  in- 
cluding computers,  might  be  required  to  ob- 
tain maximum  knowledge  from  each  bio- 
chemical battery.®  Also,  the  pertinent  facts 
from  the  history  and  physical  examination, 
when  combined  with  the  available  biochemi- 
cal data,  might  very  well  point  to  the  diag- 
nosis of  disease  in  its  incipient  stage.  If  this 
is  true,  perhaps  the  screening  approach 
should  also  be  instituted  on  out-patients  and 
in  association  with  routine  physical  examina- 
tions. 

A problem  which  becomes  obvious  in  a 
study  such  as  this  is  the  question  of  “normal 
values.”  Should  one  use  arbitrarily  contrived 
“normals,”  calculated  statistical  “normals,” 
or  “normal  values”  based  upon  an  individual’s 
own  biochemical  levels?  The  statistically  ar- 
rived at  “normals,”  which  are  probably  most 
commonly  used  now,  may  only  be  a reflection 
of  intralaboratory  reproducibility.  “Normal 
values”  based  upon  the  individual’s  own 
levels,  as  previously  determined  upon  the 
healthy  individual,  appears  to  have  consider- 
able merit.  To  use  this  latter  method  would 


require  greater  interlaboratory  accuracy  and 
reproducibility^  than  has  yet  been  attained. 
The  vagaries  of  standards  and  the  wide 
variety  of  methodologies  appear  to  be  the  de- 
terrent to  this  latter  approach  at  this  time. 

Summary 

In  this  general  hospital,  urea  nitrogen, 
glucose,  uric  acid,  serum  glutamic  oxaloacetic 
transaminase,  total  bilirubin,  alkaline  phos- 
phatase and  creatinine  have  been  offered  as 
a group  of  biochemical  tests  to  the  physicians, 
at  reduced  cost,  for  nearly  a year.  The  physi- 
cians have  ordered  these  tests  on  almost  a 
thousand  different  fasting  patients. 

The  tests  were  performed  on  the  “Auto- 
analyzer” and  the  results  summarized  with 
a breakdown  by  age.  Almost  60  per  cent  of 
the  patients  tested  had  at  least  one  abnormal- 
ity. Both  the  total  number  of  abnormalities 
and  the  number  of  different  abnormalities 
per  patient  appear  to  increase  with  age.  The 
greatest  percentage  of  abnormalities  occurred 
in  the  alkaline  phosphatase  determination 
with  more  than  23  per  cent  elevated,  and  the 
creatinine  showed  the  fewest  with  elevations 
in  6.2  per  cent.  The  potential  information 
from  such  testing  has  been  considered,  and 
the  problems  of  “normal  values”  and  intra- 
and  interlaboratory  reproducibility  have  been 
discussed. 

It  is  readily  apparent  that  the  biochemical 
screening  approach  has  considerable  merit 
and  some  shortcomings.  Continued  study  and 
use  of  this  concept  seems  indicated.  • 
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Emergency  medical  problems 

in  rural  areas* 

Valentin  Wohlauer,  MD,  Denver 


Though  this  article  originated  in 
Colorado,  and  the  author  is  a key  man 
in  that  state’s  health  department,  its 
message  is  applicable  in  all  states 
of  the  Rocky  Mountain  area. 

Health  mobilization,  which  deals  with  dis- 
aster preparedness  throughout  the  United 
States,  has  developed  by  necessity  into  a high 
priority  issue  in  rural  areas.  Accidents  and 
disasters — either  man  made  or  natural — can 
happen,  and  have  happened,  in  our  state, 
throughout  the  United  States  and  in  almost 
every  coimtry  in  the  world.  Colorado  felt  the 
impact  of  a flood  in  1965,  both  in  the  metro- 
politan Denver  and  in  many  rural  areas. 
What  can  rural  communities  do?  What  can 
farm  families  do?  What  are  the  special  prob- 
lems in  these  areas? 

How  can  be  best  define  “disaster”?  In  a 
community  with  population  of  500  to  1500, 
a school  bus  accident  where  several  children 
are  seriously  injured  could  be  considered  a 
major  disaster.  This  same  event  in  a large 
metropolitan  area  could  easily  be  absorbed 
in  the  routine  work  of  a city  hospital.  These 
events,  and  many  others,  do  not  respect  geo- 
graphic boundaries  and  have  to  be  considered 
in  plans  for  preparedness. 

For  many  years,  the  Rural  Health  Council 
of  the  AMA  and  the  Rural  Health  Committee 
of  the  Colorado  Medical  Society  have  worked 
with  the  Extension  Services,  the  Home  Dem- 
onstration Clubs  and  many  other  farm  or- 
ganizations to  define  the  problem  and  to 
prepare  action  programs.  Recently  help  has 
come  from  the  state  government,  state  and 

‘This  paper  was  presented  at  the  American  Medical 
Association  meeting  held  in  St.  Louis,  February  18-19,  1967. 
Dr.  Wohlauer  is  Chief  of  Health  Mobilization  Services, 
State  Health  Department  of  Colorado. 


local  health  departments  and  the  military. 
Only  by  utilizing  all  these  resources  can 
adequate  action  be  taken.  Much  of  this  plan- 
ning has  been  included  in  the  State  Survival 
Plan,  and  the  Emergency  Health  Service  Plan 
which  was  just  finished,  and  will  be  available 
to  every  county  and  every  community  within 
the  state.  Looking  at  the  problem  we  imme- 
diately realize  that  different  approaches  must 
be  used,  and  planning  has  to  take  into  account 
the  peculiarities  of  different  areas  of  the 
state,  including  geography  and  population. 
Some  of  the  important  programs  will  be  dis- 
cussed in  details,  others  will  be  only  briefly 
mentioned. 

Medical  Self  Help 

Medical  Self  Help  is  one  of  the  oldest 
programs  initiated  by  Health  Mobilization  to 
prepare  people  to  cope  with  emergencies. 
Training  of  rural  populations  has  from  the 
beginning  received  high  priority  in  our  state, 
since  medical  care  was  not  always  available 
and  many  families  were  used  to  taking  care 
of  their  own  needs.  As  in  other  states,  we 
have  found  that  generally  we  could  expect  a 
more  eager  response  in  the  rural  counties 
than  in  many  of  the  larger  cities.  Local  Home 
Demonstration  Clubs,  PTA’s,  other  farm  or- 
ganizations and  service  clubs  considered  this 
program  of  prime  importance.  Most  of  the 
hospitals  in  rural  areas,  quite  aware  of  their 
shortage  of  highly  trained  personnel,  made  it 
mandatory  for  all  ancillary  groups,  especially 
nurses  aides  and  hcensed  practical  nurses, 
to  take  Medical  Self  Help  training,  very  often 
during  actual  working  hours.  School  boards 
have  considered  this  program  of  enough  value 
that  within  the  last  few  years  it  has  been 
included  in  the  curriculum  of  the  various 
high  schools.  Teachers  became  interested  and 
have  found  time  to  present  these  courses,  not 
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only  during  the  day,  but  also  in  adult  evening 
classes  as  well.  Educational  TV  has  been 
used,  both  in  Denver  and  in  semi-rural  areas, 
through  the  facilities  of  Mesa  College  in 
Grand  Junction. 

Utilizing  these  new  approaches,  there  has 
been  a three-fold  increase  in  the  total  number 
of  people  trained  in  Colorado  between  1965 
and  1966.  But  we'  cannot  be  satisfied  with 
these  accomplishment  as  much  more  needs 
to  be  done.  Since  many  of  the  mountain 
communities  have  large  transient  tourist  pop- 
ulations in  both  summer  and  winter,  forest 
service  personnel,  ski  area  operators,  ski 
patrols  and  mountain  rescue  groups  have 
been  approached  and  will  be  included  into 
the  over-all  state  plan.  By  the  end  of  1967, 
we  anticipate  another  large  increase  in 
trained  people.  The  main  problem  at  present 
is  to  find  and  train  enough  teachers  to  fulfill 
the  demand  for  new  classes.  In  each  of  our 
counties  we  have  a medical  self  help  steering 
committee  composed  of  representation  from 
the  local  medical  society,  the  local  health 
department,  the  civil  defense  director  and 
the  local  high  school.  Wherever  possible  we 
have  added  local  Red  Cross  representatives. 
These  people  set  up  plans  for  the  classes  and 
arrange  for  classrooms,  teachers  and  the  nec- 
essary pubhcity.  Monthly  reports  are  made 
to  our  office  on  the  number  of  trainees. 

Packaged  Disaster  Hospitals 

The  second  part  of  our  program  was  devel- 
oped about  five  years  ago.  It  dealt  with  the 
prepositioning  of  Packaged  Disaster  Hos- 
pitals. In  the  early  years  almost  all  of  these 
hospitals  were  located  in  rural  areas  away 
from  the  so-called  target  areas,  so  that  there 
would  be  some  assurance  of  their  survival 
following  a large  scale  nuclear  attack.  How- 
ever, some  of  these  locations  were  not  real- 
istic for  staffing  and  operating.  Some  of  these 
hospitals  have  already  been  relocated  and 
others  will  be  within  the  near  future.  Colo- 
rado has  at  present  50  of  these  hospitals, 
giving  a 10,000  bed  capacity.  This  is  almost 
the  same  number  of  hospital  beds  presently 
available  in  the  state,  excluding  federal  hos- 
pitals. We  were  fortunate  in  receiving  help 
from  Fitzsimons  Army  Hospital  last  year  to 
revise  our  over-all  Emergency  Hospital  Plan 


including  both  existing  and  PD  hospitals. 
Two  medical  service  officers  from  Brooke 
Army  Medical  Center  at  Fort  Sam  Houston 
were  assigned  to  write  up  this  program  and 
at  present  we  are  integrating  most  of  their 
recommendations  into  our  state  plan.  How- 
ever, as  I have  mentioned  before,  our  rural 
areas  are  extremely  capable  of  initiating 
plans,  and  communities  vie  with  each  other 
in  regard  to  preparedness  programs. 

Needless  to  say,  just  storing  boxes  of 
medical  supplies  and  equipment  in  any  given 
community  is  not  enough.  Everyone  needs  to 
know  where  it  is,  what  it  is,  and  how  it  can 
be  used.  For  the  last  four  years,  training  pro- 
grams have  been  executed  in  each  of  the 
communities,  an  average  of  one  a week  dur- 
ing the  summer  months.  Since  we  must  take 
a large  semitrailer  with  the  training  unit  to 
these  communities,  it  is  not  feasible  to  plan 
trips  during  the  winter  months  when  haz- 
ardous driving  conditions  exist  throughout 
most  parts  of  our  state.  We  have  been  fortu- 
nate to  have  had  wholehearted  cooperation 
from  the  Colorado  National  Guard,  long  be- 
fore the  time  when  military  liaison  was 
officially  recognized,  and  the  National  Guard 
has  worked  out  transportation  problems  and 
other  logistics  with  us. 

Training  exercises  are  set  up  for  these  com- 
munities several  months  in  advance.  Planning 
meetings  are  held  with  key  people,  as  this 
involves  all  agencies,  both  official  and  semi- 
official. An  adequate  training  is  more  than 
just  setting  up  the  hospital  and  bringing  in 
patients.  A so-called  crash  site  has  to  be 
developed;  patients  have  to  be  prepared 
realistically;  adequate  transportation  has  to 
be  available  from  the  crash  site  to  the  hos- 
pital; traffic  control  has  to  be  established; 
two-way  communications  not  only  between 
the  crash  site  and  the  hospital  site,  but  also 
within  the  hospital,  needs  to  be  available. 
External  security  as  well  as  internal  security 
within  the  hospital  area  has  to  be  developed. 
Utilities  have  to  be  provided  to  augment  the 
existing  community  facilities.  Mass  feeding, 
both  for  patients  and  hospital  personnel,  has 
to  be  provided.  Adequate  planning  for  pro- 
fessional and  other  staffing  is  important.  If 
the  community  cannot  provide  enough  per- 
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sonnel  they  have  to  be  brought  in  from  neigh- 
boring communities,  and  this  sometimes  has 
to  be  accomplished  across  state  lines,  with 
the  military  and  with  other  agencies.  In  short 
the  critique,  and  this,  in  itself,  gives  each 
the  community.  After  the  exercise  follows 
it  is  a formidable  but  realistic  undretaking  for 
community  the  chance  to  improve  their  pro- 
gram. 

Then  there  are  those  communities  without 
a PDH.  Their  hospital  facilities  have  to  be 
tested  and  upgraded  following  a disaster  drill. 
Their  personnel  has  to  be  trained;  ancillary 
personnel  has  to  be  made  available;  and  emer- 
gency drills  have  to  be  called  without  prior 
knowledge  of  the  people  involved.  Many  of 
these  exercises  and  their  planning  have  de- 
veloped closer  ties  between  hospitals  in  dif- 
i ferent  communities.  At  present  all  our  PDH’s 
have  been  adopted  by  existing  hospitals  in 
large  communities,  who  provide  staffing  if 
necessary. 

We  have  established  criteria  for  three 
types  of  disasters.  For  a small  scale  local  dis- 
aster, the  plan  calls  only  for  local  personnel 
to  put  it  into  action.  For  an  emergency  of  a 
larger  scale,  teams  from  the  adopting  hospital 
will  be  brought  in  by  various  means  includ- 
ing National  Guard  planes  or  helicopters.  For 
a national  disaster,  where  the  operational  site 
of  the  metropolitan  hospital  becomes  unten- 
able, then  the  adopting  hospital  will  move 
all  its  operations  to  the  rural  community 
until  such  time  as  it  can  return  to  its  original 
base.  The  same  type  of  arrangements  have 
been  made  with  all  federal  hospitals,  both 
military  and  V.A.  All  these  relocation  sites 
have  been  set  up,  many  in  areas  where  one 
or  more  hospitals  can  be  established. 
Personnel  tredning 

The  third  part  of  our  disaster  prepared- 
ness program  is  to  train  enough  personnel, 
especially  in  rural  areas,  to  provide  the  nu- 
cleus for  staffing  the  various  installations. 
Each  year  refresher  courses  in  mass  casualty 
care  are  offered  to  physicians,  both  M.D.  and 
D.O.,  especially  geared  to  the  general  prac- 
titioner. Usually  these  are  one-day  seminars, 
offered  on  Saturday  or  Sunday,  and  taught 
by  well  trained  personnel  from  either  Fitz- 
simons  Army  Hospital  or  the  Air  Force 
Academy  Hospital.  This  year  an  extra  effort 


will  be  made  to  have  one  or  more  speakers 
at  the  various  area  wide  medical  meetings 
within  the  state.  A new  course  on  Medical 
Aspects  of  Chemical  Warfare  for  medical 
officers  of  the  active  armed  forces  and  the 
Reserves  will  be  offered  at  Fitzsimons  Army 
Hospital. 

Other  courses  have  been  developed  for 
veterinarians  and  dentists  in  disaster  medical 
care.  In  many  of  the  rural  areas  where  there 
is  a shortage  of  physicians,  these  disciplines 
will  have  to  provide  at  least  part  of  the 
staffing  for  hospitals  and  also  for  first  aid 
stations.  Enthusiasm  has  been  shown  by  these 
professions,  and  many  times  invitations  to 
their  monthly  meetings  have  given  us  oppor- 
tunity to  discuss  these  programs  with  them. 

Needless  to  say,  the  nursing  profession 
has  taken  an  active  part  in  setting  up  training 
seminars  for  both  RN’s  and  LPN’s.  These 
programs  have  been  constantly  revised  to 
give  attention  to  the  changing  concepts  of 
disaster  medical  care.  A disaster  prepared- 
ness manual  has  just  been  printed,  which 
will  be  made  available  to  all  the  participants 
in  disaster  courses,  and  which  will  provide  a 
training  guide  for  schools  of  nursing  and  in- 
service  training  in  the  various  hospitals.  An 
important  part  of  these  programs  for  nurses 
has  been  the  emphasis  on  psychologic  illness 
and  on  first  aid  measures  to  help  these  vic- 
tims of  disasters.  These  nursing  programs 
also  deal  with  community  planning  for  dis- 
aster preparedness,  since  only  a well  pre- 
pared and  willing  community  can  cope  with 
problems  that  may  arise. 

There  will  be  several  new  programs  of- 
fered for  the  first  time  this  year.  These  will 
include  a two-day  seminar  for  sanitarians  and 
environmental  health  personnel  which  will 
deal  with  all  aspects  of  water,  food,  sewage 
and  vector  control.  Another  group  which  will 
be  integrated  into  the  program  primarily 
through  expansion  of  medical  self  help,  will 
be  the  physical  and  occupational  therapists, 
and  it  is  the  intention  to  use  these  people  in 
rural  and  semirural  areas  to  be  of  assistance 
beyond  their  specialized  capabilities.  Recent- 
ly the  optometrists  have  expressed  a willing- 
ness to  be  included  in  disaster  preparedness, 
and  they  will  be  addressed  at  their  annual 
meeting  this  year. 
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An  Emergency  Health  Service  Seminar 
for  local  rural  communities  is  in  the  planning 
stage.  These  will  bring  key  medical  and  allied 
people  together  with  civil  defense  personnel 
to  discuss  some  problems  that  might  be  pres- 
ent in  their  given  area.  After  making  surveys 
of  existing  facilities  and  supplies,  solutions 
will  be  considered  which  hopefully  will  make 
these  communities  more  self  sufficient  in  the 
future.  The  movie  of  the  Alaskan  earthquake, 
“Though  the  Earth  Be  Moved,”  will  be  used. 

Ambulance  service 

In  rural  areas  the  staffing,  training  and 
equipping  of  ambulances  are  other  important 
services.  For  a long  time  ambulance  services 
in  these  areas  have  generally  been  provided 
by  the  mortuaries  as  an  additional  service 
to  the  community.  However,  this  was  always 
provided  at  a financial  loss,  and  for  this 
reason  many  of  these  services  have  been  dis- 
continued or  severely  curtailed.  However, 
ambulance  services  are  an  extremely  impor- 
tant part  of  rural  emergency  medical  care 
and  must  be  made  available.  The  A.M.A.,  the 
Rural  Health  Committee  of  the  Colorado 
Medical  Society  and  the  rural  communities 
all  feel  that  this  service  needs  to  be  con- 
tinued. Individual  groups  are  getting  to- 
gether, county  governments  have  become 
concerned,  and  many  different  plans  are  be- 
ing developed  to  provide  adequate  ambulance 
services.  Minimum  standards  need  to  be 
adopted.  Ambulance  districts  have  been 
formed  in  some  counties.  In  other  areas  it 
was  felt  more  feasible  to  have  the  ambulance 
hospital  based  and  the  ambulance  attendants 
double  as  hospital  orderlies.  Every  single 
community  is  willing  to  tackle  the  problem. 
Training  programs  are  being  developed, 
which  follow  the  advanced  Red  Cross  pro- 
gram cind  which  includes  cardiac  resuscita- 
tion. These  courses  are  being  taught  by  local 
practitioners  on  the  local  level,  since  it  is 
impossible  to  bring  all  these  people  together 
to  a central  area  more  than  once  every  few 
years. 

Blood  replacement 

Another  problem  encountered  in  the  rural 
parts  of  our  state  was  the  unavailability  of 
blood  following  large  scale  disasters,  when 
communications  and  travel  are  severely  cur- 


tailed. Many  of  our  isolated  mountain  com- 
munities, which  faced  these  problems  every 
winter,  had  developed  some  rudimentary  pro- 
grams. The  walking  bloodbanks  had  served 
satisfactorily  many  times.  By  expanding 
these  facilities  and  initiating  active  blood- 
typing programs  some  of  these  counties  have 
been  able  to  develop  files  on  almost  all  of 
their  citizens.  This  is  an  excellent  example 
of  how  rural  areas,  even  the  sparsely  popu- 
lated, can  and  will  pool  their  resources,  if 
they  are  properly  approached  and  if  they 
recognize  the  need  and  feasibility  of  offered 
programs.  But  we  have  gone  further  and  are 
in  the  process  of  stock-piling  plastic  blood 
recipient  sets  in  the  key  cities  of  the  ten 
support  areas  in  the  state.  Most  of  these  are 
again  in  rural  areas  and  training  programs 
are  necessary  so  people  will  know  what  is 
available  in  time  of  need. 

Mortuary  services  and  identification  of 
the  dead  following  a disaster  in  rural  areas 
will  become  an  overwhelming  job.  Discus- 
sions with  county  coroners  (who  in  Colorado 
do  not  have  to  be  physicians)  have  been  held. 
An  adequate  system  of  medical  examiners  is 
probably  the  ultimate  answer  and  has  been 
approved  by  the  house  of  delegates  of  the 
State  Medical  Society.  Some  steps  have  been 
taken  to  assiure  adequate  identification  of 
bodies.  Hopefully  we  will  resolve  this  pro- 
gram in  the  near  future. 

Poison  control 

Colorado  is  primarily  an  agricultural  state 
and  in  recent  years  the  use  of  pesticides  has 
increased  manyfold.  This  poisoning  potential, 
added  to  the  other  problems  of  poisonings 
in  rural  areas,  initiated  a poison  control  pro- 
gram, which  is  a joint  undertaking  of  the 
Colorado  Health  Department,  Colorado  Med- 
ical Society,  and  the  Colorado  Medical  School. 
Through  the  Rural  Health  Committee  sugges- 
tions were  made  to  establish  poison  control 
centers  in  each  of  the  eight  districts  of  the 
committee.  Some  of  these  have  been  in  opera- 
tion for  several  years.  Monthly  meetings  are 
held  with  the  state  steering  committee,  and 
the  program  is  operating  with  modifications. 
The  local  centers  are  usually  operating  in 
smaller  rural  communities.  All  of  them  are 
affiliated  with  the  National  Poison  Center 
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and  receive  up-to-date  card  files  every  other 
month.  Also  they  are  able  to  contact  the 
medical  school  for  additional  information  or 
for  expert  advice,  day  and  night.  Poison  con- 
trol meetings  for  local  hospital  staffs  have 
been  initiated  and  are  given  in  the  areas 
where  poison  centers  are  located.  Follow-up 
on  poisonings  will  be  handled  through  the 
State  Health  Department,  especially  in  the 
field  of  suicides.  Lay  education  programs  will 
also  originate  in  the  State  Health  Depart- 
ment. Great  help  has  come  from  the  Exten- 
sion Service  and  the  home  demonstration 
clubs  to  make  this  program  meaningful. 

Accident  prevention 

In  recent  years  the  whole  field  of  accident 
prevention  in  rural  areas  has  received  at- 
tention. Colorado  became  aware  of  the  studies 
made  in  California  that  automobile  accidents, 
everything  else  being  equal,  produce  more 
disastrous  results  in  rural  areas  than  in  met- 
ropolitan areas.  Some  of  the  factors  involved 
are  caused  by  distances  from  which  help 
needs  to  come.  More  and  more  persons  in 
rural  areas  need  to  be  acquainted  with  Red 
Cross  first  aid,  medical  self  help  and  other 
life-saving  procedures,  so  that  the  highway 
death  toll  can  be  lowered. 

Even  in  a land  locked  state  like  Colorado 
drownings  have  increased  each  year  and  it 
has  become  apparent  that  steps  need  to  be 
taken  to  help  resolve  this  problem. 

Home  accidents  on  the  farm  can  be  more 
lethal  again  due  to  the  distances  involved 
before  the  victim  can  reach  the  emergency 
room  of  a hospital.  Accidents  with  farm 
machinery  are  still  on  the  increase  despite 
the  persistent  efforts  of  the  Rural  Health 
Council  A.M.A.  to  inform  and  educate  people 
on  the  hazards  of  farm  machinery.  Especially 
tragic  are  the  many  tractor  accidents  where 
teenagers  are  crushed  to  death. 

With  the  ever  increasing  usage  of  our  rec- 
reational facilities,  both  in  summer  and 
winter,  we  have  been  gravely  aware  of  many 
of  the  difficulties  associated  with  these 
activities.  Colorado  is  Ski  Country  U.S.A., 
and  we  are  concerned  about  the  many  ski 
accidents  and  injuries  that  happen  in  all  our 
areas.  As  more  and  more  novices  take  up 
this  sport  and  come  long  distances,  accident 


rates  have  risen.  Education  has  to  be  pro- 
vided to  the  ski  patrols  in  all  aspects  of 
accident  prevention.  Fast  transportation 
brings  people  from  sea  level  to  the  high 
country  ski  areas  in  a relatively  short  time 
with  little  chance  to  become  acclimatized. 
Breathing  difficulties  and  heart  attacks  are 
occurring  more  frequently.  Ski  patrol  person- 
nel is  at  present  taught  cardiac  resuscitation, 
since  it  is  needed  so  frequently.  Ski  areas 
are  generally  removed  from  large  metropoli- 
tan centers,  so  adequate  stocking  of  emer- 
gency rooms,  and  provision  of  ambulance 
services,  has  become  of  major  concern.  All 
major  ski  areas  have  one  physician  added  to 
the  ski  patrol  on  weekends,  a practice  started 
by  the  Colorado  Ski  Doctors  Association  in 
a few  areas  close  to  Denver  and  now  being 
adopted  in  most  of  the  other  areas.  Again 
distances  are  important,  and  more  than  first 
aid  may  have  to  be  given  the  injured.  Since 
most  of  the  ski  areas  have  the  capability  of 
housing  a large  number  of  people  and  would 
provide  mass  feeding,  they  are  being  included 
in  our  over-all  disaster  plan  after  relocation 
starts  for  displaced  persons  following  a large 
scale  disaster.  Ski  patrol  persons  already  are 
well  trained  in  first  aid,  but  again  may  have 
to  be  given  adequate  training  to  be  available 
to  help  with  the  care  of  medical  emergencies. 

Summer  recreation,  too,  take  its  toll. 
Drowning  and  many  other  accidents  happen 
far  from  major  population  areas.  Training 
programs  for  the  United  States  Forest  Serv- 
ice and  moimtain  rescue  units  is  important 
and  is  eagerly  sought  out. 

Ideas  from  other  countries 

Just  a few  words  of  what  other  countries 
are  doing.  I had  the  privilege  of  visiting  a 
number  of  European  coimtries  two  years  ago, 
where  I met  with  the  people  involved  in 
disaster  planning  and  saw  some  of  the  pro- 
grams that  they  had  developed.  Many  of  these 
areas  are  as  riiral  as  our  areas  and  have 
essentially  the  same  problems.  Some  of  the 
ideas  that  were  developed  in  Switzerland  in 
regard  to  floods  and  accidents  to  large  dams 
and  reservoirs  can  and  should  be  utilized  in 
our  own  state,  since  we  are  dealing  with 
the  same  situations.  Training  for  mountain 
rescue  personnel  will  also  be  stressed  more 
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emphatically  since  each  year  many  disasters, 
or  near  disasters,  happen  to  inexperienced 
mountain  climbers.  Norwegian  disaster  pre- 
paredness has  involved  stockpiling  in  strate- 
gic areas  and  drills  for  first  aid  personnel  on 
a monthly  basis  as  our  reserve  or  National 
Guard  units  are  doing.  In  Denmark  those 
boys  that  are  rejected  by  the  draft  for  minor 
medical  defects  are  training  each  year  in  a 
disaster  unit  for  a period  of  two  weeks  or 
more.  Some  of  these  programs  need  to  be 
considered  in  our  country,  and  it  is  high  time 
that  this  be  done. 

Summary 

Emergency  medical  problems  exist  in 
rural  areas  to  the  same  or  greater  extent 
than  in  metropolitan  areas.  Rural  populations 
throughout  the  years  have  shown  initiative 
to  help  themselves,  if  given  proper  guidance, 
to  a greater  degree  than  populations  in  city 
areas.  It  is  important  that  the  same  emphasis 
be  placed  on  survival  of  rural  people  as  has 
been  stressed  for  city  dwellers — maybe  they 
will  be  the  survivors  to  provide  for  the  refu- 
gees from  the  metropolitan  areas  and  to  re- 
build our  country.  • 
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Carcinoma  of  the  external  ear* 


A guide  to  surgical  management 


Richard  W.  Loughry,  MD,  and  Erick  R.  Ratzer,  MD,  Denver 


Adequate  initial  treatment  of  most  external 
ear  skin  carcinomas  will  achieve  over  a 90 
per  cent  five-year  cure  rate.  It  is  the  purpose 
of  this  paper  to  review  established  surgical 
technics,  applicable  to  office  or  hospital  out- 
patient facilities,  which  will  yield  such  cures 
while  maintaining  fully  acceptable  cosmetic 
results.  Although  skillful  radiotherapy  will 
give  similar  cure  rates  and  satisfactory  cos- 
metic results,  the  authors  prefer  surgical 
excision  because  of  availability,  patient  con- 
venience, and  histologic  proof  of  the  extent 
of  the  carcinoma. 


Fig.  1.  Sites  of  origin  of  external  ear  carcinomas. 


*From  the  Bonfils  Tumor  Clinic,  Department  of  Surgery, 
University  of  Colorado  Medical  Center,  Denver. 


Anatomic  considerations 

The  sites  of  origin  of  360  external  ear  skin 
carcinomas  reported  in  three  series^*^’®  are 
illustrated  in  Fig.  1.  It  is  seen  that  83  per  cent 
of  these  cancers  are  located  on  the  helix,  anti- 
helix, lobule  or  on  the  posterior  surface  of  the 
external  ear.  Tumors  in  these  areas  can  be 
satisfactorily  treated  by  the  procedures  de- 
scribed below.  Carcinomas  located  in  other 
areas  of  the  ear  require  more  extensive  sur- 
gical procedures  for  their  treatment  and  are 
beyond  the  scope  of  this  paper. 

The  yellow  fibro cartilage  supporting  the 
ear  is  of  fundamental  importance  in  the 
natural  history  and  treatment  of  these  can- 
cers. This  cartilage  resists  tumor  invasion  and 
allows  the  tumor  to  spread  beneath  the  skin 
for  variable  distances  beyond  the  visible  ex- 
ternal margin.  Accordingly,  a 0.75-1.0  cm 
margin  around  all  visible  tumor  is  recom- 
mended, and  these  margins  should  be  con- 
firmed by  histologic  examination.  When  the 
cartilage  is  invaded  by  tumor,  full  thickness 
excision  of  the  involved  portion  of  the  ear 
is  required.  Cartilage  invasion  occurs  earlier 
on  the  lateral  surface  of  the  ear.  On  the  helix 
and  posterior  surface,  the  subcutaneous  space 
is  deeper  and  affords  more  protection. 

The  lymphatic  drainage  areas  should  be 
inspected  when  examining  all  patients  with 
external  ear  lesions.  The  outer  or  lateral 
surface  drains  anteriorly  to  the  pre-auricular 
nodes,  while  the  lobule  and  posterior  surface 
drains  to  the  superficial  and  superior  deep 
cervical  nodes.  Palpable  adenopathy  should 
be  considered  metastatic  cancer  until  proved 
otherwise,  although  it  can  be  secondary  to 
inflammation.  Lymph  node  metastases  has 
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been  reported  in  6.9  to  18.0  per  cent  of  ex- 
ternal squamous  cell  carcinomas,®-'^  but  it  is 
extremely  rare  in  basal  cell  carcinomas. 
Palpable  nodes  require  diagnostic  biopsy, 
usually  followed  by  radical  surgery  if  they 
contain  metastatic  cancer. 

The  sensory  supply  of  the  external  ear 
permits  good  local  anesthesia.  The  distribu- 
tion of  the  sensory  nerves  is  illustrated  in 
Fig.  2.  Anesthesia  of  the  entire  ear  can  be 
obtained  by  first  raising  skin  wheals  superi- 
orly and  inferiorly,  and  then  infiltrating 
anteriorly  and  posteriorly  with  a long  23  ga 
needle  (Fig.  2).  The  posterior  wall  of  the 
external  auditory  meatus,  innervated  by  the 
auricular  branch  of  the  vagus  nerve,  may 
need  a supplemental  injection.  This  type  of 
field  block  is  preferable  to  direct  infiltration 
around  a lesion  as  no  distortion  of  tissue 
planes  occurs.  Direct  infiltration  may  be  used 
occasionally  when  the  tumor  is  very  small 
and  mobile. 

Incidence 

Carcinomas  of  the  external  ear  comprise 
between  4 and  8 per  cent  of  all  skin  can- 


Fig.  2.  Sensory  nerves  and  technic  of  field  block. 
L.O. — Lesser  occipital  nerve;  G.A. — Greater  auric- 
ular nerve;  A.T. — Auriculo-temporal  nerve;  A.V. — 
Auricular  branch  of  vagus  nerve. 


cers.®-^  The  frequency  of  the  various  histo- 
logic types  of  external  ear  malignant  tumors, 
determined  from  a review  of  712  reported 
cases,®-^-'^  are  as  follows:  squamous  cell  carci- 
noma, 58.7  per  cent;  basal  cell  carcinoma, 
37.9  per  cent  malignant  melanoma,  2.5  per 
cent;  sarcomas  of  all  types  and  metastatic 
adenocarcinoma,  0.9  per  cent.  Carcinoma  of 
the  external  ear  are  nine  times  more  common 
in  men  than  in  women. 

Diagnostic  considerations 

The  responsibility  for  early  diagnosis  of 
these  tumors  is  shared  by  many  medical 
specialties.  Any  physician  who  examines  male 
patients  between  50  and  80  years  of  age 
should  “look  twice”  at  the  external  ear.  This 
is  particularly  true  for  older  men  with  out- 
door occupations,  a previous  history  of  senile 
keratosis,  or  a proven  history  of  skin  cancer. 
It  is  regrettable  that  advanced  cancer  of  such 
a readily  visible  structure  as  the  external  ear 
stiU  occurs,  whether  due  to  patient  neglect 
or  indifference,  or  to  physician  “inattention” 
or  mismanagement. 

Surgical  technics 

The  following  surgical  technics  are  based 
on  accepted  principles  of  reconstructive  sur- 
gery of  the  auricle. 

Small  lesions  located  on  the  helix  are 
common;  very  often  they  are  less  than  1.0 
cm  in  diameter.  When  the  cartilage  is  not 
involved,  they  can  be  excised  in  an  elliptical 
manner  with  the  long  axis  parallel  to  the 
helix  (Fig.  3a).  Ample  skin  can  be  obtained 
for  closure  by  undermining  in  a plane  be- 
tween the  cartilage  and  remaining  skin.  If 
cartilage  is  invaded,  it  should  be  excised  to- 
gether with  the  tumor  and  the  comers 
trimmed  back  to  prevent  prominences  at  the 
ends  of  the  incision.  The  skin  is  then  closed 
with  fine  nonabsorbable  suture  (Fig.  3b). 

For  larger  anterior  lesions  involving  the 
margin  of  the  helix,  scaphoid  fossa,  or  anti- 
helix as  illustrated  in  Fig.  4a,  full  thickness 
resection  is  usually  indicated  because  the 
cartilage  is  frequently  invaded.  One-third  of 
the  external  ear  may  be  removed  and  still 
achieve  an  acceptable  cosmetic  result.  A large 
“V”  excision  is  hard  to  close.  Better  margins 
and  a more  acceptable  cosmetic  appearance 
can  be  obtained  if  additional  triangles  are 
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Fig.  3.  Lesions  of  the  helix.  Single  dotted  lines 
indicate  skin  incisions;  double  dotted  lines  indicate 
margin  of  cartilage  excisions. 


Fig.  4.  Full  thickness  resection,  a. — Full  thickness 
resection  along  dotted  line.  Cartilage  is  then 
I trimmed  to  double  broken  line.  b. — Margins  un- 
determined. c and  d. — Defect  closed  in  two  layers. 


made.  One  side  of  these  triangles  should  be 
parallel  to  the  rim  of  the  antihelix,  as  is 
illustrated  in  Fig.  4a.  Several  additional  mea- 
sures are  necessary  for  good  results.  The 
area  to  be  excised  should  be  outlined  with 
marking  ink  to  assure  symmetrical  sides,  and 
the  incisions  should  be  made  perpendicular 
to  the  ear  surface.  A sliver  of  cartilage  should 
be  trimmed  back  from  the  skin  edge  and 
the  skin  on  both  sides  of  the  cartilage  under- 
mined (Fig.  4b).  Hemostasis  can  be  achieved 
with  light  cautery  or  fine  absorbable  sutures. 
The  defect  is  then  closed  in  two  layers  with 
fine  suture,  such  as  5-0  nylon.  Beginning  at 
the  helix  and  moving  toward  the  retroauricu- 
lar  fold  on  the  posterior  side,  mattress  sutures 
are  placed.  These  include  the  cartilage  for 
stability  (Fig.  4c).  Simple  sutures  are  then 
used  to  close  the  wound  anteriorly  (Fig.  4d). 
The  ear  should  be  padded  on  both  sides  when 
applying  the  dressing  to  prevent  fluid  ac- 
cumulation. The  anterior  sutures  are  removed 
in  about  5 days  and  the  posterior  sutures  in 
10  to  14  days. 

Lesions  involving  the  lobule  usually  occur 
near  the  posterior  border  and  can  be  man- 
aged as  illustrated  in  Fig.  5.  If  the  tumor  is 
located  more  anteriorly  where  the  lobule 
joins  the  posterior  face  (Fig.  6a),  the  margins 
of  excision  must  still  be  adequate  (0.75-1.0 
cm).  The  skin  on  the  side  of  the  face  should 
be  included  to  insure  this  margin,  and  closure 
accomplished  as  illustrated  in  Fig.  6c. 

Carcinomas  on  the  posterior  surface  of 
the  external  ear  tend  to  invade  the  cartilage 


Fig.  5.  Posterior  lobule  lesions.  A small  triangle 
can  be  removed  from  either  margin  to  obtain  equal 
length  during  closure. 
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Fig.  6.  Anterior  lobule  lesions. 


late  because  the  deeper  subcutaneous  space 
acts  as  a temporary  barrier.  Simple  elliptical 
excision  with  the  long  axis  parallel  to  the 
border  is  adequate  for  many  of  these  cancers. 
If  the  cartilage  is  invaded  full  thickness 
excision  as  described  above  for  anterior 
lesions  (Fig.  4)  should  be  performed.  The  de- 
fect is  closed  in  a similar  manner.  For  lesions 
closer  to  the  scalp,  or  in  the  angle  between 
the  ear  and  scalp,  the  incision  can  be  made 
so  the  two  margins  will  coapt  when  the  ear 
is  pushed  against  the  head  (Fig.  7a,  c).  An 
ellipse  of  cartilage  can  be  removed  in  this 
situation,  and  this  maneuver  can  facilitate 
the  closure  (Fig.  7b).  The  cut  edges  of  the 
cartilage  can  be  approximated  with  fine  ab- 
sorbable sutures,  and  this  maneuver  draws 
the  ear  closer  to  the  head.  The  skin  edges 
are  everted  and  approximated  with  nonab- 
sorbable vertical  mattress  sutures.  An  alter- 
native procedure  for  closing  a defect  left  by 
excising  a cancer  in  this  area  involves  the 


use  of  a full  thickness  skin  flap  based  interi- 
orly (Fig.  7d).  Care  should  be  taken  while 
dressing  the  wound  to  apply  enough  padding 
to  obliterate  “dead  space”  in  the  retroauricu- 
lar  fold  beneath  the  graft.  This  may  be 
accomplished  with  moist  cotton  balls  or  by 
placing  rolled  gauze  in  the  retroauricular 
fold  and  tying  it  in  place  with  several  sutures 
passed  through  the  ear  (Fig.  7e).  These  su- 
tures are  also  tied  over  a gauze  roll  on  the 
outer  or  lateral  aspect  of  the  ear.  They  must 
not  be  tied  too  tightly  or  circulation  to  the 
flap  will  be  impaired. 


Fig.  7.  Posterior  surface  lesions. 


Summary 

Simple  surgical  technics  for  initial  man- 
agement of  a majority  of  all  external  ear  skin 
carcinomas  are  reviewed.  These  procedures 
will  achieve  over  a 90  per  cent  five-year  cure 
rate  for  squamous  and  basal  cell  carcinomas, 
give  a good  cosmetic  result,  and  produce 
minimal  patient  inconvenience.  • 
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Pyoderma  gangrenosum 


A complication  of  ulcerative  colitis 


Theodore  R.  Lenz,  MD,  Pueblo,  Colorado 


Case  report  illustrates  a serious 
complication  of  a dangerous  disease. 

Ulcerative  colitis  is  not  an  uncommon  dis- 
ease. It  can  be  distressing.  Toxic  megacolon 
and  pyoderma  gangrenosum  are  among  the 
complications.  Both  of  these  are  unforget- 
table developments  with  desperate  conse- 
quences unless  definitive  treatment  is  insti- 
tuted rapidly.  The  patient  to  be  presented 
here  had  ulcerative  cohtis  with  toxic  mega- 
colon and  pyoderma  gangrenosum. 

CASE  REPORT 

When  this  14-year-old  boy  was  first  seen,  he 
complained  of  diarrhea  and  stomach  cramps.  He 
was  anemic,  having  a hemoglobin  of  about  eight 
grams  percent.  No  enteric  pathogens  were  found 
on  stool  culture.  He  denied  knowledge  of  any 
bleeding.  Oral  iron  medication  was  prescribed. 

It  was  about  six  months  before  he  returned, 
this  time  complaining  of  sores  on  his  knees.  A 
culture  was  taken  from  a previously  imopened 
pustule,  and  he  was  started  on  an  antibiotic  orally 
and  as  a salve  locally.  The  pustule  was  sterile.  He 
was  still  anemic.  He  returned  three  days  later 
with  pustules  all  over  both  legs  and  arms.  His 
mouth  became  increasingly  inflamed  and  involved 
with  ulcers  as  his  skin  disease  progressed.  At  first 
he  generally  denied  any  difficulties  except  for 
abdominal  pain  with  bowel  movements  and  occa- 
sional bouts  of  diarrhea.  As  he  became  worse  and 
more  anxious  he  admitted  to  previously  having 
had  bloody  stools,  bouts  of  unexplained  fever, 
anorexia,  and  arthralgias.  He  didn’t  take  the  iron 
medication  because  it  made  his  abdomen  hurt. 
He  had  been  aware  of  lack  of  energy  and  strength. 
There  was  no  history  of  jaundice.  He  had  not 
been  taking  iodides  or  bromides.  There  was  no 
history  of  exposure  to  tuberculosis  nor  history  of 
food  allergy. 

Because  some  psychologically  oriented  doctors 
believe  ulcerative  colitis  is  the  result  of  the  suf- 
ferer’s personality,  some  attention  was  given  to 
this  aspect.  The  emotional  relationship  between 


him  and  his  mother  was  strained  by  his  hostility 
and  resentment  toward  her.  He  would  not  do  any- 
thing she  wanted  him  to.  He  did  not  admit  to  any 
feelings  of  hopelessness,  a trait  reported  in  persons 
suffering  from  ulcerative  colitis.  However,  his 
facial  expression  was  one  of  hopelessness.  At 
school  he  was  always  well  behaved,  but  always 
dirty  and  never  washed.  He  had  been  unable  to 
keep  up  in  school  and  was  placed  in  special  edu- 
cation classes.  The  school  nurse  reported  that  he 
was  the  “teacher’s  pet”  and  that  his  feelings  were 
easily  hurt. 

He  was  a frail,  ashen-colored,  fearful  boy, 
whose  dirty  skin  had  many  yellow-centered  ab- 
scesses, two  centimeters  in  diameter,  randomly 
scattered  over  his  extremities.  He  cried  out  fre- 
quently. His  lips  were  swollen  and  inflamed.  His 
oral  mucosa  was  involved  with  painful  ulcers. 
There  was  no  jaundice.  The  cervical  lymph  nodes 
were  slightly  enlarged.  His  heart  rate  was  rapid — 
about  130.  His  abdomen  was  flat.  The  liver  was 
not  enlarged.  No  definite  abdominal  tenderness 
was  present. 

Another  pus-filled  bulla  was  cultured  but  again 
was  sterile.  During  the  following  two  days  the 
skin  lesions  enlarged  rapidly  to  huge  coalescing, 
ragged  ulcers,  whose  bright  red  bases  were 
smeared  with  yellow-green  pus.  Some  were  four 
inches  in  diameter.  Then  he  developed  abdominal 
distention.  An  x-ray  of  the  abdomen  showed  mas- 
sive dilatation  of  the  colon.  Sigmoidoscopy  re- 
vealed a bloody  diarrheal  stool.  The  rectal  mucosa 
was  slightly  edematous,  but  no  ulcers  were  seen. 

He  had  no  albuminuria  and  no  elevation  in 
his  B.U.N.  He  had  no  elevation  in  serum  bilirubin, 
but  had  a low  serum  albumin  of  1.7  grams  per 
cent.  His  electrolytes  were  normal  except  for 
hypokalemia  of  2.6  meq.  per  liter.  The  serum  iron 
was  low — 56  meg.  per  cent. 

He  was  treated  with  three  liters  of  fluids  I.V. 
daily  to  replace  fluid  and  electrolyte  losses  from 
the  ulcers.  Hydrocortisone  100  mg.  was  added  to 
each  liter,  along  with  one  gram  of  Prostaphlin. 
Potassium  was  also  added  intravenously.  He  had 
transfusion  of  four  units  of  blood.  After  diagnosis 
of  toxic  megacolon  I.M.  Strep-Combiotic  was  given 
twice  daily.  His  ulcerated  extremities  were  cov- 
ered with  Furacin  dressings  the  first  two  days  and 
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subsequently  with  Zepharin-soaked  gauzes.  The 
dressings  were  changed  twice  daily.  After  three 
days  of  medical  treatment  he  was  taken  to  surgery 
for  a total  colectomy  and  iliostomy  because  of  the 
failure  of  significant  improvement  in  the  function 
of  his  colon  and  danger  of  colonic  perforation. 

Pathologic  examination  of  the  resected  colon 
revealed  the  mucosa  to  be  widely  destroyed  by 
ulcers  up  to  1x3  cm.  in  diameter,  starting  distal 
to  the  cecum.  Ulcers  involved  the  remainder  of 
the  colon  to  within  3 cm.  of  the  distal  resected 
border.  The  wall  was  only  minimally  thickened. 
Microscopic  examination  showed  ulcers  whose 
bases  were  infiltrated  with  neutrophils.  Neutro- 
phils were  also  in  the  submucosa  in  some  areas. 
There  was  also  a great  increase  in  lymphocytes 
and  plasma  cells.  No  malignant  change  was  found. 

Postoperatively  antibiotic  and  corticoid  therapy 
was  continued.  He  was  given  additional  units  of 
plasma  to  replace  protein  losses.  Skin  grafts  were 
applied  to  the  larger  ulcers  about  three  weeks 
later  to  prevent  further  damage  to  extensively 
exposed  muscles  on  his  legs. 

Discussion 

This  disease  is  among  those  whose  exact 
cause  is  unknown,  so  many  explanations  are 
offered.  Current  speculation  of  etiology  in- 
cludes possibility  of  an  autoimmune  basis. 
This  is  supported  by  the  reported  rejection 
of  autogenous  skin  grafts  unless  adequate 
doses  of  corticoids  were  given.  A delayed 
hypersensitivity  reaction  to  the  intradermal 
injection  of  the  patient’s  own  white  blood 
cells  has  been  observed.^  This  boy  did  not 


receive  any  corticoids  at  the  time  of,  or  after, 
skin  grafting.  Skin  grafting  was  delayed  until 
a positive  nitrogen  balance  had  been  estab- 
lished, as  manifested  by  healing  of  smaller 
lesions,  ability  to  retain  food,  and  improve- 
ment in  serum  proteins.  The  skin  grafting 
was  successful.  This  suggests  that  improve- 
ment in  the  patient’s  metabolic  state  is  neces- 
sary for  skin  grafting  and  that  suppression 
of  autoimmunity  is  not.^ 

Vitamin  deficiency  has  been  suggested  as 
a cause,  but  adequate  vitamin  supplements 
alone  do  not  cure  ulcerative  colitis  or  pyo- 
derma gangrenosum.^  There  are  those  who 
favor  a psychogenic  etiology,  but  the  char- 
acter traits  described  are  probably  the  pa- 
tient’s response  to  his  disease. 

The  term  “pyoderma”  suggests  pyogenic 
bacteria.  This  is  misleading,  since  frequently 
no  bacteria  can  be  isolated  from  carefully 
opened  bullae.  Bacteria  that  have  been  re- 
ported present  were  those  forms  normally 
present  on  the  skin.  Antibiotics  are  probably 
useful  to  keep  secondary  bacterial  invaders 
out  of  the  ulcers.^  Pyoderma  gangrenosi’m 
can  occur  with  other  diseases,  such  as  peptic 
ulcer,  regional  enteritis,  and  Behcet’s  disease. 
Although  some  of  these  are  commonly  recog- 
nized, their  exact  etiology  also  remains  ob- 
scure. • 
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The  changing  concepts 
of  medical  staff  organization* 

C.  Wesley  Eisele,  MD,  Denver 


Change  is  the  order  of  the  day.  This  tritest 
of  trite  statements  nevertheless  describes 
virtually  all  aspects  of  our  complex  society. 
It  would  be  remarkable  indeed  if  medicine 
and  hospitals  had  escaped  change.  They  have 
not,  and  much  of  it  appears  to  be  willy-nilly. 
But  the  changing  concepts  of  the  hospital 
medical  staff  organization  are  not  so  much 
a matter  of  new  concepts  as  of  changes  in 
understanding  and  in  emphasis  of  basic  prin- 
ciples. 

The  hospital  itself  is  changing,  and  the 
community  hospital  is  increasingly  assuming 
the  role  of  a community  medical  center.  Edu- 
cation at  all  levels,  as  well  as  laboratory 
research,  are  augmenting  the  traditional  role 
of  patient  care.  The  community  hospital  thus 
approaches  the  character  of  the  imiversity 
hospital.  Regionalization  of  hospitals  and 
cooperative  arrangements  among  hospitals 
will  proceed  at  an  accelerated  pace  under 
the  Regional  Medical  Programs  of  Public 
Law  89-239.  But  of  even  greater  importance 
to  the  staff  physician,  more  and  more  func- 
tions previously  performed  in  the  physician’s 
office  are  now  becoming  functions  of  the 
hospital.  To  mention  a few,  there  is  the 
exploding  emergency  service,  the  ever  ex- 
panding outpatient  department,  and  the  many 
highly  technical  diagnostic  and  treatment 
procedures  which  require  specialized  facili- 
ties, equipment,  and  personnel  with  costs  of 
such  a magnitude  that  it  becomes  totally 
impractical  to  perform  them  in  the  physi- 
cian’s office.  For  example,  a decade  or  so  ago, 
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a patient  could  have  a complete  cardiac  work- 
up in  a physician’s  office.  This  examination 
now  might  involve  a quarter  of  a million 
dollars  worth  of  hardware,  weighing  ten 
tons.  Along  with  these  changes,  the  image  of 
the  hospital  has  changed.  Almost  impercepti- 
bly, patients  are  beginning  to  shift  their 
identification  from  the  solo  physician  to  the 
hospital  center. 

Many  of  these  changes  have  been  brought 
about  by  the  medical  profession  itself,  with 
the  hospital  merely  serving  to  fill  the  voids 
in  medical  care  which  individual  physicians 
are  unable  or  unwilling  to  fill.  But  whatever 
the  cause,  physicians  feel  threatened.  They 
want  to  cling  to  the  control  of  the  hospital 
which  they  think  they  once  had.  Fragmenta- 
tion may  occur,  and  a totally  imtenable  situ- 
ation may  arise  in  which  physicians  hold  the 
obsolete  notion  that  the  hospital  is  a twofold 
organization — a self-governing  and  more  or 
less  autonomous  medical  staff  that  renders 
medical  care,  and  a separate,  loosely  related 
business  and  administrative  organization 
which  provides  facilities  and  personnel  to 
assist  the  doctors  in  the  care  of  their  patients, 
the  governing  board  being  around  merely  to 
raise  money.  The  hospital  is  looked  upon  as 
the  doctor’s  workshop.  There  is  a gauze  cur- 
tain between  the  medical  staff  and  the  ad- 
ministration, but  fortunately,  most  of  the 
gauze  used  today  is  of  the  disposable  variety. 

The  hospital  is  a single  organization.  This 
is  the  first  basic  principle  to  be  emphasized. 
The  primary  purpose  of  all  concerned  is  the 
same — to  provide  high  quality  patient  care. 
When  this  principle  is  firmly  established, 
the  hospital  is  no  longer  merely  the  doctor’s 
workshop,  and  then  it  is  recognized  that  the 
physician’s  responsibility  extends  beyond  the 
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care  of  his  own  patients.  The  one-to-one 
physician-patient  relationship  can  remain  in- 
violate only  so  long  as  the  one  doctor  provides 
good  care  for  the  one  patient.  The  entire 
medical  staff,  the  board  of  trustees,  and  the 
administration  share  moral  and  legal  respon- 
sibilities to  take  whatever  steps  are  necessary 
to  insist  on  high  standards  of  care  for  all 
patients. 

Legal  and  ethical  responsibility 

The  vital  interest  of  hospital  trustees  in 
professional  standards  has  been  made  crystal 
clear  by  a recent  legal  landmark — the  1965 
decision  for  the  plaintiff  in  the  case  of 
Darling  versus  the  Charleston  Community 
Memorial  Hospital,  now  confirmed  by  the 
Illinois  Supreme  Court  [211  N.E.  2d  253 
(1965)].  This  case  is  of  such  importance  that 
it  deserves  a brief  review.  A high  school  boy 
broke  his  leg  during  a football  game.  He  was 
treated  in  the  community  hospital  by  a gen- 
eral practitioner  who  applied  a cast  which 
was  too  tight.  From  the  beginning,  the  nurses 
were  aware  of  adverse  symptoms  and  find- 
ings and  they  frequently  informed  the  physi- 
cian of  the  complaints.  After  several  days, 
the  cast  was  split,  and  after  ten  days  the 
patient  was  transferred  to  the  care  of  a 
speciahst  in  a metropolitan  hospital  where, 
after  several  operations,  the  leg  was  ampu- 
tated. Suit  was  brought  against  both  the 
attending  physician  and  the  community  hos- 
pital. An  out-of-court  settlement  was  quickly 
concluded  with  the  physician,  and  the  case 
proceeded  to  trial  against  the  hospital.  Alle- 
gations against  the  institution  included  four 
major  claims:  the  hospital  was  negligent  in 
allowing  this  particular  doctor  to  engage  in 
orthopedic  practice  when  he  was  not  quali- 
fied to  carry  such  responsibility;  the  institu- 
tion had  not  reviewed  the  physician’s  quali- 
fications following  issuance  of  his  license  to 
practice  medicine  nearly  three  decades  ago; 
the  hospital  had  failed  to  review  the  reports 
of  the  tissue  committee  for  the  purpose  of 
determining  the  qualifications  of  all  members 
of  the  staff;  and  the  tissue  committee  had 
failed  to  meet  regularly  to  reviev/  surgical 
procedures  being  undertaken  within  the  hos- 
pital. Significantly,  the  plaintiff  also  alleged 
that  the  lay  administrator  knew  from  the 


nurses’  daily  reports  that  this  case  was  a 
“problem”  and  that  no  one  had  taken  steps 
to  enforce  the  medical  staff  bylaws  requiring 
consultations  in  such  cases.  The  plaintiff 
maintained  that  the  nurses  were  at  fault  in 
not  impressing  upon  the  administrator  the 
seriousness  of  the  case,  the  administrator  was 
to  blame  for  failing  to  involve  the  medical 
staff,  and  the  staff  itself  was  negligent  in 
not  supervising  the  physicians  and  enforcing 
their  own  bylaws. 

In  support  of  his  allegations,  the  plaintiff 
cited  the  standards  of  the  Joint  Commission 
on  Accreditation  of  Hospitals  and  also  the 
hospital  licensure  standards  of  the  Illinois 
Department  of  Health.  Both  state  that  the 
governing  body  of  the  hospital  is  ultimately 
responsible  for  patient  care  and  for  profes- 
sional standards  of  the  institution.  The  plain- 
tiff also  called  attention  to  the  ethical  stand- 
ards of  the  American  College  of  Hospital 
Administrators  which  state,  in  effect,  that  an 
administrator’s  reluctance  to  interfere  in  a 
physician’s  handling  of  a case  should  never 
be  permitted  to  jeopardize  the  patient’s  wel- 
fare. The  plaintiff  urged  that  licensing,  ac- 
creditation, and  ethical  standards  as  well  as 
bylaw  provisions  make  quite  clear  the  hos- 
pital’s duties  to  the  patient,  and  violation 
of  these  responsibilites  creates  legal  liability. 

The  court’s  affirmation  of  the  jury’s  ver- 
dict, supported  by  the  Illinois  Supreme  Court, 
means  that  the  law  has  sanctioned  a literal 
application  of  the  standards  promulgated  by 
both  public  and  private  regulatory  bodies — 
the  state  Department  of  Public  Health  on 
the  one  hand  and  the  Joint  Commission  on 
Accreditation  of  Hospitals  on  the  other.  The 
jury  was  not  sympathetic  to  the  hospital’s 
contentions  that  it  operated  on  the  same 
basis  as  other  similar  community  hospitals, 
that  a corporation  cannot  practice  medicine, 
and  that  a hospital  is  unable  ever  to  command 
a physician’s  act  in  the  practice  of  his  pro- 
fession. 

The  jury  verdict  in  effect  said  that  a hos- 
pital is  considerably  more  than  a place  that 
furnishes  physical  facilities  for  the  practice 
of  medicine  by  an  unorganized  group  of 
practitioners.  This  decision  greatly  broadens 
a hospital’s  legal  responsibility  for  the  qual- 
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ity  of  professional  care,  but  it  should  not 
be  surprising,  for  the  courts  have  been  mov- 
ing in  this  direction  for  a number  of  years. 
In  1955,  the  California  courts  held  a hospital 
liable  for  the  malpractice  of  an  anesthesiolo- 
gist who  was  on  regular  on-call  duty  for  the 
hospital,  although  the  doctor  billed  the 
patient  independently  for  his  fee[Seneris  v. 
Haas,  45  Cal.  2d  811,  291  P.  2d  915  (1955)]. 
Three  years  later,  again  in  California,  a hos- 
pital was  held  responsible  to  a maternity 
patient  when  the  nurses  failed  to  notify  the 
hospital  administration  of  dangerous  bleed- 
ing due  to  the  physician’s  failure  to  suture 
properly  [Goff  v.  Doctors  Hospital,  166  Cal. 
App.  2d  376,  333  P.  2d  29  (1958)].  On  one 
legal  theory  or  another,  the  courts  have  been 
saying  for  some  time  that  a hospital  is 
responsible  to  the  patient  for  knowing  what 
is  going  on  professionally  within  its  walls  and 
for  demanding  high  standards  of  care. 

Aid  of  computer  systems 

This  leads  to  another  basic  principle.  The 
medical  staff  must  establish  high  standards 
of  practice  and  it  must  effectively  enforce 
and  maintain  them  through  its  bylaws  and 
its  staff  organization.  This  implies  the  neces- 
sity for  a conscientious,  continuous,  and  sys- 
tematic review  of  the  clinical  practice  in  the 
institution.  There  are  many  approaches  to 
this  problem,  but  in  all  of  them,  whether  they 
like  it  or  not,  physicians  must  express  their 
critical  judgment  of  the  work  performed  by 
their  colleagues.  Happily,  effective  computer 
systems  are  available  to  assist  the  physicians 
in  the  more  tedious  aspects  of  the  task  and 
to  insure  an  objective  and  impartial  selection 
of  cases  for  critical  review.  More  significant- 
ly, computers  can  now  give  any  hospital  staff, 
regardless  of  size,  anonymous  statistical  com- 
parisons of  many  facets  of  its  work  with 
that  in  hundreds  of  similar  hospitals  across 
the  nation. 

Traditionally,  the  hospital  staff  has  elect- 
ed its  own  leaders  from  among  its  member- 
ship with  the  chief  of  staff  and  other  respon- 
sible positions  often  rotating  on  an  annual 
basis.  Not  infrequently,  elections  have  been 
decided  not  on  merit  but  on  considerations 


far  removed  from  ability  to  provide  able  and 
impartial  leadership.  These  situations  are  no 
longer  tenable  under  any  circumstances.  At 
times,  it  may  be  expecting  too  much  to  hope 
for  effective  leadership  from  a busy  physi- 
cian who  must  continue  to  earn  his  living  in 
practice,  and  who  is  untrained  and  inexperi- 
enced in  management  processes.  The  prob- 
lems are  compounded  when  the  tenure  in 
office  is  but  a year  or  two.  All  too  often,  the 
chief  of  staff  has  not  even  seen  the  bylaws, 
and  seldom  does  he  fully  understand  the 
table  of  organization  of  the  institution  or 
the  structure  and  function  of  standing  com- 
mittees. Unless  he  is  willing  to  accept  guid- 
ance and  support  from  an  able  administrator, 
medical  staff  functions  may  deteriorate  and 
become  stagnant  and  ineffective.  The  staff 
may  find  itself  at  a serious  disadvantage  in 
relationship  to  the  trained  management  per- 
sonnel usually  found  in  the  administration 
and  the  governing  board  of  modem  hospitals, 
and  finally  it  may  become  adept  only  at 
blocking  actions  without  any  positive  pro- 
gram of  its  own.  The  medical  staff  is  too 
important  a cog  in  the  complexity  of  the 
modern  hospital  for  its  vital  function  to  be 
left  to  happenstance  or  to  well-meaning  but 
haphazard  leadership. 

Medical  staff  function 

As  an  antidote,  a trend  is  emerging  for 
the  hospital  staff  affairs  to  be  guided  by  a 
salaried  medical  director.  In  essence,  he  is 
a full-time  chief  of  staff.  Ideally,  he  is  a 
clinician  who  is  mature  but  still  in  his  prime, 
who  has  stature,  and  who  has  been  trained 
in  administration.  Not  the  least  of  his  respon- 
sibilities is  to  provide  leadership  and  expert 
knowledge  to  the  staff  in  their  continuing 
self-evaluation  of  clinical  practice.  He  leads 
and  coordinates  staff  activities,  but  by  no 
means  does  he  assume  the  staff’s  functions 
or  responsibilities.  Many  of  the  larger  hos- 
pitals have  found  it  desirable  to  employ 
additional  salaried  physicians  to  serve  as 
chiefs  of  major  clinical  services,  especially 
when  there  is  an  active  house  staff  program. 
This  further  increases  the  effectiveness  of 
staff  function  as  well  as  improves  the  edu- 
cational programs  for  house  staff  and  attend- 
ing staff  alike. 
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The  chief  of  staff  is  responsible  to  the 
governing  board  of  the  hospital,  and  to  it 
alone,  whatever  his  title,  whether  or  not  he 
is  salaried,  and  whether  or  not  he  is  elected 
by  the  staff.  This  is  another  frequently  mis- 
understood basic  principle.  It  is  especially 
confusing  when  the  chief  is  elected  by  the 
staff  and  he  mistakenly  believes  that  he  is 
primarily  beholden  to  his  electorate.  For 
this  and  other  reasons,  it  is  well  for  the 
governing  body  to  appoint  the  chief  of  staff 
directly.  Obviously  the  appointment  should 
be  made  in  consultation  and  in  collaboration 
with  the  medical  staff,  but  the  responsibility 
and  the  prerogative  rest  with  the  board.  It 
is  appropriate  for  the  staff  to  elect  additional 
officers  including  its  own  president  who 
serves  as  the  voice  of  the  staff. 

Finally,  the  importance  of  an  adequate 
and  up-to-date  set  of  medical  staff  bylaws 
deserves  strong  emphasis.  The  bylaws  should 
be  drafted  to  meet  the  specific  needs  of 
the  individual  staff,  they  must  be  explicit, 
and  they  must  cover  aU  staff  functions. 
Further,  they  must  be  reviewed  and  revised 
frequently  to  meet  the  changing  needs  of  a 
growing  staff.  As  in  all  other  hospital  affairs, 
the  medical  staff  bylaws  are  the  final  respon- 
sibility of  the  governing  board.  The  bylaws 
must  be  approved  by  the  board  before  they 
become  valid,  and  it  is  important  that  they 
be  made  a part  of  the  hospital’s  own  bylaws. 


In  summary,  certian  basic  principles  of 
medical  staff  function  are  becoming  better 
understood  and  are  receiving  deserved  em- 
phasis. The  hospital  is  a single  organization, 
not  separate  ones  for  the  medical  staff  and 
for  the  administration.  The  governing  board 
is  legally  and  morally  responsible  for  all 
that  takes  place  in  the  hospital,  including 
the  professional  standards  and  the  quality 
of  patient  care.  The  medical  staff  must  con- 
scientiously and  systematically  review  its 
clinical  practice  to  assure  the  maintenance 
of  high  standards  of  practice.  The  chief  of 
staff,  whether  salaried  or  not,  is  responsible 
to  the  governing  board  and  to  it  alone.  The 
appointment  of  a full-time  salaried  medical 
director  to  lead,  coordinate,  and  stimulate 
medical  staff  function  is  a salutary  trend. 
In  some  institutions,  his  leadership  is  supple- 
mented by  full-time  chiefs  of  major  clinical 
services.  Finally,  a precise,  detailed,  inclu- 
sive, and  up-to-date  set  of  medical  staff  by- 
laws is  an  essential  document,  and  it  must 
be  approved  and  adopted  by  the  governing 
board  as  well  as  by  the  medical  staff.  • 
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Management  of  the  pregnant  diabetic* 


Karl  E.  Sussman,  MD,  Denver 


In  spite  of  advances  in  diabetic  therapy, 
the  pregnant  diabetic  is  a challenge  for 
both  practitioner  and  researcher. 

Before  the  discovery  of  insulin  and  its  use 
in  treating  diabetes  mellitus,  few  diabetic 
females  became  pregnant  and  of  those  who 
did,  many  succumbed  to  ketoacidosis  during 
pregnancy.  Even  fewer  diabetic  patients  were 
able  to  carry  a baby  to  the  third  trimester. 
In  spite  of  all  the  advances  in  diabetic  ther- 
apy, the  pregnant  diabetic  and  her  offspring 
constitute  a challenge  for  the  practicing 
physician  and  researcher,  alike.  There  are 
two  aspects  of  the  problem  of  diabetes  and 
pregnancy:  first,  the  effects  of  diabetes  on 
the  outcome  of  pregnancy  and,  second,  the 
changes  in  the  patient’s  diabetes  produced 
by  pregnancy. 

Pregnancy  appears  in  many  respects  to  be 
diabetogenic.  The  incidence  of  diabetes  in- 
creases with  the  age  and  parity  of  the  patient. 
Many  insulin-requiring  diabetics  will  need 
a higher  dose  of  insulin,  particularly  during 
the  third  trimester  of  pregnancy.  A latent 
diabetic  state  may  be  unmasked  during  preg- 
nancy. The  diabetogenic  factors  of  pregnancy 
are  unknown.  There  is  increased  secretion 
of  growth  hormone,  adrenal  corticosteroids, 
estrogen  and  progesterone,  all  of  which  at 
times  have  been  incriminated  in  causing  im- 
paired carbohydrate  tolerance.  Recently  a 
placental  hormone  has  been  described  which 
impairs  carbohydrate  metabolism;  this  hor- 
mone has  been  designated  as  human  placental 
lactogen. 

The  effect  of  diabetes  on  pregnancy  is 
clearly  the  more  important  aspect  of  this 
overall  problem.  Maternal  mortality  does  not 
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seem  to  be  any  higher  in  the  diabetic  female 
than  in  the  non-diabetic  save  for  that  circum- 
stance in  which  the  patient  has  coronary 
artery  disease,  hypertension  or  impaired  re- 
nal function.  On  the  other  hand,  maternal 
morbidity  may  constitute  a rather  serious 
problem,  particularly  with  regard  to  retin- 
opathy or  extensive  diabetic  nephropathy. 
If  the  patient  has  a malignant  form  of  retin- 
opathy characterized  by  active  vitreous  hem- 
orrhaging, neovascularization  and  retinitis 
proliferans,  marked  diminution  of  visual 
acuity  may  occur  during  pregnancy.  While 
a number  of  patients  may  regain  some  of 
their  lost  vision  following  delivery,  it  is  com- 
mon for  the  patient  to  sustain  rather  per- 
manent ocular  damage.  For  many  years  this 
malignant  retinopathy  constituted  an  indica- 
tion for  therapeutic  abortion  in  the  pregnant 
diabetic. 

If  the  patient  has  severe  diabetic  neph- 
ropathy, this  condition  may  progress  relent- 
lessly during  pregnancy  and  ultimately  lead 
to  the  patient’s  demise.  When  dealing  with 
renal  disease  in  the  pregnant  diabetic,  it  is 
vital  to  make  the  differential  diagnosis  be- 
tween intercapillary  glomerulosclerosis,  pre- 
eclampsia or  toxemia,  and  pyelonephritis,  the 
latter  representing  treatable  conditions.  The 
diabetic  female  is  likely  to  have  increased 
difficulties  with  preeclampsia,  toxemia,  poly- 
hydramnios and  intrauterine  fetal  death. 

In  addition  to  the  problems  seen  in  the 
diabetic  mother,  special  care  has  to  be  given 
the  newborn.  These  babies  are  delivered  early 
to  prevent  the  catastrophe  of  intrauterine 
death,  and  consequently  many  are  premature. 
They  may  demonstrate  rather  characteristic 
macrosomia  with  increased  deposition  of  adi- 
pose tissue  and  marked  edema.  Consequently, 
a diabetic  female  may  deliver  a very  large 
baby,  weighing  10  to  13  poimds  yet  the  infant 
may  be  physiologically  immature.  Children 
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born  of  diabetic  mothers  have  an  increased 
incidence  of  the  acute  respiratory  distress 
syndrome  (hyaline  membrance  disease).  Be- 
cause of  islet  cell  hyperplasia,  these  babies 
may  develop  significant  hypoglycemia  in  the 
postpartum  period. 

On  the  basis  of  present  knowledge,  it  is 
difficult  to  explain  why  the  diabetic  female 
has  such  a difficult  pregnancy  and  why  many 
children  bom  of  diabetic  mothers  fare  so 
poorly.  Neither  hyper-  nor  hypoglycemia 
seem  to  present  any  significant  hazard  to  the 
outcome  of  the  pregnancy.  However,  the  de- 
velopment of  diabetic  ketoacidosis  is  associat- 
ed with  increased  fetal  mortality. 

The  question  of  whether  the  various  sex 
hormones  play  any  role  in  determining  the 
outcome  of  the  diabetic  pregnancy  is  still 
debated  and  unresolved.  In  measuring  var- 
ious sex  hormones  (estriol,  pregnandiol,  etc.) 
one  demonstrates  that  the  diabetic  female 
does  not  elaborate  the  same  quantity  of  these 
hormones  during  the  course  of  pregnancy  as 
her  non-diabetic  sister.  This  failmre  to  secrete 
proper  amounts  of  sex  hormones  in  the  dia- 
betic female  probably  represents  placental 
malfunction  and  not  a humoral  insufficiency 
state  which  needs  to  be  treated.  While  the 
level  of  sex  hormones  may  be  low  in  the 
diabetic  female,  replacement  of  these  hor- 
mones will  not  correct  the  various  other 
abnormalities  of  placental  function  which 
may  be  present.  One  might  conjecture  that 
giving  sex  hormones  in  the  treatment  of  the 
pregnant  diabetic  is  analagous  to  treating  the 
cough  of  the  pneumoccal  pneumonia  with 
codeine.  One  may  correct  the  symptom  with- 
out improving  the  basic  disease  process. 

The  evidence  appears  striking  that  the 
most  significant  factor  which  determines  the 
outcome  of  pregnancy  in  the  diabetic  female 
is  the  extent  of  vascular  disease.  The  greater 
the  duration  of  diabetes,  the  more  extensive 
the  vascular  disease,  the  more  likely  the 
patient  is  to  have  an  unsuccessful  pregnancy. 
For  this  reason  Dr.  Priscilla  White  of  Boston 
devised  a classification  of  pregnant  diabetics 
which  is  useful  not  only  in  terms  of  prognosis, 
but  also  provides  a good  indication  as  to 
what  therapy  must  be  employed  (Table  1). 
As  one  progresses  from  Class  A,  those  pa- 
tients who  have  only  an  abnormal  glucose 
tolerance  test,  to  the  patients  who  manifest 


diabetes  associated  with  vascular  disease,  for 
example  Class  F,  increasing  fetal  mortality 
and  spontaneous  abortion  are  observed.  The 
mechanism  by  which  extensive  vascular  dis- 
ease produces  increasing  fetal  difficulties  is 
unknown,  but  presumably  this  is  related  to 
vascular  insufficiency  involving  the  placenta 
with  the  subsequent  development  of  placental 
anoxia  and  malfunction. 

TABLE  1 

Class  A Abnormal  glucose  tolerance  test — carbo- 
hydrate abnormality  may  be  present  only 
during  pregnancy. 

Class  B Onset  of  diabetes  after  age  20  years 
Less  than  10  years  duration 
No  clinical  evidence  of  vascular  changes 
Class  C Onset  of  diabetes  before  age  20  years 

Duration  of  diabetes  greater  than  10  years 
No  vascular  changes 

Class  D Onset  of  diabetes  before  age  10  years 

Diabetics  showing  vascular  lesions,  i.e., 
retinopathy,  calcification  of  leg  vessels 
Class  E Pelvic  calcification  in  iliacs  or  uterine 
vessels 

Class  F Diabetic  nephropathy — azotemia 
Albuminuria  present 

Class  R Evidence  of  proliferating  retinopathy 

Table  2 lists  some  of  the  broad  principles 
which  must  be  considered  in  the  management 
of  the  pregnant  diabetic.  One  attempts  to 
achieve  as  good  chemical  control  of  diabetes 
as  is  practically  possible.  This  helps  to  pre- 
vent the  development  of  ketoacidosis,  which 
constitutes  a major  threat  to  fetal  survival. 
TABLE  2 

Management  of  the  Diabetic  Pregnancy 

1.  Physiological  control  of  diabetes 
Insulin  if  necessary 

Oral  hypoglycemic  agents  not  recommended 

2.  Diet 

Total  daily  caloric  intake — 30  Cal/Kg. 

Carbohydrate — 50  gms.  plus  usual  allowance 
Protein — 2 gms/kg. 

Fat — remainder  caloric  allotment 
Sodium — restricted  to  1200-1800  mg  daily 
Desired  weight  gain — less  than  12-13  pounds 
during  pregnancy 

3.  Prevent  edema,  hydramnios,  possible  toxemia 
Thiazide  diuretic 

Mercurial  diuretics 

4.  Female  sex  hormones 

5.  Delivery 
Timing 
Method 
Insulin  dose 
Possible  use  of  fructose 

6.  Management  of  the  newborn 
Premature  nursery 
Possible  use  of  fructose 
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If  dietary  control  is  not  sufficient  for  main- 
tenance of  normal  blood  glucose  levels,  in- 
sulin therapy  may  be  necessary.  Although 
the  evidence  is  not  clearcut,  the  oral  hypo- 
glycemic agents  are  not  recommended  for  the 
management  of  diabetes  in  this  setting  be- 
cause of  their  possible  teratogenicity.  Indeed, 
it  has  been  stated  that  these  agents  should 
not  be  administered  to  women  of  child-bear- 
ing age. 

During  pregnancy,  the  renal  threshold  for 
glucose  may  be  lowered.  It  is  imperative  that 
blood  glucose  values  be  obtained  to  assess 
the  state  of  diabetic  control  rather  than  rely 
on  the  urine  glucose  determination.  Keto- 
nuria  may  occur  during  pregnancy  and  does 
not  necessarily  signify  poor  diabetic  control. 

The  total  daily  caloric  intake  should  be 
in  the  range  of  30  calories  per  kilogram.  The 
patient  should  take  her  usual  carbohydrate 
allowance  plus  an  additional  50  grams  daily. 
The  protein  content  of  the  diet  should  be 
2 grams  per  kilogram,  and  the  fat  should 
make  up  the  remainder  of  the  caloric  allot- 
ment. These  diets  should  be  restricted  in 
sodium  content  in  an  attempt  to  prevent 
development  of  any  significant  edema.  The 
patient  should  not  gain  more  than  12-13 
pounds  of  weight  during  the  pregnancy. 

Use  of  hormones 

Thiazide  and  mercurial  diuretics  can  be 
^ administered  to  diminish  edema.  Thiazide  or 
mercurial  diuretics  probably  do  not  prevent 
, or  decrease  polyhydramnios  when  present. 

I There  has  been  some  suggestion  that  the 
thiazide  diuretics  might  prevent  the  develop- 
ment of  toxemia,  but  this  is  not  proven. 

The  question  of  the  use  of  female  sex 
hormones  has  already  been  alluded  to.  Often 
in  the  case  of  repeated  pregnancy  failures,  a 
physician  feels  compelled  to  place  patients 
on  a therapeutic  trial  of  hormones  and  then 
I a successful  pregnancy  ensues.  Whether  hor- 
t mones  have  been  helpful  under  this  circum- 
I stance  is  doubtful,  since  it  is  well  established 
! that  with  repeated  pregnancies  many  dia- 
betics eventually  may  have  a successful  out- 
come. 

Of  all  the  factors  which  are  critical  in  the 
management  of  the  pregnant  diabetic,  the 
most  outstanding  one  is  the  timing  of  de- 
livery. If  the  child  is  left  in  utero,  intra- 


uterine death  may  occur,  presumably  due  to 
placental  insufficiency.  On  the  other  hand, 
if  the  child  is  delivered  too  prematurely,  its 
survival  outside  of  the  uterus  may  be  greatly 
threatened. 

Delivery  of  diabetics 

There  is  no  precise  way  of  determining 
when  to  deliver  the  child  of  a diabetic  mother 
and  various  approaches  have  been  employed. 
Estimating  fetal  size  by  palpation  often  leads 
to  multiple  errors.  Recently,  the  use  of  ultra- 
sound and  x-ray  pelvimetry  has  led  to  in- 
creased accuracy  in  terms  of  estimating  fetal 
size.  It  is  hoped  that  this  method  will  enable 
the  physician  to  determine  more  precisely 
when  the  infant  should  be  delivered.  Urinary 
estriol  measurements  may  provide  some 
guide  as  to  placental  function.  When  urinary 
estriol  levels  fall  below  4 mg/24  hours,  the 
baby  should  be  delivered  promptly.  If  one 
observes  a progressive  fall  in  urinary  estriol 
measurements,  this  may  constitute  an  indica- 
tion for  early  dehvery.  The  unfortunate  as- 
pect of  measuring  urinary  estriol  levels  is 
that  this  is  a determination  which  is  not 
readily  available.  Furthermore,  urinary  es- 
triol levels  would  have  to  be  repeated  so 
frequently  as  to  make  this  somewhat  imprac- 
tical. Many  obstetricians  have  felt  that  the 
urinary  estriol  measurements  only  provided 
indication  of  placental  failure  in  the  setting 
of  toxemia  or  significant  renal  disease. 

On  the  basis  of  clinical  experience,  the 
infants  of  diabetic  mothers  should  be  de- 
livered according  to  a schedule  as  dictated 
by  the  duration  and  severity  of  their  diabetes 
(see  Table  1).  For  example,  in  many  centers 
Class  A diabetics  are  delivered  from  the  38th 
to  the  40th  week,  patients  in  Class  B are 
delivered  at  the  end  of  the  37th  week  of 
gestation,  and  patients  in  Class  C between 
36  and  37  weeks.  Patients  who  have  vascular 
complications,  Classes  D and  E,  should  usu- 
ally be  delivered  during  the  36th  week.  The 
Class  F diabetic  who  has  azotemia  should 
not  be  carried  beyond  the  35th  week.  While 
these  may  be  clinically  useful  criteria  for 
deciding  when  to  accomplish  delivery,  all  too 
often,  particularly  in  the  diabetic  population, 
it  is  difficult  to  determine  the  estimated  date 
of  confinement.  In  this  setting  other  indices 
besides  the  menstrual  history  are  iised  in 
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determining  the  week  of  gestation,  such  as 
the  first  perception  by  the  patient  of  fetal 
activity,  the  date  on  which  fetal  heart  sounds 
were  first  heard.  X-ray  films  of  the  fetus 
in  the  third  trimester  are  helpful  but  not 
necessarily  diagnostic  of  fetal  age. 

The  diabetic  patient  should  be  instructed 
that  if  fetal  activity  should  subside  suddenly, 
or  if  her  insulin  requirement  should  decrease 
precipitously,  the  physician  should  be  con- 
tacted immediately  because  the  fetus  may 
be  in  difficulty.  Likewise,  a change  in  fetal 
heart  tones  may  be  a sign  of  impending  death 
or  difficulty. 

The  method  of  delivery  will  vary  some- 
what with  the  physician’s  preference.  Suffice 
it  to  say  that  in  most  patients  usually  a trial 
of  induction  is  attempted,  albeit  that  an 
effort  is  made  to  avoid  a prolonged  labor  or 
difficult  operative  pelvic  delivery.  Primary 
Cesarean  section  is  undertaken  when  the 
results  of  induction  are  unsatisfactory,  that 
is,  when  labor  does  not  progress  within  a 
reasonable  period  of  time. 

With  regard  to  the  insulin  dose  during 
labor  and  subsequent  delivery,  one  must  be 
aware  that  the  elevated  insulin  requirement 
observed  during  the  third  trimester  may  fall 
precipitously  following  delivery  of  the  infant 
and  placenta.  In  many  centers  half  of  the 
pre-pregnancy  insulin  dose  is  administered 
before  delivery  and  depending  upon  the 
length  of  the  delivery  and  labor,  the  other 
half  given  12  hours  later.  If  the  insuhn  is 
given  according  to  this  schedule,  the  patient 
should  be  given  an  intravenous  drip  of  5 per 
cent  dextrose  in  water  in  order  to  prevent 
hypoglycemia. 

It  is  beyond  the  scope  of  this  paper  to 


discuss  extensively  the  management  of  the 
newborn.  Nevertheless,  although  these  are 
large  babies,  from  the  standpoint  of  their 
physiology,  many  of  them  are  premature  and 
need  careful  observation.  Consequently,  chil- 
dren born  of  diabetic  mothers  should  be  ad- 
mitted either  to  an  observation  nursery  or  to 
the  premature  nursery  in  order  to  receive 
special  attention.  Recently  McCann  and  co- 
workers have  reported  that  the  administra- 
tion of  fructose  to  a diabetic  mother  will  pre- 
vent hypoglycemia  in  the  newborn.  These 
authors  suggest  that  the  children  born  of 
diabetic  mothers  could  be  well  treated  with 
fructose  in  order  to  prevent  significsmt  hypo- 
glycemia. Clearly,  these  babies  can  be  treated 
with  a constant  infusion  of  glucose.  The  par- 
ticular advantage  that  fructose  offers  is  that 
it  is  slowly  converted  to  glucose  and  it  does 
not  seem  to  stimulate  the  hyperplastic  islets 
to  release  as  much  insulin  as  does  glucose. 
More  investigations  will  have  to  be  under- 
taken to  determine  whether  fructose  therapy 
is  indeed  effective  and  useful  in  preventing 
and  treating  hypoglycemia  in  the  newborn  ' 
of  diabetic  females. 

Summary 

Various  factors  involved  in  producing  the 
diabetogenic  effects  of  pregnancy  were  dis- 
cussed. Consideration  was  given  to  the  effects 
of  diabetes  on  the  outcome  of  pregnancy. 
Attention  was  directed  to  those  factors  which 
are  involved  in  producing  an  unfavorable 
pregnancy  in  the  diabetic  mother.  The  prin- 
ciples and  guidelines  to  be  used  in  managing 
a pregnant  diabetic  were  reviewed,  as  well 
as  some  suggestions  as  to  the  care  of  the 
newborn.  • 
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“Patch”  repair  of  large  duodenal  defects* 


Donald  P.  Elliott,  MD,  and  David  G.  Ashbaugh,  MD,  Denver 


Two  patients  with  large  duodenal  defects 
underwent  successful  primary  repair 
using  an  onlay  patch  of  jejunum.  This 
relatively  simple  procedure  restores 
continuity  without  compromise  of  the 
lumen,  avoids  the  pitfalls  of  direct 
closure,  and  the  prolonged  morbidity 
associated  with  indirect  methods 
of  treatment. 

The  repair  of  duodenal  fistulas  is  attended 
by  a high  rate  of  complications  and  frequent- 
ly poor  results.  Although  prompt  primary 
repair  of  acute  fistulas  is  the  treatment  of 
choice  and  is  often  successful/'^-^'^-®'®  chronic 
duodenal  fistulas  and  acute  fistulas  with  a 
large  defect  in  the  duodenal  wall  do  not  lend 
themselves  to  a primary  repair.  In  these  situ- 
ations, attempts  at  repair  have  proved  tech- 
nically difficult  and  have  carried  a high 
morbidity  and  mortality.’’-®  Indirect  methods 
such  as  sump  drainage,  gastroenterostomy, 
and  feeding  jejunostomy  have  been  employed 
most  often  in  an  attempt  to  avoid  the  prob- 
: lems  of  unsuccessful  direct  closure.  The  pro- 
longed morbidity  and  convalescence  associ- 
j ated  with  these  indirect  procedures  leaves 
I much  to  be  desired. 

, In  1963,  Kobold  and  Thai®  described  a 

r 

technic  for  managing  experimental  wounds 
I of  the  duodenum  using  an  onlay  patch  of 
' jejimum.  This  technic  provided  primary  clo- 
sure of  large  defects  of  the  duodenum  with- 
out interruption  of  continuity.  This  experi- 
mental work  has  been  confirmed  in  other 
laboratories.^®-^  At  the  present  time,  clinical 
experience  with  this  procedure  has  been  lim- 
ited to  the  use  of  the  patch  to  reinforce  a 
primary  closure  of  the  defect. Two  pa- 

I*This  paper  Is  from  the  Department  of  Surgery,  Uni- 
versity of  Colorado  Medical  Center.  Dr.  Elliott  is  Instructor 
in  Surgery  and  Dr.  Ashbaugh  is  Assistant  Professor  of 
I Surgery. 


tients  at  the  Colorado  General  Hospital  have 
now  undergone  successful  closure  of  large 
duodenal  defects  by  using  only  an  onlay 
patch. 

CASE  REPORTS 

Case  1.  A 23-year-old  farm  laborer  sustained 
a blunt  injury  to  the  abdomen  in  an  auto  accident. 
The  patient  was  admitted  to  a hospital  shortly 
after  the  accident,  and  abdominal  exploration  was 
promptly  performed.  Although  a large  retroperi- 
toneal hematoma  with  ecchymosis  was  noted,  the 
retroperitoneal  area  was  not  surgically  explored. 
Two  days  after  the  initial  operation,  a barium 
upper  gastrointestinal  roentgenographic  examina- 
tion demonstrated  a fistula  in  the  third  portion 
of  the  duodenum.  This  fistula  communicated  with 
a large  retroperitoneal  abscess  behind  the  ascend- 
ing colon  (Fig.  1).  At  a second  operation,  a sump 
drain  was  placed  through  the  right  flank  into  this 
abscess  cavity.  Sepsis  and  malnutrition  continued; 
the  skin  around  the  drain  was  digested  by  the 
duodenal  drainage.  Three  weeks  after  the  initial 
injury,  a gastrojejunostomy  and  tube  jejunostomy 
for  feeding  were  performed  in  an  attempt  to  by- 
pass the  fistula.  Suction  catheters  were  placed 
in  the  duodenum  both  proximal  and  distal  to  the 
fistula  (Fig.  2). 

Following  this  operation,  there  was  some  initial 
improvement.  The  patient’s  weight  stabilized  tem- 
porarily at  41  Kg.  The  pre-injury  weight  was  about 
54  Kg.  Over  the  next  two  months,  however,  re- 
current bouts  of  sepsis  and  episodes  of  gastro- 
intestinal hemorrhage  caused  further  debilitation 
and  the  patient’s  weight  dropped  to  30  Kg.  Three 
months  following  injury,  the  patient  was  trans- 
ferred to  Colorado  General  Hospital.  On  admission, 
the  patient  was  cachetic,  mentally  depressed,  and 
bedridden  (Fig.  3).  Upper  gastrointestinal  roent- 
genographic examination  again  demonstrated  the 
large  duodenal  fistula  communicating  with  a right- 
sided retroperitoneal  abscess.  Cultures  taken  from 
the  right  flank  drain  site  grew  out  a mixed  flora 
with  Escherichia  coli  and  Aerobacter  aerogenes 
predominating.  Staphylococcus  aureus,  coagulase 
positive,  was  repeatedly  recovered  from  blood  cul- 
tures. Specific  antibiotic  therapy  resulted  in  sub- 
sidence of  fever.  Ten  days  after  admission,  a severe 
upper  gastrointestinal  hemorrhage  occurred,  re- 
quiring multiple  transfusions.  Blood  was  recovered 
from  all  tubes — stomach,  duodenal,  and  jejimal. 
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The  bleeding  stopped  spontaneously,  following 
which  an  emergency  upper  gastrointestinal  roent- 
genographic  study  demonstrated  a gastric  ulcer 
and  a clot-filled  abscess  cavity.  Recurrent  hemor- 
rhage two  days  later  necessitated  an  emergency 
laparotomy.  The  stomach  was  opened  and  a 1.0 
cm.  ulcer  was  found  on  the  lesser  curvature. 
There  was  no  bleeding  from  this  ulcer.  The  hepatic 
flexure  of  the  colon  was  mobilized,  exposing  the 
duodenal  fistula  and  retrocolic  abscess  cavity. 


Fig.  1.  A.  Barium  examination  of  the  upper  gastro- 
intestinal tract  demonstrating  the  duodenal  fistula 
and  abscess  cavity.  B.  Diagrammatic  drawing 
showing  location  of  duodenal  and  colonic  fistulas 
and  abscess  cavity. 


GASTRODUODENOSTOMY  TUBES 
PROXIMAL  DISTAL 


FISTULA 

Fig.  2.  A.  Plain  film  of  the  abdomen  demonstrating 
various  drainage  tubes  and  feeding  jejunostomy. 
B.  Diagrammatic  drawing  of  the  same  situation. 

Active  arterial  bleeding  from  the  mesocolon  was 
traced  to  the  right  colic  artery  which  lay  adjacent 
to  the  duodenal  fistula  and  had  apparently  been 
eroded  by  the  duodenal  drainage.  A 1.0  cm.  fistula 
arising  from  the  posterior  surface  of  the  splenic 
flexure  of  the  colon  communicated  with  the  ab- 
scess cavity  and  duodenal  fistula.  The  duodenal 
fistula  measured  about  2x3  cm.,  and  comprised 
about  one-half  of  the  wall  of  the  duodenum.  The 
duodenal  defect  was  directly  over  the  vertebral 
column. 

Bleeding  from  the  right  colic  artery  was  con- 
trolled with  suture  ligature.  The  duodenal  defect 
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Fig.  3.  The  patient  three  months  after  injury, 
demonstrates  the  chronic  malnutrition  and  debili- 
tation commonly  seen  with  long  standing,  duodenal 


fistula. 

was  closed  by  bringing  a loop  of  jejunum  through 
the  mesocolon  and  suturing  it  over  the  fistula  with 
interrupted  4-0  black  silk  sutures.  No  attempt  was 
made  to  mobilize  the  duodenum  or  reduce  the  size 
of  the  defect  since  it  was  felt  that  such  maneuvers 
would  comprise  the  lumen  of  the  duodenum. 
Vagotomy  and  pyloroplasty  were  performed  and 
a gastrostomy  tube  placed  to  drain  the  stomach. 
The  distal  duodenum  was  decompressed  with  a 
Witzell-type  jejunostomy  tube  threaded  retrograde 
into  the  fourth  portion  of  the  duodenum.  The 
operation  was  completely  by  exteriorizing  the 
hepatic  flexure  of  the  colon  containing  the  colonic 
fistula.  The  retrocolic  abscess  was  evacuated  of 
blood  and  pus,  thoroughly  irrigated,  and  drained 
(Fig.  4). 

Postoperatively,  there  was  no  drainage  of 
duodenal  contents,  and  the  course  was  entirely 
uncomplicated  for  nine  days  when  fecal  drainage 
appeared  from  the  right  flank.  Digital  exploration 
through  the  proximal  limb  of  the  colostomy  con- 
firmed the  presence  of  a new  colonic  fistula.  An 
upper  gastrointestinal  roentgenographic  examina- 
tion demonstrated  an  intact  duodenum.  Thereafter, 
the  patient  was  maintained  on  a full  diet  and 
remained  afebrile,  but  did  not  gain  weight  and 
the  colonic  fistula  persisted. 

Seven  weeks  after  closure  of  the  duodenal 


tomical  situation  following  closure  of  the  fistula 
with  a jejunal  patch.  Vagotomy  and  pyloroplasty 
and  colostomy  have  also  been  accomplished. 

fistula,  an  end-to-side  ileo-transverse  colostomy 
was  performed  to  bypass  the  ascending  colon.  The 
jejunal  onlay  patch  was  not  visualized  at  this 
operation  (Fig.  5).  Following  this  procedure,  the 
fecal  fistula  promptly  closed,  the  patient  gained 
weight,  and  was  discharged  home  for  further  con- 
valescence. 

Two  months  after  discharge,  the  patient  was 
electively  re-admitted  for  resection  of  the  ascend- 
ing colon  and  the  colostomy.  His  weight  at  this 
time  was  53  Kg.,  just  1 Kg.  below  his  pre-injury 
weight,  and  he  felt  well  (Fig.  6).  Removal  of  the 
ascending  colon  and  hepatic  flexure  exposed  the 
jejunal  patch  which  was  well-healed  (Fig.  7). 
The  postoperative  course  was  complicated  by  a 
minor  wound  infection.  The  patient  is  now  one 
year  postinjury  and  has  returned  to  his  former 
employment  as  a farm  laborer. 


Fig.  5.  Diagrammatic  representation  of  the  ana- 
tomical situation  following  ileo  transverse  colos- 
tomy to  bypass  the  proximal  colonic  fistula.  Jejunal 
patch  graft  is  not  shown. 
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Fig.  6.  The  patient  before  the  final  procedure 
showing  the  colostomy  appliance.  Normal  weight 
has  been  regained. 


Case  2.  A 60-year-old  farmer  entered  the  hos- 
pital with  history  of  peptic  ulcer  for  16  years.  In 
1951,  a duodenal  perforation  was  repaired,  and 
in  1957  he  had  laparotomy  for  division  of  adhe- 
sion. For  three  months  before  admission  he  had 
had  numerous  bouts  of  vomiting  and  on  one 
occasion  vomited  blood.  Roentgenographic  exam- 
ination of  the  stomach  demonstrated  a deformed 
duodenum  and  a widened  “c”  loop.  Symptoms 
rapidly  subsided  on  diet  and  anti-acids,  but  re- 
peated stool  specimens  were  positive  for  occult 
blood.  Histamine  stimulation  of  acid  secretion 
resulted  in  the  production  of  16  mEq.  of  free  acid 
and  18.4  mEq.  total  acid  per  hour.  Persistence  of 
occult  bleeding  and  possibility  of  tumor  were 
indications  for  operation.  The  patient  underwent 
vagectomy  and  antrectomy  and  continuity  was 
restored  by  a gastro-duodenostomy.  Pyloric  and 
gastric  ulcers  were  found  in  the  specimen.  The 
operation  was  uneventful  and  his  immediate  post- 
operative course  was  satisfactory.  He  was  begrm 
on  clear  liquids  on  the  fourth  postoperative  day 
and  advanced  to  low  residue  6-feeding  diet  by 
his  seventh  postoperative  day.  On  his  ninth  post- 
operative day  he  complained  of  shoulder  pain. 
Over  the  next  two  days  this  pain  persisted. 
Roentgenograms  demonstrated  free  air  under  the 
diaohraoms.  On  re-exploration  of  the  abdomen  a 
2 cm.  defect  was  foimd  in  the  anterior  wall  of 


Fig.  7.  Diagrammatic  representation  of  the  final 
anatomic  situation  following  resection  of  the 
ascending  colon  and  colostomy. 


the  duodenum  adjacent  to  the  anastomosis.  The 
remainder  of  the  anastomosis  appeared  intact.  A 
loop  of  proximal  jejunum  was  sutured  over  the 
defect  using  one  layer  of  interrupted  4/0  silk 
sutures.  No  attempt  was  made  to  approximate 
edges  of  the  defect  by  suture.  A feeding  jejunos- 
tomy  was  placed  proximal  to  the  patch,  and  the 
abdomen  was  closed  after  thorough  irrigation 
with  normal  saline.  The  postoperative  course  was 
uncomplicated.  Jejunostomy  feedings  were  begun 
on  the  fifth  postoperative  day.  A dye  contrast 
study  of  the  stomach  was  done  on  the  eighth 
postoperative  day  and  demonstrated  a patent 
anastomosis  without  evidence  of  leak.  Oral  feed- 
ings were  begun  on  the  13th  day  and  were  rapidly 
advanced  to  a 6-feeding  bland  diet.  The  jejunos- 
tomy tube  was  pulled  on  the  15th  day  and  the 
patient  was  discharged  from  the  hospital  on  the 
19th  postoperative  day.  He  was  last  seen  four 
months  after  his  operation  and  was  entirely 
asymptomatic.  He  had  gained  18  pounds  in  weight 
and  ate  all  foods  without  discomfort. 

Comment:  This  fistula  probably  resulted  from 
devascularization  of  a portion  of  the  duodenum. 
Repair  in  the  acute  stage  using  the  patch  technic 
was  accomplished  without  difficulty  and  avoided 
the  need  for  a new  anastomosis. 

Discussion 

General  management  of  the  patient  with 
a large  duodenal  fistula  is  frequently  compli- 
cated by  the  loss  of  large  volumes  of  fluids 
and  electrolytes,  sepsis,  and  progressive  mal- 
nutrition. Pancreatitis,  jaundice,  hemorrhage, 
and  skin  necrosis  are  common.^’^®  Duodenal 
fistulas  differ  from  other  intestinal  fistulas, 
at  least  in  degree,  in  the  following  ways: 
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1.  Large  volumes  of  fluid  pass  through 
the  duodenum. 

2.  Intraluminal  pressures  in  the  duode- 
num are  high  with  an  average  range  of  30  to 
75  cm/HjO,  and  a high  140  cm/HgO  in  normal 
subjects.^^ 

3.  The  digestive  action  of  the  pancreatic 
and  duodenal  enzymes  interferes  with  heal- 
ing of  the  fistula. 

4.  Duodenal  mucosa  tends  to  pout  out  of 
the  defect,  producing  a mucosal  lined  fistula. 

5.  The  defects  tend  tO'  be  of  relatively 
large  size,  often  comprising  one-half  or  more 
of  the  duodenal  circumference. 

Direct  suture  closing  of  large  defects  is 
frequently  unsuccessful.  High  intraluminal 
pressures  may  disrupt  a fresh  suture  line  and 
the  proximity  of  the  common  bile  duct  and 
the  pancreatic  ducts  limit  mobilization,  re- 
section and  anastomosis.  The  frequent  pres- 
ence of  infection  and  the  lack  of  a serosal 
layer  on  the  retroperitoneal  portion  of  the 
duodenum  may  comprise  closure.  Even  if 
successful,  primary  closure  of  large  defects 
may  seriously  narrow  the  lumen. 

The  use  of  a jejunal  onlay  patch  offers 
the  advantages  of  a direct  attack  on  an  estab- 
lished fistula  and  if  successful  avoids  the 
fluid,  electrolyte,  and  nutritional  problems 
that  arise.^®  Experimental  work  in  animals 
has  shown  that  the  serosal  surface  of  the 
jejunum  effectively  resists  digestion,  and  an 
intact  loop  of  bowel  can,  therefore,  be  used 
as  a patch.  The  duodenal  mucosa  gradually 
grows  out  to  cover  the  defect.®'i“'“  Use  of 
this  technic  in  humans  has  been  limited. 
Wolfman,  et  al.,“  used  a jejunal  onlay  patch 
to  re-enforce  a primary  closure  of  a lateral 
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duodenal  fistula.  BaUinger,  et  al.,*^  have  re- 
cently reported  a similar  case  where  a 
“patch”  was  used  to  re-enforce  an  incomplete 
primary  closure.  In  the  present  patients, 
suture  closure  of  the  large  defect  was  not 
attempted,  and  total  reliance  was  placed  on 
the  jejimal  onlay  patch  which  formed  a new 
duodenal  wall.  Even  though  one  patch  lay 
in  the  middle  of  an  abscess  cavity  in  a chron- 
ically debilitated  patient,  healing  of  the  fis- 
tula was  prompt  and  complete,  demonstrating 
the  effectiveness  of  the  procedure. 

The  following  features  contribute  to  the 
success  of  this  technic:  (1)  Resistance  of  the 
serosa  of  the  jejrmum  to  digestion;  (2)  pres- 
ervation of  maximum  duodenal  blood  supply 
is  assured  since  the  patch  can  be  placed 
without  mobilization  of  the  duodenum;  (3) 
the  duodenal  lumen  is  not  comprised;  and 
(4)  the  suture  line  can  be  placed  in  healthy 
tissue  away  from  the  edges  of  the  fistula. 


The  prompt  recovery  and  rapid  resump- 
tion of  oral  nutrition  in  both  patients  was 
gratifying,  and  confirmed  the  experimental 
and  clinical  observations  of  others.®'^®'^'^^ 
The  technical  ease  with  which  the  procedure 
is  accomplished,  and  the  good  results  ob- 
tained, indicate  that  this  procedure  is  a useful 
addition  to  the  surgeon’s  armamentarium  and 
is  deserving  of  further  clinical  trials. 

The  co-existing  communicating  colonic  fis- 
tula in  the  first  patient  bears  mention.  Benign 
duodeno-colic  fistulas  are  rare.  Starzl,  et  al.,^® 
in  1959,  were  able  to  find  23  cases  in  the 
world  literature  and  added  one  of  their  own. 
In  1963,  Higgins^^  reported  a case  and  cited 
evidence  of  27  others.  Most  instances  of 
duodeno-colic  fistula  occur  with  ulcerative  or 
inflammatory  disease.  The  present  case  is 
the  first  reported  to  have  followed  blunt 
trauma  to  the  abdomen.  • 
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Infantile  arteriosclerosis 

George  H.  Khoury,  MD,  and 
C.  Richard  Hawes,  MD,  Denver 

Generalized  arteriosclerosis  is  a rare  and 
fatal  disease  in  infancy  and  childhood.  The 
etiology  is  still  unknown.  In  1959,  Moran,  et 
al.,^  reviewed  the  literature  and  summarized 
the  findings  in  forty-four  cases.  Recently 
three  more  cases  have  been  reported.^'  ^ The 
disease  also  has  been  described  as  generahzed 
arterial  calcification^-  ® and  medial  calcifica- 
tion of  the  arteries.’^  In  the  majority  of  cases 
the  diagnosis  was  made  at  necropsy  or  a few 
days  before  death,  so  that  the  clinical  course 
and  progress  of  the  disease  has  not  been 
adequately  documented. 

This  is  a report  of  a 17-month-old  girl  with 
generalized  arteriosclerosis  in  whom  the  di- 
agnosis was  suggested  after  radiologic  dem- 
onstration of  calcification  in  the  arteries  of 
the  extremities  four  months  prior  to  her 
death. 

CASE  REPORT 

M.  C.  was  admitted  to  Denver  Children’s  Hos- 
pital at  13  months  of  age  with  anorexia,  loss  of 
weight,  weakness  and  generalized  body  swelling 
and  3 espiratory  distress.  Family  history  was  non- 
contributory. 

PHYSICAL  EXAMINATION:  The  patient  was 
acutely  ill,  extremely  irritable  and  seemed  to  have 
generalized  mascular  tenderness  so  that  she 


screamed  when  she  was  touched.  Her  lower  ex- 
tremities were  always  in  a frogleg  position.  She 
weighed  20  pounds.  Her  temperature  was  101°  F., 
pulse  160/minute,  respiratory  rate  68/minute,  and 
blood  pressure  105/70.  The  skin  was  mottled  and 
the  lips  were  slightly  dusky.  There  was  periorbital 
swelling  as  well  as  non-pitting  edema  of  the  dor- 
sum of  both  hands  and  feet.  The  left  precordium 
was  bulging.  The  cardiac  P.M.I.  was  palpable  in 
the  fifth  left  intercostal  space  in  the  anterior 
axillary  line.  The  heart  tones  were  muffled,  a 
gallop  rhythm  was  present  and  a grade  i/6  soft, 
systolic  murmur  was  heard  over  the  mitral  area. 
There  were  bilateral  basal  inspiratory  rales.  The 
abdomen  was  slightly  distended.  The  liver  was 
palpable  5 cm.  below  the  right  costal  margin  and 
its  edge  was  rounded  and  tender.  There  was  gen- 
eralized muscular  wasting  and  tenderness  espe- 
cially around  the  knee  joint.  The  extremities  were 
hypotonic  but  the  reflexes  were  present. 

LABORATORY  DATA:  The  hemoglobin  was 
12.3  gm.  % and  the  white  count  was  14,300/cu. 
mm.  with  a normal  differential.  Urinalysis  was 
normal.  The  electrocardiogram  on  admission  was 
abnormal  (Fig.  la).  A chest  x-ray  (Fig.  2)  showed 
gross  enlargement  of  the  cardiac  shadow.  Scurvy 
was  suggested  because  of  the  frogleg  position  and 
irritability  and  tenderness  of  the  extremities.  An 
x-ray  of  the  wrists  and  knees  showed  no  scurvy 
but  vascular  calcification  was  present  (Fig.  3). 
The  diagnosis  of  infantile  arteriosclerosis  was  sus- 
pected. Serum  oxalocetic  transaminase  was  169 
units.  Lactic  acid  dehydrogenase  was  1220  units. 
Several  blood  calcium  and  phosphorus  levels  were 
within  normal  limits. 


Fig.  1 (a).  Electrocardiogram  on  admission.  T 
waves  flat  in  standard  leads  I,  II,  and  V^.  P wave 
biphasic  in  V^. 


Fig.  1 (b).  Electrocardiogram  two  months  later 
(third  admission)  showing  evidence  of  left  ven- 
tricular hypertrophy. 
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HOSPITAL  COURSE;  The  patient  improved  on 
oxygen,  digitalis,  antibiotics  and  mercuhydrin.  A 
repeat  cardiac  x-ray  revealed  a diminution  in  the 
heart  size.  Lactic  acid  dehydrogenase  dropped  to 
800  units.  The  patient’s  cardiac  failure  was  con- 
trolled. She  was  discharged  in  fair  condition  on 
digoxin,  nicotinic  acid  and  skim  milk  formula  to 
be  readmitted  two  months  later  because  of  severe 
conjestive  heart  failure.  Her  final  hospital  course 
was  a stormy  one  with  intractable  heart  failure 
in  spite  of  the  decongestive  measures.  She  had 
repeated  episodes  of  cardiac  dyspnea  associated 
with  cyanosis,  excessive  sweating  and  what  seemed 
to  be  severe  precordial  pain.  Serial  electrocardio- 
graphic tracings  were  taken  during  that  time  but 
failed  to  reveal  any  evidence  of  myocardial  infarc- 
tion. They  did  show  increasing  left  ventricular 
hypertrophy  (Fig.  lb).  She  was  extremely  fussy 
and  irritable,  but  was  more  comfortable  in  the 
knee-chest  position.  During  the  last  three  weeks 
she  was  kept  on  constant  oxygen  therapy  and  mor- 
phine. She  died  after  a prolonged  episode  of 
cardiac  asthma.  An  autopsy  was  performed  four 
hours  after  death. 

GROSS  PATHOLOGY:  The  heart  was  greatly 
enlarged,  weighing  206  gm.  (normal  48  gm.).  The 
coronary  arteries  were  prominent,  slightly  tortuous 
and  cordlike.  The  left  ventricle  was  hypertrophied 
and  firm.  Its  ventricular  wall  measured  10  mm. 
while  the  right  ventricular  wall  measured  6 mm. 


Fig.  2.  Chest  roentgenogram  showing  gross  cardiac 
enlargement  with  pulmonary  congestion  and  bi- 
lateral pleural  fluid. 


Fig.  3.  Calcified  arteries  in  the  forearm. 


The  endocardium  of  the  left  ventricle  was  thick- 
ened and  gray.  There  was  a raised  yellow  plaque 
measuring  3x3  mm.  in  the  left  ventricular  out- 
flow tract.  Examination  of  the  remaining  organs 
was  unremarkable  except  for  congestion. 

HISTOLOGIC  EXAMINATION:  Calcifications 
and  arteriosclerotic  changes  were  seen  in  sections 
of  the  coronary  arteries  as  well  as  in  the  small 
arteries  of  the  lungs,  mesentery,  thyroid,  kidneys, 
spleen  and  periadrenal  tissues.  The  aorta,  medium 
size  arteries  and  small  arterioles  showed  that  the 
calcific  process  occurs  in  successive  stages.  In 
some  sections,  there  was  only  thickening  and 
fragmentation  of  the  internal  elastic  lamina.  In  ; 
others,  there  were  patchy  or  streaky  deposits  of  ‘ 
basophilic  granules  of  calcium  salt  in  the  media  i 
as  there  were  calcific  metachromatic  bands  en-  ■ 
circling  the  wall  of  the  artery  (Figs.  4a  and  4b).  , 
There  was  mild  to  severe  fibroblastic  proliferation 
of  the  intima.  The  left  ventricle  showed  fibro- 
blastic thickening  of  the  endocardium.  The  myo- 
cardial cells  were  hypertrophied  and  edematous. 
No  infarction  was  seen. 


Comment 

Several  factors  related  to  the  etiology, 
clinical  picture  and  prognosis  of  infantile 
arteriosclerosis  merit  discussion.  Although  ’■ 
many  theories  have  been  offered  in  previous  u 
case  reports,®’  ®’ “ the  etiology  of  this  dis-  I 
ease  remains  obscure.  Medial  calcification  of  i 
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the  arteries  has  been  noted  in  severe  infec- 
tions, syphilis,  chronic  renal  disease,®*  ® hyper- 
vitaminosis  hyperparathyroidism,'®  pro- 
geria, bone  diseases  with  disturbance  in  the 
serum  calcium  and  phosphorus®  and  in 
allergic  diseases.'®  Previous  reports  of  famil- 
ial incidence  suggest  a genetic  factor.'®  Re- 
cently Stoetzer"'  postulated  that  anemia  with 
secondary  hypoxia  may  cause  arteriosclerosis 
in  infancy. 

The  basic  lesions  in  infantile  arterioscle- 
rosis is  a generalized  involvement  of  the 
small,  medium,  and  occasionally  the  large 
arteries.  The  histopathologic  changes  consist 
of  thickening  and  fragmentation  of  the  in- 
ternal elastic  lamina,  followed  by  the  appear- 
ance of  basophilic  calcium  streaks  or  patches 
in  the  media.  As  the  disease  progresses,  com- 
plete replacement  of  the  media  with  calcific 
bands  occurs.  Fibroblastic  proliferation  of 
the  intima  may  be  either  mild  or  severe 
enough  to  cause  luminal  occlusion.  The  asso- 
ciation of  endocardial  fibroelastosis  with  gen- 
eralized arteriosclerosis  in  our  case  has  been 
described  previously  by  Thomas,  et  al.,  in 
1956.'®’  ®’  ® It  is  uncertain  which  is  the  initial 
lesion. 


Fig.  4 (a).  Medium  sized  arteriole  with  fragmented 
internal  elastic  lamina  and  hypertrophied  media. 
(H&E  stain.  X 100) 


Fig.  4 (b).  Calcific  band  in  the  media  with  fibro- 
blastic proliferation  of  the  intimae.  (H&E  stain. 
XlOO) 

The  age  incidence  of  the  disease  varies 
from  birth®  to  late  childhood,^*  ® but  it  is  most 
common  during  the  first  few  months.  The 
clinical  features  are  variable  but  usually  per- 
tain to  the  cardiovascular  system.  Loss  of 
weight,  fever,  generalized  weakness,  pallor 
with  cyanosis,  respiratory  distress  and  ex- 
treme irritability  dominate.  Cardiomegaly  is 
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invariably  present.  The  heart  tones  are  usu- 
ally distant  indicating  poor  myocardial  func- 
tion. Murmurs  are  inconstant.  Muscular  ten- 
derness and  weakness  may  be  the  result  of 
poor  blood  supply.  Extreme  irritability,  a 
withdrawn  attitude,  anginal  pain  and  intract- 
able heart  failure  characterized  the  final  epi- 
sode of  the  disease  in  our  case. 

The  electrocardiogram  is  non-specific.  It 
may  be  normal  early  in  the  disease.  Signs  of 
myocardial  infarction  have  been  described,'^’ 
18, 19  were  absent  in  our  case.  Enzymatic 
studies  indicated  myocardial  involvement  and 
ischemia.  The  differentiation  of  infantile 
arteriosclerosis  from  other  causes  of  cardio- 
megaly  such  as:  endocardial  fibroelastosis, 
anomalous  origin  of  the  left  coronary  artery 
and  glycogen  storage  disease  of  the  heart, 
depends  on  the  roentgenological  demonstra- 
tion of  calcification  along  the  path  of  the 
arteries.^®  The  radiologic  examination  of  the 


extremities  appears  to  provide  the  most  con- 
vincing evidence  for  the  diagnosis  of  arterio- 
sclerosis. The  prognosis  of  infantile  arterio- 
sclerosis is  grave.  The  course  is  relentless, 
deterioration  ending  in  death  in  spite  of  ther- 
apy. In  retrospect  one  wonders  if  chelating 
agents  (EDTA)  would  have  been  effective  in 
this  particular  case,  as  some  successful  re- 
sults have  been  claimed  with  these  agents  in 
the  treatment  of  adult  atherosclerosis.^^ 

Summary 

The  clinic  course  of  infantile  arterioscle- 
rosis occurring  in  a 17-month-old  girl  has 
been  reported  and  discussed.  It  is  to  be 
stressed  that  the  diagnosis  was  established 
by  the  radiological  demonstration  of  calcifi- 
cation in  the  arteries  of  the  extremities.  No 
cause  was  found  to  explain  the  mechanism 
of  arteriosclerosis  from  either  the  laboratory 
data  or  the  pathological  findings.  • 
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72nd  Annual  Scientific  Sessions 

of  the 


Utah  State  Medical  Association 

September  13-15,  1967 
Hotel  Utah  Motor  Lodge 


Wednesday,  September  1 3 

Morning 

Diagnosis  and  Management  of  Hypercalcemia 

JOHN  E.  BETHUNE,  M.D.,  Associate  Professor  of 
Medicine,  University  of  Southern  California,  Los 
Angeles 

Differential  Diagnosis  of  Anemias 

STEVEN  O.  SCHWARTZ,  M.D.,  Director,  Depart- 
ment of  Hematology,  Hektoen  Institute  for  Medical 
Research,  Chicago 

The  Effect  of  Prenatal  Rubella  on  Communication  in 
Children 

JOHN  E.  BORDLEY,  M.D.,  Otolaryngologist-in- 
Charge,  The  Johns  Hopkins  Hospital,  Baltimore 

Trigeminal  Neuralgia 

ROBERT  B.  KING,  M.D.,  Professor  of  Neurological 
Surgery,  State  University  of  New  York,  Syracuse 

Endocrine  Eye  Disease — Diagnosis 

GILBERT  W.  CLEASBY,  M.D.,  Director,  Ophthalmo- 
logical  Residency  Training  Program,  Presbyterian 
Medical  Center,  San  Francisco 

Luncheon  Program  — Cardiology  in  My  Time 

PAUL  DUDLEY  WHITE,  M.D.,  Boston  (Physician 
to  former  President  Dwight  D.  Eisenhower) 


Afternoon 

Hematology  Without  a Microscope 

STEVEN  O.  SCHWARTZ,  M.D. 

The  Pathology  of  Deafness 

JOHN  E.  BORDLEY,  M.D. 

Endocrine  Eye  Disease — Treatment 

GILBERT  W.  CLEASBY,  M.D. 

Sources  of  Diagnostic  Error  in  Patients  Receiving 
Estrogens  or  Oral  Contraceptives 

DON  H.  NELSON,  M.D. 

Inducing  Ovulation  With  Human  Menopausal 
Gonadotropin 

HOWARD  G.  McQUARRIE,  M.D. 

Antibiotic  Therapy  of  Commonly  Encountered  Infections 

WILLIAM  M.  M.  KIRBY,  M.D.,  Professor  of 
Medicine,  University  of  Washington  School  of 
Medicine,  Seattle 


Thursday,  September  14 

Morning 

Myxedema:  Early  and  Late  Manifestations 

THOMAS  F.  FRAWLEY,  M.D.,  Professor  and 
Chairman,  Dept,  of  Internal  Medicine,  St.  Louis 
University  School  of  Medicine 

Clinical  Pharmacology  of  Newer  Antibiotics 

WILLIAM  M.  M.  KIRBY,  M.D. 

Cervical  Spondylosis 

ROBERT  B.  KING,  M.D. 

Surgical  Treatment  of  Spinal  Cord  Meningiomos 

BRUCE  F.  SORENSEN,  M.D. 

A Report  on  277  Intra-Arterial  Infusions  for 
Advanced  Malignant  Disease 

CHARLES  R.  SMART,  M.D. 

Calcification  in  Malignant  Tumors 

DRS.  HENRY  P.  PLENK  and  ALLAN  FREEMAN 

Morphologic  Changes  in  Bronchial  Epithelium  of 
Long-Term  Cigarette  Smokers 

CYRIL  D.  FULLMER,  M.D. 

The  Use  of  Enfoliative  Cytology  in  Daily  Medical  Practice 

HARLAN  J.  SPJUT,  M.D.,  Professor  Pathology, 
Baylor  University  College  of  Medicine 

Luncheon  Program 

MEDICINE  AND  RELIGION 

Afternoon 

Hypoglycemic  States 

THOMAS  F.  FRAWLEY,  M.D. 

Computer-Based  Bedside  Monitoring  of  Postoperative 
Cardiac  Patients 

DRS.  ALAN  F.  TORONTO,  HOMER  R.  WARNER 
and  REED  M.  GARDNER 

Complications  in  Permanent  Electrical  Pacing  of  the  Heart 

DRS.  C.  HILMON  CASTLE  and  H.  V.  LIDDLE 

The  Correlation  of  Selective  Coronary  Arteriography 
and  Clinical  Symptoms 

HAROLD  V.  LIDDLE,  M.D. 

Esophageal  Reflux  and  Hiatal  Hernia  in  Infants 
and  Children 

JUDSON  G.  RANCXJLPH,  M.D.,  Surgeon-in-Chief, 
Children's  Hospital  of  the  District  of  Columbia 

Congenital  Dislocation  of  the  Hip 

PAUL  A.  PEMBERTON,  M.D. 

Current  Concepts  and  Therapy  of  Osteoporosis 

JOHN  E.  BETHUNE,  M.D. 
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Evening 

Presidents'  Reception  and  Banquet 

Featured  Speaker:  THOMAS  M.  TIERNEY,  Director, 
Bureau  of  Health  Insurance,  Social  Security 
Administration,  Baltimore 


Friday,  September  15 

Morning 

The  Nature  of  the  Psychotherapeutic  Process 

JUDD  MARMOR,  M.D.,  Director,  Division  of 
Psychiatry,  Cedars-Sinai  Medical  Center,  Los  Angeles 


Program 

Speakers 


Primary  Prevention  of  Emotional  Illness  and  the  Schools 

MERRITT  H.  EGAN,  M.D. 

The  Value  of  Vagotomy  and  Drainage  Operations 
for  the  Treatment  of  Duodenal  Ulcer 

RENE'  MENGUY,  M.D.,  Professor  and  Chairman, 

Dept,  of  Surgery,  University  of  Chicago 
School  of  Medicine 

A New  Concept  in  the  Treatment  of  Hepatic  Trauma 

DRS.  N.  FREDERICK  HICKEN,  A.  JAMES 
McAllister  and  Charles  EDWARDS  John  E.  Bordley,  M.D.  G.  W.  Cleasby,  M.D. 


Polypoid  Lesions  of  the  Colon 

HARLAN  J.  SPJUT,  M.D. 

Gross  Diagnosis  of  Pelvic  Pathology  at  the  Operating  Table 

JAMES  A.  MERRILL,  M.D.,  Professor  and  Head, 
Dept,  of  Gynecology  and  Obstetrics,  University  of 
Oklahoma  Medical  Center 

University  of  Utah  Experience  in  Renal  Transplantation 

DRS.  KEITH  REEMTSMA  and  LAWRENCE  E. 
STEVENS 

Home  Dialysis  Versus  Transplantation 

WILLEM  J.  KOLFF,  M.D. 

Luncheon  Program 

NORAD  (presented  by  U.  S.  Air  Force) 


Afternoon 

Gastric  Mucus  in  the  Etiology  of  Peptic  Ulcer 

RENE'  MENGUY,  M.D. 


Some  Vagaries  of  Endometriosis 

JAMES  A.  MERRILL,  M.D. 


Robert  B.  King,  M.D.  W.  M.  M.  Kirby,  M.D. 


Rene'  Menguy,  M.D.  J.  A.  Merrill,  M.D. 


Tracheal  Stenosis  Due  to  Aberrant  Left  Pulmonary  Artery 

DRS.  CONRAD  B.  JENSEN  and  RUSSELL  M. 
NELSON 


Plastic  Reconstruction  of  the  Mitral  Valve 

W.  RAY  RUMEL,  M.D. 


Intersexual  Abnormalities 

JUDSON  G.  RANDOLPH,  M.D. 


Changing  Gender  Role  Patterns  in  Contemporary  Society 

JUDD  MARMOR,  M.D. 


S.  O.  Schwartz,  M.D. 


Harlan  J.  Spjut,  M.D. 


John  E.  Bethune,  M.D. 


T.  F.  Frawley,  M.D. 


Judd  Marmor,  M.D. 


J.  G.  Randolph,  M.D. 


Paul  D.  White,  M.D. 
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97th  Annual  Session  — Colorado  Medical  Society 

Wednesday  through  Saturday  — September  20-23,  1967 
The  Broadmoor  Hotel  — Colorado  Springs 


(In  cooperation  with  the  following  societies:  Colorado  Gynecological  and  Obstetrical 
Society,  Colorado  Society  of  Internal  Medicine,  Denver  Academy  of  Surgery,  Colorado 
Chapter  of  the  American  Academy  of  Pediatrics,  Colorado  Otolaryngological  Society, 
Rocky  Mountain  Chapter  of  the  Western  Orthopedic  Association.) 


Wednesday,  September  20 

8:30  a.m.-  2:00  p.m. — Orientation  Course 

9:00  o.m. — Constitution,  By-Laws  and 
Credentials  Committee 

9:30  o.m. — Judicial  Council 

10:00  o.m. — House  of  Delegates 

2:00  p.m.-  9:00  p.m. — Committee  on  Medicine  and 
Religion-Workshop  & Dinner 

2:00  p.m. — Reference  Committee  Meetings 


Thursday,  September  21 

9:00  o.m. — Medical  Support  of  NASA  Manned  Space 
Flight  Missions 

DUANE  CATTERSON,  M.D. 

10:30  a.m. — Panel  on  Shock 

Participants: 

WILLIAM  C.  SHOEMAKER,  M.D. 
ROBERT  H.  BARTER,  M.D. 

HERBERT  SHUBIN,  M.D. 

ALVIN  S.  ISAACSON 

6:30  p.m. — Annual  Dinner  Donee 

Allen  Uhles  Orchestra 


Friday,  September  22 

9:00  a.m. — Practitioners  Role  in  the  Planning  of 
Medical  Education 

JOHN  S.  MILLIS,  Ph.D. 


10:30  a.m. — Role  of  Computers  in  the  Management  of 
Critically  III  Patient 

HERBERT  SHUBIN,  M.D. 

i 

1 1 :00  o.m. — Injuries  About  the  Elbow  Joint  in  Children  . 

ALVIN  S.  ISAACSON,  M.D. 

1 1 :30  o.m. — The  Choice  of  a "New"  or  "Old"  Antibiotic  i 
ALLEN  W.  MATHIES,  M.D.,  Ph.D. 

12:00  noon — Initial  Evaluation  of  the  Severely  Injured 
Patient 

WILLIAM  C.  SHOEMAKER,  M.D. 

12:30  p.m. — COMPAC  Luncheon 
2:00  p.m. — House  of  Delegates 

Stag  Smoker — Golf  Club 


Saturday,  September  23  ,- 

( 

8:00  o.m. — House  of  Delegates,  installation  of  Officers  v- 

9:00  a.m. — Medicare  Program 

FRANCIS  L.  LAND,  M.D. 

10:30  a.m. — Masses  of  the  Neck 

RICHARD  T.  FARRIOR,  M.D. 

1 1 :00  a.m. — The  Changing  Spectrum  of  Infectious 
Diseases 

ALLEN  W.  MATHIES,  M.D.,  Ph.D. 

11:30  a.m. — Emotional  Aspects  of  Vulvo  Vaginitis 

ROBERT  H.  BARTER,  M.D. 

12:00  noon — New  Concepts  in  Laryngology 

RICHARD  T.  FARRIOR,  M.D. 
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DUANE  CATTERSON,  M.D. 
Medical  Assistant  Medical 
Research  and  Operations, 
NASA  Manned  Spacecraft 
Center,  Houston,  Texas 


ALLEN  W. 

MATHIES,  JR.,  M.D.,  Ph.D. 
Head  Physician,  Communicable 
Disease  Service;  Asst.  Prof, 
of  Pediatrics,  University  of 
Southern  California 


RICHARD  T.  FARRIOR,  M.D. 
Director,  Otolaryngological 
Training  Program 
Tampa  General  Haspital, 
Tampa,  Florida 


JOHN  S.  MILLIS,  Ph.D. 
President,  Western  Reserve 
University,  Cleveland,  Ohia 


ALVIN  S.  ISAACSON,  M.D. 
Associate  Head,  Orthopedic 
Department  of  Children's 
Hospital  of  Los  Angeles; 
Associate  Clinical  Professor  of 
Orthopaedics,  University  of 
Southern  California 


HERBERT  SHUBIN,  M.D. 
Assistant  Professor  of 
Medicine,  University  of 
Southern  California 


PICTURES  NOT  AVAILABLE 

ROBERT  H.  BARTER,  M.D.,  Head,  Ob-GYN  Department,  George 
Washington  University  School  of  Medicine,  Washington,  D.  C. 

WILLIAM  C.  SHOEMAKER,  M.D.,  Director  of  Surgical  Research, 
Hektoen  Insfitute,  Cook  County  Hospital,  Chicago,  III. 

FRANCIS  L.  LAND,  M.D. 

Chief  of  Medical  Division 
Bureau  Family  Services 
Washington,  D.  C. 


QoL^ 

September  20,  21,  22 
West  Course,  Broadmoor  Hotel 

Prizes  for  best  1 8 and  36  holes  of  golf  by  teams  of  two  golfers  wi 
be  awarded  on  the  basis  of: 

1.  Low  gross  score 

2.  Low  net  score  (full  handicap).  Established  USGA  handicaps  will  be  used  for  the  best  low  net  score. 
Players  without  an  established  handicap  will  shoot  a qualifying  round;  a handicap  will  be  set  by  the 
Golf  Committee. 

Entry  Fee:  $25.00 

Write  Doctor  Golf,  1809  E.  18th  Avenue,  Denver  80218  for  full  information  and  application. 
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89th  Annual  Meeting 

MONTANA  MEDICAL  ASSOCIATION 

September  14^16^  1967 
Missoula^  Montana 


The  89th  Annual  Meeting  of  the  Montana 
Medical  Association  will  convene  in  Missoula,  the 
Garden  City  of  Montana,  on  Thursday,  Friday, 
and  Saturday,  September  14,  15,  and  16.  All  physi- 
cians who  are  members  of  the  Ameiican  Medical 
Association  are  cordially  invited  and  welcome  to 
attend  this  annual  meeting.  There  will  be  no  regis- 
tration fee. 

All  of  the  scientific  and  business  sessions  of 
the  89th  Annual  Meeting  will  be  held  in  the  Lodge 
on  the  campus  of  the  University  of  Montana. 

Preceding  the  annual  meeting  on  Wednesday 
afternoon,  September  13,  the  Western  Montana 
Medical  Society  will  sponsor  a golf  tournament,  in 
which  all  physicians  may  participate.  The  tourna- 
ment will  commence  at  1 :00  o’clock  at  the  Missoula 
Country  Club.  A number  of  valuable  prizes,  as  well 
as  the  “Goodman  Trophy,”  will  be  awarded.  Par- 
ticipants in  this  tournament  are  urged  to  submit 
their  entries  promptly  to  the  chairman,  R.  E.  Wirth, 
M.D.,  407  East  Main  Street,  Missoula,  Montana 
59801,  and  to  forward  to  him  their  handicap. 

In  addition  to  the  golf  tournament  on  Wednes- 
day afternoon,  a number  of  medical  specialty 
groups,  as  well  as  committees  of  the  Montana 
Medical  Association,  have  scheduled  meetings  dur- 
ing the  afternoon  and  evening  hours  on  Septem- 
ber 13. 


The  business  sessions  of  the  Association  will 
convene  at  the  Lodge  between  8:30  o’clock  and 
10:00  o’clock  on  Thursday  morning,  September  14; 
between  3:45  o’clock  and  5:30  o’clock  on  Friday 
afternoon,  September  15;  and  from  10:45  o’clock 
on  Saturday  morning,  September  16,  until  all  busi- 
ness has  been  completed. 

On  Thursday  evening,  September  14,  the  annual 
reception  and  banquet  of  the  Montana  Medical 
Association  will  be  held  in  the  Bitterroot  Room  of 
the  Florence  Hotel.  At  the  annual  banquet  this  year, 
the  living  past  presidents  of  the  Montana  Medical 
Association  will  be  honored  and  will  be  guests 
of  the  Association.  The  reception  will  convene  at 
6:30  o’clock  and  the  annual  banquet  at  7 :30  o’clock. 
Charles  P.  Brooke,  M.D.,  Missoula,  will  be  the 
toastmaster  on  this  occasion. 

On  Friday  evening,  September  15,  the  Montana 
Medical  Political  Action  Committee  will  convene 
for  dinner  and  a short  business  meeting  in  the 
Governor’s  Room  of  the  Florence  Hotel. 

Other  features  of  the  89th  Annual  Meeting  will 
include  a large  array  of  interesting  and  educa- 
tional commercial  and  scientific  exhibits.  All  of 
these  exhibits  will  be  displayed  in  the  Lodge  on 
the  campus  of  the  University  of  Montana. 
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Scientific  Program 


Thursday,  September  14 

Morning 

Progress  Report  on  the  Regional  Medical  Program 

FRANK  L McPHAIL,  M.D.,  Director,  Regional 
Medical  Program,  Great  Falls,  Montana 

Pathogenesis  of  Grave's  Disease 

JAMES  T.  DOWLING,  M.D.,  University  of  Wash- 
ington School  of  Medicine,  Seattle 

The  Use  of  Radioisotopes  in  Medicine 

WELBY  TAUXE,  M.D.,  Mayo  Clinic 

Thursday,  September  14 

Afternoon 

Medical  Considerations  of  Hypercalcemia 

JAMES  T.  DOWLING,  M.D. 

Recent  Developments  in  Clinical  Laboratories 

WELBY  TAUXE,  M.D. 

Nodular  Goiter  and  Its  Management 

BROWN  M.  DOBYNS,  M.D.,  Western  Reserve 
University  School  of  Medicine 

Questian  and  Answer  Period 

BROWN  M.  DOBYNS,  M.D. 

JAMES  T.  DOWLING,  M.D. 

WELBY  TAUXE,  M.D. 

Friday,  September  15 

Morning 

The  Management  of  Intractable  Pain  in  General  Practice 

JOHN  J.  BONICA,  M.D.,  University  of  Washington 
School  of  Medicine,  Seattle 


Present  Concepts  of  Exophthalmos  and  Its  Management 

BROWN  M.  DOBYNS,  M.D. 

Fractures  and  Dislocations  of  the  Foot 

ELDON  G.  CHUINARD,  M.D.,  University  of  Oregon 
Medical  School,  Portland 

Obstetrical  Analgesia  and  Anesthesia 

JOHN  J.  BONICA,  M.D. 

Friday,  September  15 

Afternoon 

Panel  Discussion:  Treatment  of  the  Injured  Man 

JOHN  J.  BONICA,  M.D. 

ELDON  G.  CHUINARD,  M.D. 

BROWN  M.  DOBYNS,  M.D. 

Saturday,  September  16 

Morning 

Coronary  Care  Units — Observations,  Implications  and 
Speculations 

HILLIARD  J.  KATZ,  M.D.,  University  of  California 
School  of  Medicine,  San  Francisco 

Pulmonary  Embolism — Something  Old,  Something  New 

HILLIARD  J.  KATZ,  M.D. 

The  Officers  of  the  Montana  Medical 
Association  are; 

President: 

A.  L.  VADHEIM,  M.D.,  Bozeman 

President-Elect: 

ALFRED  M.  FULTON,  M.D.,  Billings 

Vice  President: 

MARK  B.  LISTERUD,  M.D.,  Wolf  Point 

Secretary-T  reasurer: 

OSCAR  A.  SWENSON,  M.D.,  Sidney 

Assistant  Secretary-Treasurer: 

HUGH  V.  ANDERSON,  M.D.,  Great  Falls 
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A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned  libraries  in  the 
country.  ^ 

It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo- 
rado Medical  Society,  for  the  use  of  physicians  whose  state  Associations  participate  in  the  publication  of  1 
the  Rocky  Mountain  Medical  Journal.  t 

The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical  journals 
monthly. 

The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in- 
structed). Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests  for  material.  Items  will  be  I 
mailed  on  the  day  requested,  if  at  all  possible.  Cost:  Postal  rates  for  “Educational  Material,”  presently  I 
10c  first  pound  and  5c  each  additional  pound  or  fraction.  Photocopies  of  articles  can  be  supplied  at  10c  ' 
per  page. 

I 

Denver  Medical  Society  Library,  1601  East  19tli  Avenue,  Denver,  Colorado  80218 

Phone:  222-5817  (Area  Code  303)  i| 

i: 
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ORGANIZATION 


Dr.  J.  A.  del  Regato,  Medical  Director  of  the 
Penrose  Cancer  Hospital  of  Colorado  Springs,  has 
been  appointed  a member  of  the  National  Advisory 
Cancer  Council.  The  Council  is  consulted  by,  and 
make  their  recommendations  to,  the  Surgeon  Gen- 
eral of  the  United  States  Public  Health  Service, 

!and  concerns  itself  with  plans  for  the  encourage- 
ment, coordination  and  financing  of  cancer  re- 
> search,  education  and  training  in  varied  pertinent 
' disciplines  throughout  the  nation. 

Members  of  the  Council  are  chosen  from  among 
the  leaders  in  the  fields  of  education  and  medical 
sciences.  Dr.  del  Regato  has  previously  served  the 
*:  National  Institutes  of  Health  in  various  capacities, 
' including  membership  in  the  Clinical  Studies 
^ Panel  and  in  the  Cancer  Chemotherapy  Review 
^ Committee  of  the  National  Cancer  Institute, 
t * * * ♦ 


I Cardiovascular  Disease  Mortality  Study 

iThe  Denver  Department  of  Health  and  Hos- 
pitals is  working  with  Johns  Hopkins  University 
on  a study  of  cardiovascular  disease  mortality, 
i The  nationwide  study  is  directed  by  Dr.  Abraham 
f M.  Lillienfeld,  Professor  of  Chronic  Diseases  at 
the  School  of  Hygiene  and  Public  Health  of  Johns 
^ Hopkins  University,  Baltimore,  Md.  Dr.  Bertha  L. 
I Paegel,  epidemiologist  with  the  Denver  Depart- 
4 ment  of  Health  and  Hospitals,  is  supervising  the 
^ study  in  Denver. 

f Purpose  of  the  study  is  to  determine  whether 
geographic  differences  in  mortality  from  specific 
if  cardiovascular  diseases  are  due  to  differences  in 
: ' certification  of  causes  of  death.  Geographic  areas 
of  the  U.S.  with  high,  low  and  intermediate  mor- 
tality rates  are  included  in  the  study. 

! Investigators  will  work  with  carefully  selected 
samples  of  death  certificates,  gathering  informa- 
tion from  medical  records  of  hospitals  and  physi- 
cians, coroners’  reports,  and  family  interviews. 
! Data  gathered  from  all  nine  areas  of  the  U.S.  will 
be  sent  to  Johns  Hopkins  for  computer  analysis. 


Physicians  in  the  News 

Donald  H.  Cheever,  M.D.,  a member  of  the 
staff  of  the  Student  Health  Service  at  Montana 
State  University,  Bozeman,  has  volunteered  to 
serve  in  Viet  Nam.  Dr.  Cheever  will  be  one  of 
the  volunteer  physicians  serving  in  Viet  Nam 
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from  June  19-August  17,  1967.  . . . Leonard  W. 
Etchart,  M.D.,  Billings,  has  been  named  a division 
chairman  of  the  United  Neighbors  Campaign  for 
1967-68.  . . . Joseph  P.  Orley,  M.D.,  Lewistown, 
was  recently  named  “Elk  of  the  Year”  because  his 
“activities  and  conduct  exemplify  the  highest 

ideals”  of  this  fraternal  order.  . . . Winfield  S. 

Wilder,  M.D.,  Great  Falls,  has  been  appointed  by 
the  executive  board  of  the  Eastern  Montana  Re- 
gional Mental  Health  Board  to  serve  as  director 
of  the  mental  health  centers  which  will  be  estab- 
lished in  Glasgow  and  Miles  City. 

« * 4:  * 

Montana  Academy  of  General  Practice 

The  members  of  the  Montana  Academy  of 

General  Practice  at  their  annual  meeting  in  Lewis- 
town,  June  15-17,  installed  George  H.  Gould,  M.D., 
Kalispell,  as  president  to  succeed  Oscar  A.  Swen- 
son, M.D.,  Sidney.  Edwin  L.  Stickney,  M.D.,  Miles 
City,  was  named  president-elect.  Ward  E.  Benkel- 
man,  M.D.,  Poison,  vice  president,  and  R.  D. 
Buchanan,  M.D.,  Columbia  Falls,  secretary-treas- 
urer. 


Dr.  Paul  Dudley  White 
Tabernacle  Speaker 

Of  considerable  interest  to  the  citizens  of  Utah 
and  the  surrounding  areas  is  the  announcement  of 
the  appearance  of  Dr.  Paul  Dudley  White  in  the 
Salt  Lake  L.D.S.  Tabernacle  on  Temple  Square, 
September  13.  This  event  is  sponsored  by  the 
Utah  Heart  Association,  which  has  also  designated 
this  day  as  “Hearts  and  Husbands”  day.  Dr.  White 
will  appear  also  as  a speaker  at  the  Utah  State 
Medical  Association’s  annual  convention  on  that 
day. 

In  his  Tabernacle  appearance.  Dr.  White  will 
discuss  prevention  of  heart  attacks,  and  also  care, 
exercise,  diet,  sex  and  work  after  an  attack.  Ap- 
pearing with  him  will  be  a panel  of  Utah  physi- 
cians composed  of  Drs.  Hiroshi  Kuida,  Homer  R. 
Warner,  Allan  H.  Barker,  and  Harold  V.  Liddle, 
with  Ernest  L.  Wilkinson  as  moderator. 

The  program,  a vital,  educational  one,  is  being 
offered  to  the  general  public  free  of  cost.  Women 
of  Utah  and  surrounding  areas  will  be  invited 
and  urged  to  attend  with  their  husbands  to  learn 
how  heart  disease  can  affect  their  families. 

Dr.  White  was  clinical  professor  of  medicine 
at  Harvard  University,  and  visiting  physician  and 
chief  of  the  cardiovascular  division  of  Massachu- 
setts General  Hospital  in  Boston.  He  is  possibly 
best  known  as  personal  physician  to  former  Presi- 
dent Dwight  D.  Eisenhower  during  the  President’s 
heart  attack. 
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USMA  Briefs 

Harold  Bowman,  executive  secretary  of  the 
Utah  State  Medical  Association,  was  named  to  the 
board  of  directors  of  the  important  American 
Association  of  Medical  Society  Executives  at  the 
recent  annual  AMA  convention  held  in  Atlantic 
City,  New  Jersey.  The  committee,  which  includes 
executive  secretaries  and  directors  from  50  states, 
is  extremely  important  and  active  in  carrying  out 
American  Medical  Association  programs  at  the 
state  level. 

The  Utah  State  medical  program,  directed  by 
Mr.  Bowman,  has  set  the  pace  in  many  regards. 
The  “KO  Polio”  program  of  three  years  ago,  the 
“Muzzle  Measles”  eradication  program  this  spring, 
along  with  the  “Medicine  and  Religion”  program 
directed  by  Mr.  Bowman,  have  gained  wide  recog- 
nition, Utah’s  measles  eradication  program.  Which 
resulted  in  93  per  cent  immunization,  was  by  far 
the  most  successful  state-wide  effort  of  this  kind 
attempted,  gaining  recognition  at  the  AMA  con- 
vention. Utah’s  annual  scientific  conferences  also 
are  rated  high  by  AMA  leaders. 

Mr.  Bowman,  in  addition  to  his  new  assign- 
ment, is  a member  of  the  advisory  committee  of 
the  AMA  Department  of  Public  Relations  and  a 
member  of  the  Board  of  Directors  of  the  Profes- 
sional Convention  Management  Association. 


University  of  Colorado  Medical  Center 

Dr.  C.  Wesley  Eisele,  associate  dean  for  post- 
graduate education  in  the  University  of  Colorado 
School  of  Medicine,  has  been  appointed  to  the 
new  16-man  National  Advisory  Committee  on 
Hospital  Effectiveness  by  Secretary  John  W. 
Gardner  of  the  Department  of  Health,  Education 
and  Welfare.  The  committee  has  been  established 
to  undertake  a thorough  analysis  of  hospital  util- 
ization throughout  the  nation,  admission  and 
dismissal  methods,  staffing  practices,  hospital  de- 
sign and  construction,  operating  procedures  and 
relationships  with  other  community  health  facili- 
ties. It  will  also  review  the  formula  used  for 
reimbursement  of  hospitals  under  the  Medicare 
program.  The  committee’s  report  is  expected  by 
November  1. 

* * ♦ * 

The  Board  of  Regents  of  the  University  of 
Colorado  has  created  a Division  of  Biostatistics 
and  Epidemiology  in  the  C.U.  School  of  Medicine 
and  named  Dr.  Strother  H.  Walker  as  its  head. 
The  new  division  will  create  an  administrative 
structure  for  'work  already  under  way  in  these 
fields. 


The  division  will  be  a part  of  the  Department 
of  Preventive  Medicine  and  Comprehensive  Health 
Care,  which  is  headed  by  Dr.  John  C.  Cobb  and 
will  be  involved  in  educational  and  research  efforts 
in  the  fields  of  biostatistics  and  epidemiology  and 
in  related  disciplines  such  as  biomathematics,  sta- 
tistical methods  and  related  biomedical  studies.  r 

Dr.  Walker,  a 1934  graduate  of  Harvard  Uni- 
versify,  became  an  associate  professor  in  the  C.U. 
medical  school  last  September.  He  holds  a Ph.D.  ’ 
degree  in  biostatistics  from  Johns  Hopkins  Uni- 
versity and  had  been  in  charge  of  the  Statistics 
Group  of  the  Operations  Research  Office  there 
until  he  joined  the  CU  faculty. 

* * * * 

A contract  for  construction  of  an  eighth  floor 
on  the  north  wing  of  Colorado  General  Hospital  ^ 
to  house  organ  transplant  patients  has  been  let  ’ 
to  the  Metro  Construction  Co.  of  Denver.  The 
$247,000  addition  will  be  built  entirely  with  federal 
and  private  funds  and  does  not  involve  expend!-  ^ 
ture  of  Colorado  tax  revenues.  Construction  is 
expected  to  begin  immediately  and  to  be  complete 
by  April  15  next  year. 

Based  in  the  new  wing  will  be  the  operations 
of  a team  of  Medical  Center  surgeons,  physicians 
and  medical  scientists  which  has  been  pioneering 
for  more  than  five  years  on  the  new  scientific 
frontier  of  surgically  transplanting  human  organs. 

Project  director  for  the  transplant  unit  is  Dr. 
William  R.  Waddell,  professor  and  chairman  of 
the  Department  of  Surgery  in  the  C.U.  School  of 
Medicine.  The  overall  clinical  research  center  is 
under  the  direction  of  Dr.  Dalton  Jenkins,  profes- 
sor of  medicine  and  a specialist  in  metabolic 
diseases. 

* ♦ * ♦ 

Appointment  of  Dr.  Rolla  B.  Hill,  Jr.  as  acting 
chairman  of  the  Department  of  Pathology  in  the 
University  of  Colorado  School  of  Medicine  has 
been  announced  by  Dr.  John  J.  Conger,  C.U.  vice 
president  for  medical  affairs  and  dean  of  the 
medical  school.  The  appointment  is  effective  Sep- 
tember 1. 

Dr.  Hill,  an  associate  professor  of  pathology, 
will  take  over  administration  of  the  department 
from  Dr.  Donald  West  King,  who  has  resigned 
as  professor  and  chairman  to  accept  a similar 
post  in  the  Columbia  University  College  of  Physi- 
cians and  Surgeons,  New  York  City.  A member 
of  the  CU  medical  faculty  since  1961,  Dr.  Hill 
holds  a B.A.  degree  with  distinction  (1950)  from 
the  University  of  Rochester  and  his  M.D.  degree 
with  honors  (1955)  from  the  University  of  Roches- 
ter School  of  Medicine. 

* * « « 

An  allocation  of  $263,000  to  support  a long- 
term study  of  the  basic  biochemistry  of  living 
cells  has  been  awarded  to  Dr.  Cosmo  G.  Mackenzie, 
professor  and  chairman  of  the  Department  of  Bio- 
chemistry in  the  University  of  Colorado  School 
of  Medicine,  by  the  National  Institute  of  Arthritis 
and  Metabolic  Diseases.  The  award  will  finance 
the  last  half  of  a continuing  10-year  study  in  which 
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Dr.  Mackenzie  and  his  co-workers  are  investigating 
the  control  of  lipid  metabolism  in  mammalian 
cells. 

The  NAIMD  granted  $47,734  to  Dr.  Mackenzie 
to  support  his  investigations  during  the  coming 
year  through  next  April  30.  Approximately  equal 
grants  are  allocated  for  the  remaining  four  years 
of  the  project. 

* * * * 

A research  grant  of  $2600  to  the  Division  of 
Ophthalmology  of  the  University  of  Colorado 
School  of  Medicine  has  been  annoimced  by  the 
National  and  Colorado  Societies  for  the  Prevention 
of  Blindness. 

Dr.  Philip  P.  Ellis,  professor  and  head  of  the 
division,  said  the  grant  will  continue  the  societies’ 
support  of  a research  project  on  “Factors  Affecting 
Penetration  of  Certain  Antibiotics  into  the  Eye” 
which  is  being  undertaken  by  Dr.  Raymond  E. 
Records,  assistant  professor  of  ophthalmology.  The 
new  grant  will  assist  Dr.  Records  in  his  investiga- 
tion of  the  ability  of  antibiotic  drugs,  including 
the  newer  semi-synthetic  penicillins,  to  penetrate 
into  the  tissues  and  fluids  of  the  eye  to  combat 
vision-threatening  infections. 

* * * * 

Dr.  Vadim  P.  Pavlov  of  Moscow,  Russian  ortho- 
pedic surgeon,  was  a visitor  to  the  University  of 
Colorado  Medical  Center  during  the  week  of  June 
12-16  as  part  of  a two-month  tour  of  the  United 
States  to  study  American  methods  in  the  diagnosis 
and  treatment  of  arthritis.  The  Russian  surgeon 
observed  surgery  at  St.  Joseph  and  General  Rose 
Memorial  Hospitals. 

During  his  stay  in  Denver  Dr.  Pavlov  also 
participated  in  ward  rounds  and  observed  arthritis 
clinic  procedures  at  Colorado  General  Hospital, 
attended  a staff  conference  at  St.  Joseph  Hospital, 
conferred  with  the  staff  of  the  Division  of  Ortho- 
pedic Surgery  of  the  CU  medical  school,  and 
visited  laboratories  of  the  Division  of  Rheumatic 
Diseases. 


Pediatric  Anesthesiology 
January  26-28, 1968 

The  Childrens  Hospital  of  Los  Angeles  will 
hold  its  6th  Clinical  Conference  in  Pediatric  Anes- 
thesiology on  January  26-28,  1968.  The  three-day 
program  will  be  devoted  to  the  anesthetic  problems 
of  the  pediatric  age  group. 

Additional  information  is  available  through 
the  office  of  Wayne  Herbert,  M.D.,  Division  of 
Anesthesiology,  Childrens  Hospital  of  Los  Angeles, 
4650  Sunset  Boulevard,  Los  Angeles,  California 
90027. 


Neoplasia  in  Childhood 

The  Twelfth  Annual  Clinical  Conference  will 
be  held  at  the  University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute  at  Houston  on  No- 
vember 9 and  10,  1967.  Cosponsor  of  the  conference 
with  Anderson  Hospital  is  the  University  of  Texas 
Graduate  School  of  Biomedical  Sciences  at  Hous- 
ton, Division  of  Continuing  Education. 

An  outstanding  group  of  speakers  from  institu- 
tions throughout  the  United  States  as  well  as 
guests  from  England  and  Canada  will  join  staff 
members  from  the  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Institute  at  Houston 
in  presenting  the  most  current  information  on 
childhood  cancer.  Each  speaker  will  also  partici- 
pate in  discussion  panels  following  each  session. 
* * * * 

American  Academy  of  General  Practice 
September  18-21,  1967 

A frank  exploration  of  the  doctor-patient  rela- 
tionship is  one  of  the  highlights  awaiting  family 
doctors  attending  the  19  th  Annual  Scientific 
Assembly  of  the  American  Academy  of  General 
Practice,  September  18-21  in  Dallas. 

The  big  postgraduate  educational  meeting, 
which  annuaUy  draws  some  3,000  family  doctors 
and  10,000  visitors  to  the  convention  city,  is  the 
second  to  be  held  in  the  southwestern  hub  city 
in  10  years  and  will  be  the  Academy’s  first  meeting 
in  Dallas’  Market  Hall.  The  four-day  program 
will  feature  26  top  speakers  on  such  topics  as 
estrogenic  “cycling”  of  the  after-40  woman,  the 
yoimg  cardiac,  maternal  substitutes  for  the  “un- 
mothered” child  of  the  working  mother,  medicine 
in  the  Mekong  Delta  and  sexual  aberrations.  Doc- 
tors will  have  a chance  to  view  more  than  100 
scientific  exhibits  in  Market  Hall.  The  scientific 
program  will  follow  the  annual  meeting  of  the 
Academy’s  policy-making  Congress  of  Delegates 
September  16-18  at  the  Statler-Hilton  hotel  in 
Dallas. 

* * ♦ ♦ 

American  Academy  of  Pediatrics 

The  American  Academy  of  Pediatrics  will  hold 
its  36th  annual  meeting  in  Washington,  D.  C., 
Oct.  21-26,  1967.  The  meeting  will  feature  sym- 
posiums on  manpower  and  graduate  training, 
learning,  advances  in  obstetrics  of  interest  to 
pediatricians,  vaccine  progress  and  problems,  and 
exciting  developments  in  pediatrics. 

The  Academy  meeting  is  open  to  physicians 
who  are  not  pediatricians.  Registration  fees  are 
$18.00  for  Academy  members,  applicants  to  the 
Academy,  applicants  to  the  American  Board  of 
Pediatrics,  nonmembers  out  of  school  less  than 
five  years,  and  physicians  in  the  armed  forces. 

Registration  fee  for  nonmember  physicians  out 
of  school  more  than  five  years  is  $50.00. 

Interested  physicians  may  write  the  American 
Academy  of  Pediatrics,  1801  Hinman  Avenue, 
Evanston,  111.,  60204,  for  a preliminary  program 

and  registration  forms. 

« * « * 
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American  College  of  Chest  Physicians 
1967-68  Postgraduate  Program 
Cardiopulmonary  Problems  in  Children 
Holiday  Inn,  Chicago,  Sept.  21-23,  1967 
Clinical  Cardiopulmonary  Physiology 

Knickerbocker  Hotel,  Chicago,  Nov.  6-10,  1967 
Diagnosis  and  Treatment  of  Diseases  of  the  Heart 
and  Lungs 

Barbizon-Plaza,  New  York  City,  Nov.  13-17,  1967 

Clinical  Application  of  Cardiopulmonary 
Physiology 

Ambassador  Hotel,  Los  Angeles,  Feb.  12-16,  1968 

Diagnosis  and  Treatment  of  Cardiovascular  and 
Pulmonary  Diseases 

Hotel  Fontainbleu,  Miami  Beach,  March  4-8,  1968 

Cine  Angiographic  Techniques  in  Cardiovascular 
Disease 

Cleveland  Clinic,  Cleveland,  Ohio,  April  29- 
May  1, 1968 

For  further  information  regarding  the  above 
courses,  please  contact  the  American  College  of 
Chest  Physicians,  112  East  Chestnut  St.,  Chicago, 
Illinois  60611. 

* * » * 

Hahnemann  Medical  College  and 
Hospital  Future  Meetings 
General  Internal  Medicine 

Oct.  4,  1967  through  March  27,  1968 — Wed.  1-4 
p.  m. 

Directors:  Wilbur  W.  Oaks,  M.D.,  Daniel  Mason, 
M.D.,  Sheldon  R.  Bender,  M.D. 

Hahnemann  Medical  College 
A Current  View  of  Congestive  Heart  Failure 
Nov.  13-14,  1967 
Director:  Albert  N.  Brest,  M.D. 

Sheraton  Hotel 

Human  Sexual  Function  and  Dysfunction 

Nov.  17-18,  1967 

Director:  Paul  Jay  Fink,  M.D. 

Marriott  Motor  Hotel 
Psychodelic  Drugs 
March  18-20,  1968 
Director:  Paul  Jay  Fink,  M.D. 

Marriott  Motor  Hotel 

Pre-  and  Postoperative  Management  of  the 
Cardiopulmonary  Patient 
April  8-10,  1968 

Directors:  Joseph  F.  O’Malley,  M.D., 

Wilbur  W.  Oaks,  M.D. 

Marriott  Motor  Hotel 

Auscultation  of  the  Heart 

May  27-31,  1968 

Directors:  William  Likoff,  M.D., 

Bernard  L.  Segal,  M.D. 

Sheraton  Hotel 

Psychiatry  in  Internal  Medicine 

Nov.  18-20,  1968 

Directors:  Paul  Jay  Fink,  M.D., 

Wilbur  W.  Oaks,  M.D. 

Sheraton  Hotel 

For  further  information  concerning  these  meet- 
ings, contact  the  Director. 


Exposition  on  Cancer 
Nov.  27-Dec.  3, 1967 

A week-long  exposition  on  research,  treatment, 
diagnosis  and  detection  of  cancer  will  be  held  at 
the  Denver  Coliseum,  November  27-December  3, 
1967. 

Sponsored  by  the  Denver  unit  of  the  American 
Cancer  Society,  the  Rocky  Mountain  Cancer  Ex- 
position is  also  designed  to  encourage  young  people 
of  the  Rocky  Mountain  area  to  seek  careers  in 
medicine  and  the  allied  professions. 

Active  support  has  been  obtained  from  the 
Denver  and  Colorado  medical,  dental,  veterinary 
and  nursing  groups. 

The  exposition,  which  follows  the  general  pat- 
tern of  the  highly  successful  Colorado  Health  Fair 
of  1961,  has  received  the  official  approval  of  the 
American  Cancer  Society  and  is  expected  to  at- 
tract more  than  100,000  persons  during  the  week. 

The  following  Denverites  have  been  named  to 
committee  posts:  Dr.  Calvin  Fisher,  assistant  gen- 
eral chairman;  Dr.  Marvin  E.  Johnson,  exhibits 
chairman;  Dr.  Richard  Granberg,  membership 
chairman;  Dr.  Roy  Reiger,  dental  coordinator;  Dr. 
Francis  T.  Candlin,  veterinarian  coordinator,  and 
Lillian  Austin,  RN,  nursing  coordinator. 

The  American  Medical  Association  will  send 
two  exhibits — the  “Transparent  Woman”  and  “Life 
Begins”  to  the  exposition  while  the  American 
Cancer  Society  will  send  its  World  Fair  exhibit 
on  uterine  cancer.  The  U.  S.  Food  and  Drug  Ad- 
ministration’s famous  “Cancer  Quackery”  exhibit 
will  be  shown. 

♦ * * * - 

Qinical  Chemistry 
November  6-10, 1967 

The  University  of  Colorado  School  of  Medicine 
is  conducting  a postgraduate  course  in  Clinical 
Chemistry  in  Denver  November  6-10,  1967.  This 
course  will  cover  current  developments  and  topics 
of  interest  pertinent  to  the  field  of  clinical  chem- 
istry. Several  eminent  guest  speakers  will  partici- 
pate. 

The  course  is  limited  to  75  and  preference  will 
be  given  to  directors  of  clinical  chemistry  labora- 
tories. Tuition — $100.00. 

For  further  details  and  a detailed  program, 
write  to:  The  Office  of  Postgraduate  Medical  Edu- 
cation, University  of  Colorado  School  of  Medicine, 
4200  East  Ninth  Ave.,  Denver,  Colorado  80220. 

* * * * 

International  College  of  Surgeons 
November  19-22, 1967 

The  Western  Regional  Meeting  of  the  Inter- 
national College  of  Surgeons  will  be  held  at  the 
Flamingo  Hotel,  Las  Vegas,  Nevada,  November 
19-22.  The  program  is  sponsored  by  the  Southern 
California  division  of  the  college  and  will  include 
scientific  presentations  concerning  all  fields  of 
surgery  and  surgical  specialties. 
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Society  foi-  Cryo-Ophthalmology 
January  14-18,  1968 

The  second  annual  meeting  of  the  Society  for 
Cryo-Ophthalmology  will  be  held  in  Miami  Beach, 
January  14  to  18,  1968,  with  Dr.  Jose  Barraquer, 
of  Bogota,  Columbia,  presiding.  The  program  will 
include  a session  on  retinal  surgery,  with  Dr. 
Giambattista,  of  Rome,  as  the  featured  speaker. 
Dr.  H.  Fanta,  of  Vienna,  will  lead  the  discussion 
on  cryoextraction  of  cataracts. 

Those  wishing  to  present  papers  at  this  meet- 
ing should  submit  title  and  brief  abstract  to  Dr. 
John  G.  Bellows,  executive  secretary,  30  North 
Michigan  Ave.,  Chicago,  Illinois,  60602,  at  the 
earliest  possible  date. 

* * * * 

American  College  of  Surgeons 
September  8-9,  1967 

The  Montana-Wyoming  Chapter  of  the  Ameri- 
can College  of  Surgeons  will  hold  their  Annual 
Meeting  September  8-9  at  Jenny  Lake  Lodge, 
Jackson  Hole,  Wyoming. 

* * ♦ * 

Nevada  State  Medical  Association 
November  7-11,  1967 

The  64th  Annual  Meeting  of  the  Nevada  State 
Medical  Association  will  be  held  at  the  Sahara- 
Tahoe  Hotel,  South  Lake  Tahoe,  November  7-11, 
1967. 

* * * * 

Gastroenterology 
November  2-4,  1967 

The  American  College  of  Gastroenterology  an- 
nounces that  its  Annual  Course  in  Postgraduate 
Gastroenterology  will  be  given  at  The  Biltmore 
in  Los  Angeles,  Calif.,  on  November  2-4,  1967. 

The  faculty  for  the  course  will  be  drawn  from 
the  medical  schools  in  and  around  Los  Angeles. 
The  subject  matter  to  be  covered  in  the  course  will 
be,  essentially,  the  advances  in  diagnosis  and 
treatment  of  gastrointestinal  diseases  and  a com- 
prehensive discussion  of  diseases  of  the  esophagus, 
stomach,  pancreas,  liver  and  gallbladder,  colon 
and  rectum. 

For  further  information  and  enrollment  write 
to  the  American  College  of  Gastroenterology,  33 
West  60th  St.,  New  York,  N.  Y.  10023. 

* ♦ * * 

Exploring  Unusual  Atmospheres 

The  American  Association  for  Inhalation  Ther- 
apy will  hold  its  13th  Annual  Meeting  and  Lecture 
Series  at  the  Statler  Hilton,  Los  Angeles,  Cali- 
fornia, November  12-17,  1967.  The  meeting’s  theme 
will  be  “Exploring  Unusual  Atmospheres.” 

Non-members  interested  in  attending  the  meet- 
ing should  request  registration  information  from 
the  Executive  Secretary,  A.A.I.T.,  332  South 

Michigan  Avenue,  Room  904,  Chicago,  Illinois 
60604. 


Cancer  Therapy 
October  16-21,  1967 

The  University  of  Wisconsin  Medical  Center 
is  conducting  a course  on  Basic  and  Clinical  Aspects 
of  Therapy  in  Advanced  Cancer,  October  16-21, 
1967.  The  purpose  of  the  course  is  to  demonstrate 
the  practical  clinical  application  of  laboratory 
science  discoveries  in  anti-cancer  therapy.  The 
orientation  and  experience  from  the  course  should 
be  invaluable  to  physicians  with  starting  or  grow- 
ing interest  in  controlling  disseminated  neoplasms. 

For  further  information  on  the  course,  contact 
R.  J.  Samp,  M.D.,  Cancer  Program  Coordinator, 
University  Hospitals,  Madison,  Wisconsin  53708. 

* 

Laryngology  and  Bronchoesophagology 
November  6-17,  1967 

The  Department  of  Otolaryngology  of  the 
Illinois  Eye  and  Ear  Infirmary  and  the  College  of 
Medicine  of  the  University  of  Illinois  at  the 
Medical  Center,  Chicago,  will  conduct  a postgradu- 
ate course  in  laryngology  and  bronchoesophagol- 
ogy from  November  6 through  17,  1967.  This  course 
is  limited  to  fifteen  physicians  and  will  be  under 
the  direction  of  Paul  H.  Holinger,  M.D.  It  will 
be  held  at  the  new  Illinois  Eye  and  Ear  In- 
firmary, 1855  W.  Taylor  St.,  Chicago. 

Interested  registrants  will  please  write  directly 
to  the  Department  of  Otolaryngology,  College  of 
Medicine  of  the  University  of  Illinois  at  the  Medi- 
cal Center,  P.O.  Box  6998,  Chicago,  Illinois  60680. 
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Colorado 

Dr.  James  L.  Ryan  died  Sunday,  June  25,  1967, 
at  St.  Anthony’s  Hospital,  Denver,  following  a long 
illness  in  the  60 Ln  year  of  his  life.  He  was  born 
on  November  2,  1907,  at  Blanchardville,  Wiscon- 
sin. Dr.  Ryan  received  his  medical  education  at 
Marquette  University  in  Milwaukee  and  later 
served  a one-year  internship  in  the  Milwaukee 
County  Hospital  in  Milwaukee,  Wisconsin. 

Still  later  Dr.  Ryan  did  graduate  work  in  the 
field  of  obstetrics  and  gynecology  at  the  Univer- 
sity of  Pennsylvania  in  Philadelphia.  He  was 
licensed  to  practice  medicine  in  Wisconsin  in  1932, 
and  for  a time  practiced  at  Sleepy  Eye,  Minnesota. 
In  1946  he  came  to  Denver  and  continued  in  the 
practice  of  medicine  in  the  Denver  area  until  he 
was  forced  to  retire  because  of  ill  health.  During 
his  years  of  medical  practice  he  limited  his  practice 
to  obstetrics  and  gynecology. 

Dr.  Ryan  was  a member  of  the  Denver  Medical 
Society,  the  Colorado  Medical  Society,  and  the 
American  Medical  Association.  He  was  also  a 
member  of  the  Knights  of  Columbus,  Lodge  539, 
the  Catholic  Order  of  Foresters,  the  Board  of  the 
Catholic  Charities,  and  the  Columbine  Country 
Club. 

He  was  married  to  Beatrice  R.  Bertrand  of 
Sleepy  Eye,  Minnesota,  on  October  8,  1932.  He  is 
survived  by  his  widow,  two  sons.  Dr.  James  P. 
and  Thomas  P.  Ryan  of  Littleton,  and  two  sisters, 
Mrs.  Maxine  Caraway  of  Billings,  Montana,  and 
Mrs.  Marilyn  Jacobs  of  Freeport,  Illinois. 

Dr.  James  Halley  White  (generally  known  to 
his  friends  as  Hal)  died  on  Wednesday,  June  21, 
1967,  in  the  Weld  County  General  Hospital  in 
his  62nd  year  of  life.  He  was  born  in  Salt  Lake 
City,  Utah,  on  May  21,  1906.  He  received  his 
primary  and  secondary  education  in  the  public 
schools  of  California. 

Later  he  prepared  for  medicine  in  the  pre- 
medical department  of  Oklahoma  Baptist  Uni- 
versity, and  following  this  he  studied  medicine 
at  the  University  of  Oklahoma,  where  he  earned 
both  a Bachelor  of  Science  and  a Doctor  of  Medi- 
cine degree.  He  received  his  M.D.  degree  in  1934. 

Dr.  White  interned  in  St.  Paul’s  Hospital  in 
Vancouver,  British  Columbia,  1934-1935.  Follow- 
ing his  internship  he  specialized  in  the  public 
health  field  at  the  University  of  Indiana  in  Indi- 
anapolis and  later  at  Tulane  University  in  New 
Orleans,  Louisiana,  and  Vanderbilt  University  in 
Nashville,  Tennessee. 

He  began  his  public  health  career  as  public 
health  officer  in  Lowndes  County,  Mississippi.  He 


accepted  a position  as  Director  of  Public  Health 
for  Weld  County  in  1952,  and  served  in  that 
capacity  with  great  distinction  up  to  the  time 
of  his  death.  He  was  instrumental  in  adding 
fluoride  to  the  drinking  water  in  Greeley  and  other 
nearby  towns  in  Weld  County.  A survey  in  1962 
revealed  that  over  90  per  cent  of  Weld  County 
young  people  had  been  immunized  against  polio, 
largely  through  the  activities  of  Dr.  White. 

His  immunization  record  for  Weld  County  and 
the  fact  that  Weld  County  has  been  on  the 
National  Milk  Honor  Role  for  many  years  reflect 
Dr.  White’s  sound  philosophy  of  public  health — a 
philosophy  of  constant  and  steady  effort  rather 
than  crash  programs. 

In  January,  1960,  Dr.  White  was  a pioneer  in 
attacking  the  problem  of  highway  deaths  and 
injuries  when  he  recommended  the  use  of  seat 
belts  in  all  automobiles.  More  recently  he  was 
instrumental  in  establishing  the  home  health  care 
program  in  Weld  County. 

During  World  War  H Dr.  White  served  as 
Senior  Surgeon  in  the  United  States  Public  Health 
Service  and  continued  in  the  Public  Health  Service 
Reserve  with  the  rank  of  Captain  until  the  time 
of  his  death.  He  was  licensed  to  practice  medicine 
in  Colorado  in  1952,  and  in  that  same  year  he 
also  joined  the  Weld  County  Medical  Society  and 
the  Colorado  Medical  Society. 

Dr.  White  was  a Fellow  of  the  American  Medi- 
cal Association,  a charter  member  of  the  American 
Association  of  Public  Health  Physicians,  a Fellow 
of  the  American  Public  Health  Association,  and 
a member  of  the  Colorado  Public  Health  Associa- 
tion. He  was  an  active  staff  member  of  the  Weld 
County  General  Hospital  and  took  an  active  part 
in  the  civic  affairs  of  his  community.  He  was  a 
member  of  the  Greeley  Elks  Lodge  No.  809,  the 
Greeley  Country  Club,  the  Methodist  Church,  and 
the  Republican  Party. 

He  was  married  on  December  21,  1933.  to  June 
Wyatt  at  Shawnee,  Oklahoma.  He  is  survived  by 
his  widow,  a son,  Stephen  Halley  White,  a student 
at  the  University  of  Washington  in  Seattle,  and 
two  daughters,  Mrs.  George  (Sally  June)  Salzman 
of  Greeley,  and  Betsy  Clark  White,  a student  at 
Colorado  State  College,  six  grandchildren,  and  a 
sister,  Mrs.  A.  A.  Walker  of  Wewoka,  Oklahoma. 

New  Mexico 

Emmett  Earl  Royer,  M.D.,  Albuquerque  physi- 
cian, died  June  18,  1967,  of  a coronary  illness. 
Dr.  Royer  was  born  in  Bowling  Green,  Indiana, 
in  1889,  and  graduated  from  Hahnemann  Medical 
College  in  1912.  He  obtained  his  New  Mexico 
license  in  1915  and  practiced  in  Albuquerque  for 
more  than  50  years. 

Dr.  Royer  was  until  the  time  of  his  death  a 
member  of  the  Bernalillo  County  Medical  Asso- 
ciation, the  New  Mexico  Medical  Society  and  the 
American  Medical  Association. 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That’s  why  we’re  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it’s  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Denver,  Colorado  80215 


MEMBER 


1 


MOKMINGSIDE 

HOSPITAL 


Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

Wendell  H.  Hutchens,  M.D.,  Medical  Director — Henry  Coe,  Administrator 
10008  S.E.  Stark  Street,  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 
Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1 893 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 

Cecil-Loeb  Textbook  of  Medicine:  Edited  by  Paul  B.  Beeson. 
12th  ed.  Phila.,  1967,  Saunders.  1738  p.  Price:  $20.50. 

Effects  of  External  Stimuli  on  Reproduction:  Ciba  Foundation 
Study  Group.  Boston,  1967,  Little,  Brown.  107  p.  Price:  Gift. 
Handbook  of  Orthopaedic  Surgery:  By  Alfred  R.  Shands. 
7th  ed.  St.  Louis,  1967,  Mosby.  572  p.  Price:  $12.00. 

Heart  Disease  in  Infancy  and  Childhood:  By  John  D.  Keith. 
2d  ed.  N.  Y.,  1967,  Macmillan.  1239  p.  Price:  $35.00. 

Infant  Nutrition:  By  Samuel  J.  Fomon.  Phila.,  1967,  Saunders. 
299  p.  Price:  $10.50. 

A Manual  of  Clinical  Allergy:  By  John  M.  Sheldon.  2d  ed. 
PhUa.,  1967,  Saunders,  550  p.  Price:  $15.00. 

The  Militant  Homosexual:  By  John  Barry.  N.  Hollywood, 
Calif.,  1967,  Brandon  House.  188  p.  Price:  $.95. 

Monogolism:  Ciba  Foundation.  Boston,  1967,  Little,  Brown. 
99  p.  Price:  Gift. 

Neuro-Ophthalmology  Symposium  of  the  University  of  Miami 
and  the  Bascom  Palmer  Eye  Institute:  Edited  by  J.  Lawton 
Smith.  V.3.  St.  Louis,  1967,  Mosby.  349  p.  Price:  $25.00. 
Optokinetic  Nystagmus:  By  J.  Lawton  Smith.  Springfield, 
111.,  1963,  Thomas.  141  p.  Price:  $6.75. 

Our  Inner  Conflicts:  By  Karen  Homey.  N.  Y.,  1945,  Norton. 
250  p.  Price:  $5.95. 

Parliamentary  Law:  By  Henry  M.  Robert.  N.  Y.,  1951,  Apple- 
ton.  588  p.  Price:  $5.75. 

Pathology:  By  Stanley  L.  Robbins,  3d  ed.  Phila.,  1967, 
Saunders.  1434  p.  Price:  $20.50. 

Psychoanalysis  and  Daseinsanalysis:  By  Medard  Boss.  N.  Y., 
1963,  Basic  Books.  295  p.  Price:  $8.50. 

Psychology  and  the  Human  Dilemma:  By  Rollo  May.  Prince- 
ton, N.  J.,  1967,  Van  Nostrand.  221  p.  Price:  $5.95. 

Radiation  Therapy:  By  Walter  T.  Murphy.  2d  ed.  Phila.,  1967, 
Saunders.  1020  p.  Price;  $45.00. 

Reflections  on  Research  and  the  Future  of  Medicine:  Edited 
by  Charles  E.  Lyght.  N.  Y.,  1967,  Blakiston.  210  p.  Gift. 

The  Sex  Chromatin:  Edited  by  Keith  L.  Moore.  Phila.,  1966, 
Saunders.  474  p.  Price:  $16.00. 

Synopsis  of  Pediatrics:  By  James  G.  Hughes.  2d  ed.  St.  Louis, 
1987,  Mosby.  1099  p.  Price;  $10.85. 

Treatment  of  Hyperthyroidism  with  Radioactive  Iodine;  A 
Twenty-Year  Review:  By  John  E.  Kearns.  Springfield,  111., 
1967,  Thomas.  73  p.  Price:  $6.50. 

Book  Reviews 

Communication  Training’  in  Childhood  Brain  Damage:  By 
Merlin  J.  Mecham,  Springfield,  111.,  1966,  Thomas.  392  p. 
Price:  $11.75. 

Although  this  volume  is  intended  mainly  as  a 
textbook  for  speech  therapists,  it  also  presents 
background  material  in  such  a manner  that  edu- 
cators, psychologists,  nurses,  pediatricians  and 
psychiatrists,  especially  child  psychiatrists,  can 
benefit  from  the  content. 

The  initial  chapters  outline  a definition  of  the 
neurological  entity,  cerebral  palsy,  as  a part  of 
the  generic  group,  “brain  damage.”  Diagnostic 
categories  and  means  of  delineating  the  problem 
are  presented  in  clear  intelligible  fashion.  Methods 
described  are  directed  to  shaping  adequate  speech 
and  language  development. 

Chapter  VII,  Psychological  and  Linguistic  Im- 
plications of  Brain  Damage  in  Children  by  Martin 
J.  Berko  is  a good  review  of  the  behaviorally 
descriptive  aspects  of  the  generalized  brain  damage 
syndrome.  This  chapter  is  especially  recommended 
for  teachers  and  psychologists  who  test  children. 


For  the  child  psychiatrist  it  provides  a good  review 
of  the  syndrome  and  it  will  be  of  help  in  correlat- 
ing the  clinical  picture,  the  results  of  the  psycho- 
logical test,  and  neurological  findings  with  his 
own  observations. 

The  last  chapter  is  devoted  to  special  education 
for  the  cerebral  palsied  in  which  detailed  examples 
are  given. 

Against  the  background  of  many  books  and 
articles  on  this  subject,  often  espousing  one  par- 
ticular view,  this  work  is  a welcome  eclectic  ap- 
praisal, approach,  and  guide  to  understanding  and 
helping  these  handicapped  children. 

Robert  G.  Carlson,  M.D. 

Airplane  Safety  is  a Myth,  by  Capt.  Vernon  W.  Lowell 
Bartholomew  House,  $5.95. 

This  book  had  to  be  written,  and  this  reviewer 
is  everlastingly  grateful  to  this  courageous  airline 
pilot  for  doing  it.  He  pulls  no  punches.  Defects 
which  were  the  cause  of  the  Denver  crash  in  1961, 
and  other  fire-control  defects  which  were  the 
cause  of  the  deaths  in  that  crash,  had  not  been 
corrected  by  November,  1964,  and  were  the  cause 
of  the  author’s  crash  and  the  50  deaths  in  that 
crash,  and  had  not  been  corrected  over  two  years 
later  at  the  time  of  his  writing. 

This  book  proves  what  this  reviewer  has  known 
for  over  ten  years,  the  Civil  Aeronautics  Board 
and  the  Federal  Aviation  Agency  are  more  amen- 
able to  the  airline  industry  and  the  aircraft  in- 
dustry than  they  are  to  facts.  He  presents  case 
after  case  where  the  crash  is  blamed  on  pilot 
error  when  the  facts  to  an  impartial  jury  would 
indicate  otherwise.  And  his  solution?  He  writes, 
“How  then  can  we  arrive  at  the  true  probable 
cause?  By  true  adversary  proceedings.  (Italics  his.) 
We  need  the  nature  of  a courtroom,  with  two 
sides  arguing  the  facts — a complete  public  airing 
. . . These  adversary  proceedings  can  be  conducted 
before  a tribunal  of  judges,  or  a jury.” 

In  the  Salt  Lake  City  Boeing  727  crash  of 
November  11,  1965,  ten  witnesses  observed  fire 
prior  to  impact.  Writes  Denver  pilot  Gale  C. 
Kehmeier,  the  sole  survivor  pilot  of  four  successive 
727  crashes,  “At  the  Public  Hearing  I requested 
that  three  of  these  witnesses  be  allowed  to  testify. 
My  request  was  denied.”  Who  denied  this  request? 
The  CAB,  of  course.  Here  was  a tremendous  op- 
portunity to  get  some  factual  information  that 
might  clarify  the  three  other  Boeing  727  crashes 
of  which  there  were  no  survivors. 

As  the  author  suggests,  and  as  this  reviewer 
insists,  the  CAB  and  the  FAA  must  be  on  trial  at 
the  Public  Hearings  precisely  as  much  as  is  the 
pilot  and  the  airline.  The  failure  of  these  regula- 
tory bodies  to  correct  proved  defects  and  to  require 
modern  technics  is  responsible  for  more  deaths 
and  injuries  than  anything  else. 

It  is  the  duty  of  the  Congress  to  pass  this 
needed  legislation,  and  the  duty  of  each  individual 
to  inform  himself  and  to  make  the  strongest 
recommendations  to  his  representative  in  the  Con- 
gress. 

Horace  E.  Campbell,  M.D. 
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NEW  EVIDENCE: 


Pro-BanthTne®  (propantheline  bromide) 
gives  positive,  selective  benefits  in 
gastrointestinal  disorders. 


A 

JL^N  IMPORTANT  PROBLEM  in 

managing  gastrointestinal  disor- 
ders has  been  the  choice  of  an 
anticholinergic  agent  which  will 
act  positively  and  selectively  on 
the  gastrointestinal  tract  without 
extensive  secondary  effects. 

Recent  direct  observations  with 
the  cinefibergastroscope  and  intra- 
gastric  photography^  visually 
confirm  previous  evidence  that 
Pro-Banthine  does,  indeed,  possess 
such  selective  activity. 

Barowsky  and  his  associates 
demonstrated  that  a minimal  dose 
of  6 to  8 mg.  of  Pro-Banthlne  in- 
travenously produced  complete 
relaxation  of  gastric  activity.  Sec- 
ondary effects  were  not  significant. 

By  contrast,  it  required  0.8  mg. 
or  double  the  usual  dose  of  atro- 
pine intravenously  to  achieve  sim- 
ilar gastric  relaxation.  Side  effects 
of  this  dosage  of  the  belladonna 
alkaloid  were  pronounced.  Ven- 
tricular rates  were  as  high  as  150 
per  minute. 

For  positive,  selective  anticho- 
linergic benefits  Pro-Banthlne  is 
indicated  in  patients  with  peptic 
ulcer,  gastritis,  irritable  colon  and 
other  forms  of  gastrointestinal 
hypermotility. 


Intragastric  photograph  of  pyloric  region 
showing  complete  relaxation  of  pyloric  sphinc- 
ter with  6 mg.  of  Pro-BanthTne  intravenously. 


Dosage: The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tab- 
lets four  to  six  times  daily  may  be 
required.  Pro-Banthlne  (brand  of  pro- 
pantheline bromide)  is  supplied  as  tab- 
lets of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  ampuls  of  30  mg. 
The  parenteral  dose  should  be  adjusted 
to  the  patient’s  requirement  and  may  be 
up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 

Contraindications:  In  glaucoma  or  se- 
vere cardiac  disease. 

Precautions:  Since  varying  degrees  of 
urinary  hesitancy  may  occur  in  the  el- 
derly male  with  prostatic  hypertrophy, 
tius  should  be  watched  for  in  such  pa- 
tients until  they  have  gained  some  expe- 
rience with  the  drug. 

Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur 
with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive 
prompt  and  continuing  artificial  respi- 
ration until  the  drug  effect  has  been 
exhausted. 

Side  Effects  The  more  common  side 
effects,  in  order  of  incidence,  are  xero- 
stomia, mydriasis,  hesitancy  of  urina- 
tion and  gastric  fullness. 

1.  Barowsky,  H.;  Greene,  L.;  Bennett,  R.,  and 
Buganza,  G.:  The  Effect  of  Anticholinergic 
Drugs  on  Gastric  Motility  and  Pyloric  Func- 
tion, Scientific  Exhibit,  Annual  Convention 
of  the  American  Medical  Association,  Chi- 
cago, Illinois,  June  26-30,  1966. 
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NOW  COLORADO  MEDICAL  SOCIETY  MEMBERS 
CAN  SECURE  UP  TO 

$1,000.00  A MONTH 

DISABILITY  INCOME  PROTECTION 


Recognizing  the  need  many  of  you  have  for  addi- 
tional disability  income  protection,  arrangements 
have  been  made  to  increase  the  maximum  benefits 
available  under  the  Society's  plan  from  $800.00  to 
$1,000.00  a month  effective  immediately.  These 
increased  benefit  amounts  are  available  only  to 


members  under  age  50  and  in  good  health.  All  the 
other  outstanding  features  of  your  former  plan 
have  been  retained  without  change. 

For  full  details  on  this  outstanding  protection, 
complete  the  coupon  below  and  mail  it  today. 


Underwritten 


OF  OMAHA^ 


Mutual  of  Omaha  Insurance  Company 
Lite  Insurance  Aftiliate;  United  ot  Omaha 
Home  Ottice:  Omaha,  Nebraska 


7-8-9-67 


I VINCENT  ANDERSON  COMPANY,  INC. 

I Second  Floor,  Railway  Exchange  Building 
I Denver,  Colorado  80202 

I 

I Please  send  me  tull  details  on  the  Colorado  Medical  Society's  new  Disability 
I Income  Protection  Plan. 

I 


I Name.... 

I 

\ Address. 


I 

I 

■ 


City. 


S ate. 


.ZIP  Code. 


PREMIUM 

QUALITY 


AT  ITS  BEST... 


Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  ail  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 


MILK  FROM  BRAND  CHAMPIONS  OF  QUALITY 


i 
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Colorado  Medical  Society 

OFFICERS  1966-67 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  and  expires 
Sept.  23,  1967,  at  the  Annual  Session  in  Colorado  Springs. 
President:  Myron  C.  Waddell,  Denver. 

President-elect:  Henry  H.  Zeigel,  Collbran. 

Vice  President:  Eugene  B.  Ley,  Pueblo. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trustees:  Carl  H.  McLauthlin,  Denver,  1967; 
Kenneth  A.  Platt,  Westminster,  1967;  William  A.  H.  Rettberg, 
Denver,  1968;  Robert  W.  Ludwick,  Sterling,  1969. 

Delegates  to  the  American  Medical  Association:  Harlan  E. 
McClure,  Lamar,  Dec.  31,  1967  (Alternate,  Vernon  L.  Bolton, 
Colorado  Springs,  Dec.  31,  1967);  Gatewood  C.  Milligan, 

Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31,  1967) ; Kenneth  C.  Sawyer,  Denver,  Dec.  31,  1968 
(Alternate,  Robert  E.  McCurdy,  Denver,  Dec,  31,  1968). 
Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Vice  Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver 
Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver, 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  Albert  L.  Vadheim,  Bozeman. 

President-elect:  Alfred  M.  Fulton,  Billings 
Vice  President:  Mark  B.  Listerud,  Wolf  Point. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Hugh  V.  Anderson,  Great  Falls 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings 
Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Albert  L.  Vadheim,  Bozeman;  Alfred 
M.  Fulton,  Billings;  Mark  B.  Listerud,  Wolf  Point;  Oscar  A. 
Swenson,  Sidney;  Hugh  V.  Anderson,  Great  Falls;  Robert  W 
Thometz,  Butte;  Paul  J.  Gans,  Lewistown;  Robert  K.  West, 
Cut  Bank. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren 
D.  Bowman,  Jr.,  Billings 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  BiUings,  59103.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 
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expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  William  M.  Tappan,  Reno. 

President-elect:  Richard  A.  Petty,  Carson  City. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Immediate  Past  President:  Joseph  M.  George,  Jr.,  Las  Vegas. 
Delegate  to  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Scientific  Editor  for  Nevada.  Rocky  Mountain  Medical  Journal; 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 


New  Mexico  Medical  Society 
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expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1967  Annual  Session. 

President:  Tom  L.  Carr,  Albuquerque. 

President-Elect:  Emmit  M.  Jennings,  Roswell. 

Vice  President:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Robert  P.  Beaudette,  Raton 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Councilors  for  Three  Years:  Don  R.  Clark,  Roswell;  Alvin  S. 
Hartz,  Farmington;  Samuel  E.  Neff,  Clovis. 

Councilors  lor  Two  Years:  Harry  D.  Ellis,  Santa  Fe;  Armin 
T.  Keil,  Raton. 

Councilors  lor  One  Year:  W.  W.  Kridelbaugh,  Albuquerque; 
Richard  C.  Sherman,  Alamogordo. 

Scientific  Editor  for  New  Mexico.  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 

Utah  State  Medical  Association 
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President:  Paul  A.  Clayton,  Salt  Lake  City 

President-elect:  Drew  M.  Petersen,  Ogden 

Past  President:  L.  V.  Broadbent,  Cedar  City 

Honorary  President:  Juel  E.  Trowbridge,  Bountiful 

Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City 

Treasurer  ’69:  Ralph  C.  Richards,  Salt  Lake  City 

Delegate  to  A.M.A,:  Drew  M.  Petersen,  Ogden 

Alternate  Delegate  to  A.M.A,:  Ralph  E.  Jorgenson,  Provo 

President,  Medical  Service  Bureau:  Wilford  G.  Biesingei, 

Springville 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan 
Alternate  Speaker,  House  of  Delegates:  William  R. 
Christensen,  Salt  Lake  City 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Alan  E. 
Lindsay,  Salt  Lake  City 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL  5-7477. 

Wyoming  State  Medical  Society 
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at  the  1967  Annual  Session. 

President:  Ray  K.  Christensen,  Powell 

President-elect:  Laurence  W.  Greene,  Jr.,  Laramie 

Vice  President:  Henry  N.  Stephenson,  Newcastle 

Secretary:  Raymond  E.  Kunkel,  Thermopolis 

Treasurer:  Elmer  S.  McKay,  Lander 

Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A,:  Frederick  H.  Haigler, 

Casper 

Speaker  of  the  House;  John  H.  Froyd,  Worland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Mr.  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.  O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 
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WANT  ADS 


APPLICATIONS  ARE  NOW  BEING  ACCEPTED  for  Medical 
Residencies  at  the  first,  second  and  third  year  levels,  to 
begin  during  the  second  half  of  1967.  Active  program  includes 
experience  in  sub-specialties,  and  participation  in  a 50,000 
visit  out-patient  clinic,  as  well  as  supervised  treatment  of 
in-patients.  Teaching  staff  members  are  all  board  certified, 
and  the  majority  hold  faculty  appointments  at  the  University 
of  Minnesota  Medical  School.  Hospital  also  conducts  residencies 
in  General  Surgery,  Obstetrics-Gynecology,  Radiology,  Pathol- 
ogy, Ophthalmology  and  Urology,  and  is  approved  for  twelve 
rotating  internships  with  applications  accepted  only  through 
the  National  Intern  Matching  Program.  For  descriptive  bro- 
chure and  application  blanks,  address  inquiry  to:  Chairman  of 
Education  and  Research,  The  Charles  T.  Miller  Hospital,  125 
West  College  Avenue,  St.  Paul,  Minnesota  55102.  7-1-2B 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-7-TFB 


NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25.000  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
466-1718.  1-3-TFB 


YOUNG  GROWING  PARTNERSHIP,  2 GPs  and  Board  Sur- 
geon seeks  GP  and/or  Surgeon  with  Chest  Qualifications. 
New  air  conditioned  building,  modern  lab  and  X-ray  facilities. 
Growing  southwestern  New  Mexico  city  of  9,000,  drawing 
area  30,000.  Accredited  hospital.  Four  year  university.  Objec- 
tive full  partnership.  Salary  during  trial  period.  Contact  Drs. 
Cobb-Walsh-Wille,  114  W.  11th  St.,  Silver  City,  N.  M.  Area 
Code  505  - 533-2961.  3-9-6 


WANTED:  GP  to  practice  in  small  town  in  vicinity  of  Lusk, 
Wyoming,  or  preferably  two  GP’s  who  can  work  together. 
New  hospital,  excellent  schools,  churches  and  recreational 
facilities  available.  Write  Box  6-4-3B,  Rocky  Mountain  Medical 
Journal,  18C9  East  13th  Ave.,  Denver,  Colorado  8 218.  6-4-3B 


GE  MAXICON  X-RAY  2D0MA  spot  film  motorized  table 
fluoroscope,  stainless  steel  developing  tank  with  automatic 
controls,  dryer,  film  storage,  pass  box;  4-panel  illuminator, 
$4,500  complete.  Call  442-5345  or  write  Dr.  C.  O.  Roberts, 
1760  Sunset  Blvd.,  Boulder,  Colorado  80302  8-1-5 


FOR  SALE — Complete  Clinical  and  X-Ray  Laboratory  equip- 
ment, G.E.  Maxicon  Unit  R & F Comb.  Hydro,  table,  200 
M.A.  Spot  Film  Dv.,  Recp.  Buckey,  16  to  1 grid.  Like  new. 
One  Portable  X-ray  Unit,  Shockproof,  oil  immersed  tube  and 
transformer  and  controls  in  head.  G.E.-EKG.  Small  Amer. 
Ster.  Autoclave.  Complete  set  of  surgical  instruments.  Ritter 
(B&L)  Hydraulic  Optical  Chair  Unit,  and  A-O  Master  Re- 
fractor, new — still  in  factory  carton.  One  pair  of  Time  Master 
Dictaphones,  Diet.  & Trans.  One  Cine-Kodak  Special  16  mm 
Movie  Research  Camera.  Call  or  write  L.  N.  Myers,  M.D., 
3535  S.  Franklin  St.,  Englewood,  Colo.  Phone  781-2146  8-2-1 


OFFICE  SPACE  FOR  RENT  for  ophthalmologist  and  oto- 
laryngologist in  Medical  Center  Building,  1959  W.  Littleton 
Blvd.,  Littleton,  Colorado.  Ultra  modern  suite  for  private 
practice  adjacent  to  an  established  major  multi-specialty 
group  of  eleven  physicians.  Contact  L.  C.  Doyle,  Clinic  Man- 
ager. 8-3-lB 


FOR  SALE — Medical  office  equipment,  including  waiting 
room  furniture:  complete  consultation  room;  examining 
room  and  table,  as  well  as  complete  Ritter-75  examination 
suite,  hydraulic-powered  table.  Also,  a variety  of  other 
medical  office  equipment  and  instruments.  Call  or  write: 
G.  E.  Philbin,  M.D.,  221  E.  Hampden  Ave.,  Englewood,  Colo. 
80110.  Phone:  789-2251.  8-4-1 


FOR  RENT  in  new  but  established  southeast  Denver  building. 

Consultation  room  and  1 or  2 examining  rooms  plus  share 
lab,  business  office  and  reception  room.  Prefer  internist, 
psychiatrist  or  surgical  subspecialist.  Call  757-8371.  8-5-lB 


PICKER  X-RAY,  100  milliampere,  tilt  table,  rotating  anode, 
all  accessories,  perfect  condition,  $5,0C0;  sacrifice  for  less 
than  half.  Call  399-1373  (Denver).  8-6-1 


EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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Newton  Optical 
Company 


Catering  to 

Medical  Profession  Patronage 


309  16th  Street 
Denver  80202 


Telephone 

534-8714 


SELF-EMPLOYED 
RETIREMENT 
TAX  ADVANTAGE 

Call 

Lou  Lagrave 

Serving  Medical  Profession 
Over  Twenty  Years 

Hilton  Hotel  Bldg. 
Albuquerque,  N.  M.  247-4045 

Rauscher  Pierce  Securities  Corp. 


Member  New  York  Stock  Exchange  and  other  leading 
Exchanges 


HOSPtTAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401 


Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 


CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan.  M.D. 
James  E.  Edwards,  M.D. 
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HIRSCHFELD’S 


Sp  eer  at  Acoma  • Denver  • 534-0631 


r 


Discriminating  Doctors 
everywhere  specify 

FEE  LC  AS 


1 


Custom  Line 
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Oliantfn* 

(^iphenylhydaioin) 

PARKE-DAVIS 

In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states,  its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,, erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
Identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsuie  0.03  Gm.  diphenyihydantoin  sodium. 
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01IRS7 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.^’  ® 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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for  tlie  infant 
who  requires  a 
milk-free  diet! 


Soyalac 


• Soyalac  satisfies!  Baby  is  happy,  mother  is  grateful,  doctor  is 
gratified. 

• The  nut-like  taste  is  pleasing.  Infants  readily  accept  this  hypo- 
allergenic formula  that  is  completely  fibre-free.  An  exclusive 
process  results  in  a consistency  much  like  milk. 


• Soyalac  is  strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation.  Clinical  data  furnish  evidence  of 
Soyalac’s  value  in  promoting  normal  growth  and  development. 

« Excellent  for  regular  infant  feeding,  too— and  for  growing  chil- 
dren and  adults. 
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A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


a product  of 

LOMA  LINDA  FOODS 
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‘^When  I couldn't  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you,  Doc." 


Maybe  he  doesn't  know  when  he's  well  off.  But 
you  might  want  to  prescribe  long-acting  Nova- 
histine  LP  anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  day  and  night  relief  by  helping 
to  clear  congested  air  passages  for  normal,  free 
breathing.  Novahistine  LP  is  formulated  to  provide 
continuous  therapeutic  effect  for  8 to  12  hours. 
The  decongestant  ingredients  help  restore  normal 
mucus  secretion  and  ciliary  activity— physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVIHISTINFLP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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Mike  expects  a penicillin  iniection. 
He’S  adoui  to  ne  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen»Vee®  K (potassium  phenoxymethyl  penicillin). 
It's  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer  than 
with  oral  penicillin  G. 

Indications:  infections  susceptibie  to  oral  penicillin  G:  prophylaxis  and  treat- 
ment of  streptococcal  infections;  treatment  of  pneumococcal,  gonococcal,  and 
susceptible  staphylococcal  infections;  prophylaxis  of  rheumatic  fever  in  patients 
with  a previous  history  of  the  disease. 

Contraindications:  infections  caused  by  nonsusceptible  organisms;  history  of 
peniciliin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  controlled)  is 
rare  but  more  frequent  in  patients  with  previous  peniciliin  sensitivity,  bronchial 
asthma  or  other  allergies.  Resuscitative  (epinephrine,  aminophylline,  pressor 
amines)  and  supportive  (antihistamines,  methyiprednisoione  sodium  succinate) 
drugs  should  be  readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia.  In  suspected 
hypersensitivity,  evaluation  of  renal  and  hematopoietic  systems  is  recommended. 


Precautions:  In  suspected  staphylococcal  infections,  perform  proper  laboratory 
studies  including  sensitivity  tests.  If  overgrowth  of  nonsusceptible  organisms 
occurs  (constant  observation  is  essential),  discontinue  penicillin  and  take  appro- 
priate measures.  Whenever  allergic  reactions  occur,  withdraw  penicillin  unless 
condition  being  treated  is  considered  life  threatening  and  amenable  only  to 
penicillin.  Penicillin  may  deiay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should  be  tested 
serologically  for  at  least  3 months.  When  lesions  of  primary  syphilis  are  sus- 
pected, dark-field  examination  should  precede  use  of  penicillin.  Treat  beta- 
hemolytic  streptococcai  infections  with  full  therapeutic. dosage  for  at  least  10 
days  to  prevent  rheumatic  fever  or  glomerulonephritis.  In  staphylococcal 
infections,  perform  surgery  as  indicated. 

Adverse  Reactions  (Penicillin  has  significant  index  of  sensitization);  Skin 
rashes,  ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urticaria; 
serum  sickness-like  reactions,  including  chills,  fever,  edema,  arthralgia  and  pros- 
tration. Severe  and  often  fatal  anaphylaxis  has  been  reported  (see  “Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000  units),  500 
mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and  250  mg.  (400,000 
units)  per  5 cc. 
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treated  with 
Parafon  Forte 


TABLETS 


Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility . . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 
a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,i'^  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy® 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action,^-®  and  to  retain  effectiveness 
even  on  continued  administration,®"'^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McN EIL”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J,:  Fed.  Proc.  J4:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  .4^:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J,  J.:  J,  Pharmacol.  Exp.  Ther.  i2S:340,  1960.  6.  Settel,  E.:  Clin.  Med.  6 :1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25:430,  1964.  7.  Darienzo,  C.:  Ibid., 
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EJ^^iiriAPAk  t LOST  THB  BATTLE  ^ 

^ [hONfll^^  Of  WATERLOO  BECAUSE 

iS)^  HE  WAS  TOO  FAT! 

ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13,  1890, 

THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK  HIS 
INTELLIGENCE  INFORMATION.  ” IT  WAS  A MATTER  OF  MERE 
INDOLENCE  AND  THIS  INDOLENCE  WAS  CAUSED  BY  FAT.  *' 
source:  jama  I&E-.ES  (OCT.S)  I963. 


rStQY^  ACCORDING  TO  DRS.  SHIPMAN  AND  PLESSET 
"APPARENTLY  NO  DIETER  SUCCEEDS  WHO  IS 
VERY  ANXIOUS  OR  DEPRESSED."^(  THE  AMBAR  FORMULA 
PROVIDES  METHAMPHETAMINE  TO  HELP  ELEVATE  THE 


THE  BOOK  “PRAY  YOUR  wmur  AWAY  ’^GES  readers  TO 


"ASK  GOD  TO  HELP  YOU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY. 
source:  rev.  c.w.  shedd:  new  York  lippincott,  iQsa. 


MOOD  AND  PHEN0BAR8ITALT0  HELP  REDUCE  ANXIETY. 

¥; source:  archives  of  general  psychiatry  8:26  (JUNE  1963). 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOS! 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR*2 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(\Varning:  may  be  habit  forming) 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  H-j^OBINSj 


A.  H.  ROBINS  COMPANY, 
RICHMOND,  VA.  23220 


New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1-^  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle— may  provide 
multiple  action  that  helps  explain  their  rm- 
excelled  record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precaution^,*; 
side  effects  and  dosage. 


H«iw  the  estrogen-opposing 
action  of  NorinYl-1  creates 
cervical  mucus  that  may  be  hostile 
to  sperm  penetration 

Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amoimt  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-1 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 

*Cohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive,  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  6,  1967. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
appears  to  impair  sperm  vitality... 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


ilow  NorinYl-1 
(alters  normal 
endometrial  responses- 
another  possible 
protective  mechanism 

i;.et  US  suppose  that  an  ovum  is  released— as  occurs  in  an 
jccasional,  rare  case  — and  somehow  a sperm  succeeds  in 
aenetrating  the  cervical  mucus  barrier.  Should  this  come  about, 
me  additional  action  of  Norinyl-1  may  protect  the  patient 
rom  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
nakes  endometrial  tissue  unreceptive  to  implantation. 


Endometrium  of 
mtreated  potient 


Endometrium  produced 
by  Norinyl-1 


lormally,  the  endometrium  progresses  through 
proliferative  phase  stimulated  by  estrogen  and  a 
ecretory  phase  stimulated  by  progesterone, 
uring  the  secretory  phase  the  endometrium  is 
Jceptive  to  the  fertilized  ovum. 


When  Norinyl-1  is  administered  its  progestogen 
component  — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


Je  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone  / mestranol 
combination 

lower  cost 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  ha 
become  a well-accepted  principle  of  conservative  medical  practic 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strencftj 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percer 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.0 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  1 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  a 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  wome 
Clinical  experience  now  establishes  that  Norinyl- 1 also  amply  meet 
the  criteria  of  reliability  and  safety.* 

♦Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  1965. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 
phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion. require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives:  < 
creased  bromsulphalein  retention  and  oth 
hepatic  function  tests,  coagulation  tests  { 
crease  in  prothrombin,  factors  VII,  VIII,  IX  ar 
X),  thyroid  function  (increase  in  FBI  and  bu 
nol  extractable  protein-bound  iodine  and  c 
crease  in  T^  values),  metapyrone  test,  pregnoD 
diol  determination. 

Other  side  effects  reported  to  have  occurn 
in  association  with  use  of  this  drug  ore  dir 
ness,  hirsutism,  pains  in  legs,  back,  chest  oi 
abdomen,  dysuria,  drowsiness,  vaginal  c 
charge,  libido  increased  and  decreased,  eri 
tions,  hypermenorrhea,  hypomenorrhi 
increased  appetite,  G.  U.  infections,  varico 
veins,  abdominal  fullness,  acne,  headac) 
nervousness,  allergies,  blurred  vision,  pain 
eyes,  and  itching  in  eyes.  For  complete  clinic 
data,  see  package  insert. 

Dosage  and  Administration:  1.  One  tablet 
Norinyl-1  is  administered  orally  for  20  da 
beginning  on  day  5 of  the  menstrual  eye 
(Count  day  1 of  the  cycle  as  the  first  day 
menstrual  bleeding.)  Repeat  this  dosage  sch' 
ule  for  each  cycle.  2.  If  no  menstrual  peri 
occurs  after  a cycle  of  treatment  (20  tablets) 
which  patient  adhered  to  the  schedule,  the  ) 
tient  must  be  instructed  to  resume  taking  t 
Norinyl-1  tablets  7 days  after  the  previous 
day  course  was  completed.  For  example,  if  t: 
last  pill  of  a previous  cycle  had  been  taken  ■ 
a Sunday,  then  a new  cycle  of  treatment  shou 
begin  on  the  following  Sunday.  3.  In  the  pc; 
partum  woman,  it  is  recommended  that  1 1 
first  cycle  of  treatment  should  begin  on  dayi 
of  the  first  menstrual  cycle.  However,  Noriny 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 r 
with  mestranol  0.05  mg.)  — Dispensers  of  20  a; 
60  and  bottles  of  250  tablets.  I 


norethindrone  — «n  original  steroid  from 

SYNTEX0 

LABORATORIES  INC. .PALO  ALTO.  CALIF. 


Cleopatra 

knew 

what  every 
doctor 
should 
know... 


‘'Cleopatra  before  Caesar.*' An  early  steel  engraving. 


Cleopatra  had  a way  with  men  and  wine.  With  wine,  she  eased  the  jumpy  ten- 
sions of  Julius  Caesar  and  Mark  Antony.  Wine,  mankind's  first  medicine,  had 
been  the  supreme  mild  tranquilizer  thousands  of  years  before  Cleopatra— and 
still  is  today. 

What  about  you.  Doctor?  Do  you  have  a way  with  wine  and  your  patients? 
To  aid  your  therapy  in  many  types  of  cases?*  Our  prescription  for  you  is,  "USES 
OF  WINE  IN  MEDICAL  PRACTICE:  A SUMMARY."  The  result  of  25  years  of 
worldwide  scientific  research,  is  yours  free,  for  the  asking. 

What  about  your  wife?  Does  she  have  a way  with  wine,  to  beguile  you  and 
entertain  her  guests?  Our  prescription  for  her  is  the  free  booklet,  "WINE  TAST- 
ING PARTY"- the  newest  idea  in  entertaining. 

Here's  to  you.  Doctor,  your  family  and  your  patients.  Happier  days  with  wine! 


"■Rx  WINE:  4 ounces  with  lunch  and  dinner  daily.  Wine 
stimulates  gastric  flow;  can  help  the  convalescing  pa- 
tient; can  aid  the  patient  lacking  appetite;  can  help  relieve 
anxiety;  can  help  patients  suffering  from  the  malabsorp- 
tion. syndrome;  helps  hospital  and  geriatric  home  morale; 
helps  to  make  meal-time  pleasant  and  relaxing. 

Just  address  WINE  ADVISORY  BOARD,  717  Market  Street,  San  Fran- 
cisco 94103,  on  your  professional  letterhead.  You  will  receive  free, 
"WINE  TASTING  PARTY"  (24pp),  and  "USES  OF  WINE  IN  MEDI- 
CAL PRACTICE." 


WINE  ADVISORY  BOARD,  DEPT.  Cl,  717  MARKET  ST.,  SAN  FRANCISCO,  CALIF.  94103 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^  ® 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  t’wo  to  four 
times  those  of  other  erythromycin 
preparations. Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^  ® 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  raacrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone 

Erythromycin 


Estolate 


{ See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

in  serious  staphylococcus  infections,  erythromycin  prepara- 
ti  ms  should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appearec 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  w 
characterized  by  increased  direct-reacting  bilirubin,  elevj 
alkaline  phosphatase  levels,  negative  or  weakly  positive  ceph: 
flocculation  and  thymol  turbidity  tests,  elevated  serum  gluta 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  i 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has 
been  reported  in  other  patients  taking  prolonged  courses  of 
medication.  Patients  with  chronic  infection  have  been  given 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months, 
patients  with  rheumatic  fever  have  taken  prophylactic  dose 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  grouj 
144  patients  who  received  the  drug  daily  for  two  years,  no  j£ 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  tl 
patients’  families,  who  were  not  taking  the  drug,  had  epis( 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  v 
determined  in  a group  of  fifty-four  adults  and  children  who  1 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  month; 
rheumatic  fever  prophylaxis.  The  results  were  compared 
those  of  a similar  group  of  forty-four  patients  who  received  ] 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Eleva 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  eo’ 
of  treatment  was  observed  in  one  patient  treated  with  Ilo; 
and  in  two  patients  treated  with  penicillin.  Seven  other  pati 
in  the  group  receiving  Ilosone  and  four  others  in  the  penic 
group  showed  elevations  in  one  of  the  tests  at  some  time  du 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  ^ 
reported  in  102  pediatric  patients  who  received  short-term  ( 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  ii 
tions.  Results  of  liver  function  tests  in  these  patients  v 
comparable  to  those  in  a similar  control  group  who  had  rece 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepati 
fects  are  observed  in  a small  proportion  of  individuals  as  a r< 
of  a local  stimulating  effect  of  the  medication  on  the  alimen 
tract;  however,  the  normal  intestinal  gram-negative  bacfc 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the 
of  erythromycin,  there  have  been  occasional  reports  of  urtic 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hoursi 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  W 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dc 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythronf 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosas 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fi:j 
days.  Close  follow-up  of  the  patient  is  necessary  since  eryi 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stag 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  a 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  dayal 
recommended.  In  the  treatment  of  gonorrhea,  patients  wi. 
suspected  lesion  of  syphilis  should  have  a dark-field  examin  i( 
before  receiving  antibiotics,  and  monthly  serologic  tests  slu 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  25itii 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equivel 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  pack?ei 

Ilosone,  125,  for  Oral  Suspension,  N.E,  125  mg.  (equiven 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  pack;® 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-ccdl 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.E,  125  mg.  (equivalent  to  bse) 
in  bottles  of  50.  [0J?67 

References:  1.  Griffith,  R.  S..  and  Black,  H.  R.;  Am.  J.  M.  Sc..  2^7:69  96l 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother..  J2;398, -961 

3.  Hirsch,  H.  A.,  Pryles,  C.  V..  and  Finland,  M.:  Am.  J.  M.  Sc., 

229:198,  1960. 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  i6206. 
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Tivo  ways  to  ^ive  your  patients  a 
monthls  therapeutic  supply  of  vitamin  C 


118  grapefruit  or  30  Allbee*  with  C 

Your  patient  would  have  to  eat  118  medium-sized  grapefruit 
(almost  4 a day!)  to  get  as  much  vitamin  C as  is  provided 
in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  cap- 
sule daily) . In  addition,  each  capsule  supplies  full  therapeutic 
amounts  of  the  B-complex  vitamins. 

Your  patients  can  purchase  Allbee  with  C capsules  in  the 
convenient  bottle  of  tbirty— a month’s  supply  at  a very  reason- 
able price.  Also  the  economy  size  of  100.  Available  at  phar- 
macies everywhere  on  your  prescription  or  recommendation. 

/q-H'DOBINS 

A.  H.  Robins  Company,  Richmond,  Virginia 


Each  capsule  contains. 

Thiamine  Mononitrate 
(Vitamin  6i)  (15  M D R.)  15  mg 

Riboflavin  (Vitamin  B?)  (8  M.O.R.)  10  mg 
Pyndoiine  HCI  (Vitamin  Bs)  5 mg 

Nicotinamide  (Niacinamide)(5  M 0 R.)  50  mg 
Calcium  Pantothenate  10  mg. 

Ascorbic  Acid  (Vitamin  C)  (10  M 0 R.)300  mg. 


• • 


the  spasm 
reactors 
in  your  practice 
deserve 


onna 


each  tablet,  capsule  or  5 cc.of  each 
elixir  (23%  alcohol)  Extentab® 


hyoscyamine  sulfate  0.1037  mg. 

atropine  sulfate  0.0194  mg. 

hysocine  hydrobromide  0.0065  mg. 

phenobarbital  (lA  gr.)  16.2  mg. 

(Warning : may  be  habit  forming) 


0.3111  mg. 
0.0582  mg. 
0.0195  mg. 
(%  gr.)  48.6  mg. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


/l-HDOBINS 


In  peptic  ulcer... 

antacid 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition : Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 


Stuart 


for  September  1967 
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l/l//n^rop 


announces 

a breakthrough  in  the 
control  of  pain 

Thlwin 

brand  of  t ^ 

peniazoeiiie 

(as  lactate) 

a potent,  injectable  non-narcotic 


For  every  physician 
who  has  ever  preserihed  morphine 


Talwin  is  the  new  potent  non-narcotic  inject- 
able analgesic  which  is  indicated  for  relief  of 
all  types  and  degrees  of  pain  in  acute  and 
chronic  disorders.  Talwin  30  mg.  is  usually  as 
effective  an  analgesic  as  morphine  10  mg.  or 
meperidine  75  to  100  mg.,  but  needs  no  nar- 
cotics controls;  its  duration  of  action  may 
sometimes  be  less  than  that  of  morphine. 


Talwin  is  relatively  free  from  adverse  effects 
of  morphine,  such  as  constipation,  urinary  re- 
tention, or  severe  respiratory  depression.  It 
has  been  used,  in  varying  dosages,  in  over 
12,000  patients  for  relief  of  pain  of  medical 
disorders,  of  active  labor  and  postoperative 
pain;  also  for  preoperative  or  preanesthetic 
medication,  and  as  an  adjunct  to  anesthesia. 


A brochure  incorporating  analyzed  information  on 
Talwin  is  available.  The  completeness  of  the  informa- 
tion will  permit  you  to  evaluate  the  role  Talwin  can 
play  in  your  practice. 

You  can  depend  on  Talwin  to  relieve  pain: 
WHATEVER  the  intensity  of  the  pain 
the  cause  of  the  pain 
the  site*  of  the  pain 
the  duration  of  the  pain 
the  chronicity  of  the  pain 
the  aget  of  the  patient 


Talwin  does  not  require  a narcotics  prescription 
The  World  Health  Organization  Expert  Committee  on 
Dependence-Producing  Drugs  concluded  that  “. . . 
there  was  no  need  at  this  time  for  narcotics  control  of 
pentazocine  [Talwin]  internationally  or  nationally.” 

Tech.  Rep..Ser.,  No.  343,  1966,  p.  6.) 

It  is  our  sincere  belief  that  the  discovery  of  Talwin  by 
Winthrop  Laboratories  will  be  of  great  value  to  you 
and  your  patients  for  whom  you  may  have  to  prescribe 
a potent  analgesic. 

‘Talwin  should  not  be  used  for  patients  with  increased  in- 
tracranial pressure,  head  injury  or  pathologic  brain  con- 
ditions. 

tUntil  sufficient  experience  is  gained,  it  should  not  be  ad- 
ministered to  children  under  12  years  of  age. 
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Rocky  Mountain  Medical  Jolthnal 


Talwin  — brand  of  pentazocine  (as  lactate) 


Contraindications;  Increased  Intracranial  Pressure,  Head 
Injury,  or  Pathologic  Brain  Conditions  in  which  clouding 
of  sensorium  is  undesirable.  Talwin  (brand  of  pentazo- 
cine) should  not  be  administered  in  these  cases,  since 
drug-induced  sedation,  dizziness,  nausea,  or  respiratory 
depression  could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic 
effects  attributable  to  the  use  of  Talwin  have  been  seen 
in  extensive  reproductive  studies  in  animals;  however, 
like  all  new  drugs,  Talwin  should  be  given  with  caution 
to  pregnant  women.  A large  number  ot  patients  in  labor 
have  received  the  drug  with  no  adverse  reactions  other 
than  those  that  occur  with  commonly  used  strong  anal- 
gesics. However,  as  with  other  strong  analgesics,  Talwin 
should  be  used  with  caution  in  women  delivering  pre- 
mature infants. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occa- 
sional euphoria  have  been  noted,  ambulatory  patients 
should  be  warned  not  to  operate  machinery,  drive  cars, 
or  unnecessarily  expose  themselves  to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that  Talwin 
(brand  of  pentazocine)  may  cause  respiratory  depression 
should  be  considered  in  treatment  of  patients  with  bron- 
chial asthma.  Talwin  (brand  of  pentazocine)  should  be 
administered  only  with  caution  and  in  low  dosage  to  pa- 
tients with  respiratory  depression  (e.g.,  from  other  medi- 
cation, uremia,  or  severe  infection),  obstructive  respira- 
tory conditions,  or  cyanosis. 

Patients  Dependent  on  Narcotics.  Because  Talwin  is  a 
narcotic-antagonist,  patients  dependent  on  narcotics  and 
receiving  Talwin  may  occasionally  experience  certain 
withdrawal  symptoms.  Talwin  should  be  given  with  spe- 
cial caution  to  such  patients.  It  has  been  observed  that 
some  patients  previously  given  narcotic-analgesics  for  one 
month  or  longer  had  mild  withdrawal  symptoms  when  the 
drug  was  replaced  with  the  analgesic,  Talwin.  After  a 
short  period  of  adjustment  the  subjects  were  usually  able 
and  willing  to  continue  taking  Talwin,  and  relief  of  pain 
was  satisfactory. 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  be- 
lieved to  be  indicative  of  antagonism  to  the  opiate  may  be 
observed  rarely  with  administration  of  Talwin  to  patients 
receiving  opiates  for  a short  time.  Intolerance  or  unto- 
ward reactions  are  seldom  observed  after  administration 
of  Talwin  to  patients  who  have  received  single  doses  or 
who  have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory 
tests  have  not  indicated  that  Talwin  (brand  of  pentazo- 
cine) causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients 
with  such  impairment.  Extensive  liver  disease  appears  to 
predispose  to  greater  side  effects  (e.g.,  marked  apprehen- 
sion, anxiety,  dizziness,  sleepiness)  from  the  usual  clini- 
cal dose,  and  may  be  the  result  of  decreased  metabolism 
of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of 
pentazocine)  should  be  used  with  caution  in  patients  with 
myocardial  infarction  who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with 
the  effects  of  Talwin  on  the  sphincter  of  Oddi,  the  drug 
should  be  used  with  caution  in  patients  about  to  undergo 
surgery  of  the  biliary  tract. 

Adverse  Effects:  Talwin  is  relatively  free  from  the  unde- 
sirable side  effects  associated  with  morphine,  such  as 
constipation,  urinary  retention,  or  severe  respiratory  de- 
pression. Furthermore,  Talwin  produces  less  nausea,  vom- 
iting, and  diaphoresis  than  meperidine. 

In  over  12,000  patients  who  received  Talwin  intramus- 
cularly, subcutaneously,  or  intravenously,  nausea,  the 
most  frequent  adverse  effect,  occurred  in  approximately 
5.0  per  cent.  In  decreasing  order  of  occurrence  were  ver- 
tigo, dizziness  or  lightheadedness;  vomiting;  and  eu- 
phoria. Respiratory  depression  was  reported  as  an  adverse 
reaction  in  1.0  per  cent. 

The  incidence  of  each  of  the  other  adverse  effects  was 
well  below  1.0  per  cent:  constipation,  circulatory  depres- 
sion, diaphoresis,  urinary  retention,  alteration  in  mood 
(nervousness,  apprehension,  depression,  floating  feeling), 
hypertension,  sting  on  injection,  headache,  dry  mouth. 


flushed  skin  including  plethora,  altered  uterine  contrac- 
tions during  labor,  dermatitis  including  pruritus,  dreams, 
paresthesia,  and  dyspnea  occurred  rarely  after  adminis- 
tration of  Talwin  (brand  of  pentazocine).  Furthermore, 
each  of  the  following  adverse  reactions  occurred  in  less 
than  0.1  per  cent:  tachycardia,  visual  disturbance  (blurred 
vision,  diplopia  and  nystagmus),  hallucinations,  disorien- 
tation, weakness  or  faintness,  muscle  tremor,  chills,  aller- 
gic reactions  including  edema  of  the  face,  taste  alteration, 
insomnia,  diarrhea,  cramps,  and  miosis;  laryngospasm  in 
one  patient. 

Talwin  has  not  produced  severe  respiratory  embarrass- 
ment in  adults  (never  apnea),  even  with  large  amounts. 
A small  number  of  newborn  infants  whose  mothers  re- 
ceived Talwin  during  labor  had  transient  apnea.  The  inci- 
dence of  temporary  diminution  in  the  rate  or  strength  of 
uterine  contractions  is  low  after  administration  of  Talwin, 
similar  to  that  following  meperidine  hydrochloride.  (In 
reporting  no  interference  with  normal  labor  in  patients 
receiving  Talwin,  one  investigator  further  stated  that  the 
drug  may  increase  uterine  activity.)  Generally,  no  signif- 
icant fetal'heart  rate  change  occurs. 

Laboratory  tests  of  blood  and  of  liver  and  kidney  func- 
tions have  revealed  no  significant  abnormalities.  A mini- 
mum and  probably  insignificant  increase  in  the  per  cent 
of  eosinophils  in  peripheral  blood  counts  and  bone  mar- 
row occurred  occasionally. 

Talwin  is  well  tolerated  by  patients  with  diabetes  mellitus, 
and  no  changes  in  insulin  requirements  have  been  ob- 
served. 

Dosage  and  Administration:  Adults,  Excluding  Patients  in 
Labor.  Average  recommended  single  parenteral  dose  is 
30  mg.,  by  intramuscular,  subcutaneous,  or  intravenous 
route;  may  be  repeated  every  three  to  four  hours.  Pain 
has  been  relieved  in  most  patients  with  not  more  than 
three  doses  daily.  Infrequently,  selected  patients  have  re- 
ceived single  doses  as  high  as  60  mg.  Patients  in  Labor. 
A single,  intramuscular  30  mg.  dose  has  been  most  com- 
monly administered.  An  intravenous  20  mg.  dose  has 
given  adequate  pain  relief  to  some  patients  in  labor  when 
contractions  become  regular,  and  this  dose  may  be  given 
two  or  three  times  at  two-  to  three-hour  intervals,  as 
needed. 

Children  Under  12  Years  of  Age.  Since  clinical  experience 
in  children  under  twelve  years  of  age  is  limited,  the  use 
of  Talwin  (brand  of  pentazocine)  in  this  age  group  is  not 
recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  re- 
ceived Talwin  for  prolonged  periods  (e.g.,  over  300  days) 
experienced  no  withdrawal  symptoms  even  when  admin- 
istration was  stopped  abruptly;  furthermore,  there  was 
no  tolerance  to  the  analgesic  effect. 

CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe 
with  soluble  barbiturates  because  precipitation  will  occur. 

Treatment  of  Overdosage  or  Respiratory  Depression. 
Talwin  has  not  produced  apnea  or  severe  respiratory  em- 
barrassment in  adults,  even  in  large  doses.  Occasionally, 
however,  moderate  respiratory  depression  may  occur. 
Means  of  maintaining  oroper  oxygenation  should  be  avail- 
able in  case  of  overdosage  or  respiratory  depression,  and 
methylphenidate  (Ritalin®)  should  be  administered  par- 
enterally.  The  usual  narcotic-antagonists,  such  as  nal- 
orphine, are  not  effective  respiratory  stimulants  for 
depression  due  to  Talwin. 

How  Supplied:  Ampuls  of  1 ml.,  containing  Talwin®  (pen- 
tazocine) as  iactate  equivalent  to  30  mg.  base  and  2.8 
mg.  sodium  chloride,  in  Water  for  Injection.  Boxes  of  10, 
25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing 
Talwin  (pentazocine)  as  lactate  equivalent  to  30  mg. 

base,  2 mg.  acetone  sodium  bisulfite,  1.5  mg.  sodium 
chloride,  and  1 mg.  methylparaben  as  preservative,  in 
Water  for  Injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 
with  lactic  acid  and  sodium  hydroxide. 
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when  bursitis  hits  a 
280-lb.  tackle, 

hit  back  with 
Butazolidin  alka 


Indications:  Osteoarthritis,  rheumatoid  arthritis,  rheumatoid  spon- 
dylitis, psoriatic  arthritis,  acute  gout,  painful  shoulder  (peritendinitis, 
capsulitis,  bursitis  and  acute  arthritis  of  that  joint),  acute  superficial 
thrombophlebitis. 

Contraindications:  Edema;  danger  of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic  or  cardiac  damage;  history 
of  drug  allergy;  history  of  blood  dyscrasia.  The  drug  should  not  be 
given  when  the  patient  is  senile  or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  of  Butazolidin  alka  are  contraindicated  in 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given  simultaneously, 
watch  for  excessive  increase  in  prothrombin  time.  Instances  of  severe 
bleeding  have  occurred.  Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 


Precautions:  Before  prescribing,  carefully  select  patients,  avoiding 
those  responsive  to  routine  measures  as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a complete  physical  and  laboratory 
examination,  including  a blood  count.  The  patient  should  not  exceed 
recommended  dosage,  should  be  closely  supervised  and  should  be 
warned  to  discontinue  the  drug  and  report  immediately  if  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden  weight 
gain  (water  retention);  skin  reactions;  black  or  tarry  stools  or  other 
evidence  of  intestinal  hemorrhage  occur.  Make  regular  blood  counts. 
Discontinue  the  drug  immediately  and  institute  countermeasures  if  the 
white  count  changes  significantly,  granulocytes  decrease,  or  immature 
forms  appear.  Use  greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema  and  drug 
rash.  Swelling  of  the  ankles  or  face  may  be  minimized  by  withholding 
dietary  salt,  reduction  in  dosage  or  use  of  diuretics.  In  elderly  patients 
and  in  those  with  hypertension  the  drug  should  be  discontinued  with 
the  appearance  of  edema.  The  drug  has  been  associated  with  peptic  ul- 


For  280-lb.  tackles— or  108-lb.  housewives— Butazolidin  alka  can  hasten  recovery  from  the 
agonizing  pain  of  shoulder  bursitis. 

It’s  not  for  every  patient.  Check  carefully  the  Contraindications,  Warning  and 
Precautions  shown  below. 

And  adverse  reactions  may  occur.  The  most  common  are  nausea,  edema  and  rash. 

Rarely,  agranulocytosis  has  been  reported.  All  adverse  reactions  are  listed  below,  too. 

Play-for-pay  or  workaday  patients— when  they  come  up  with  shoulder  bursitis  and  your 
clinical  judgment  indicates  Butazolidin  alka— go  with  it. 

And  watch  the  comeback. 


cer  and  may  reactivate  a latent  peptic  ulcer.  The  patient  should  be  in- 
structed to  take  doses  immediately  before  or  after  meals  or  with 
milk  to  minimize  gastric  upset.  Mild  drug  rashes  frequently  subside 
with  reduction  of  dosage.  However,  rash  accompanied  by  fever  or 
other  systemic  reactions  usually  requires  withholding  medication. 
Purpuric  rash  has  also  been  reported.  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syndrome,  or  a generalized  allergic  re- 
action similar  to  serum  sickness  may  occur  and  require  permanent 
withdrawal  of  medication.  Stomatitis,  salivary  gland  enlargement, 
vomiting,  vertigo  and  languor  may  occur.  Leukemia  and  leukemoid 
reactions  have  been  reported.  While  not  definitely  attributable  to  the 
drug,  a causal  relationship  cannot  be  excluded.  Thrombocytopenic 
purpura  and  aplastic  anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  transient  hearing  loss  have 
been. reported,  as  have  hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may  occur.  6509-V(B)R2 


Butazolidin  alka 

Capsules 

100  mg.  phenylbutazone 
100  mg.  dried  aluminum  hydroxide  gel 
150  mg.  magnesium  trisilicate 
1.25  mg.  homatropine  methylbromide 

Dosage  in  painful  shoulder:  Initial:  3 to  6 capsules  daily  in  3 or  4 equal 
doses.  Trial  period:  1 week.  Maintenance  dosage  should  not  exceed 
4 capsules  daily;  response  is  often  achieved  with  1 or  2 capsules  daily. 

For  complete  details,  please  see  full  prescribing  information. 

Geigy  Pharmaceuticals  ^ 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York 


This  pain  is 
getting  on 
my  nerves. 

Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia.  ' ^ 

A good  choice  is  often  Equagesic®  (meprobamate  and  ethohep- 
tazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


Equagesic' 


TABLETS 


(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 

Warnings;  USE  IN  PREGNANCY;  Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose,  if  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  iightheadedness)  or 
CNS  stimulation  and  salicylate  Intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  ieucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis, and  hemolytic  anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 
Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyoth  Laboratories  Phiiadeiphia,  Pa. 


Against  these  three  major  p2|h(^ens 


Pneumococci 


Penicillin-Sensitive 
Stophylococci  ^ 


SfrepfococcS 


V-CilUn  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


MIC  (meg. /ml.) 

MIC  {meg. /ml.) 

MIC  ( 

meg. /ml.) 

Antibiotic 

Median 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1-3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.U0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adopied  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269:1019,.  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adopted  from  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6.-253,  1964. 


V-Cillin  K 


700867 


Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatol  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  ! 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  stui 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowtl 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shi 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
common  with  administration  of  oral  penicillin  than  with  intramusc 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a sic 
cant  index  of  sensitization.  The  following  hypersensitivity  read 
associated  with  the  use  of  penicillin  have  been  reported:  skin  ra 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis; 
caria;  and  reactions  resembling  serum  sickness,  including  chilis,  fi 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphy 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  fh 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects 
are  usually  associated  with  high  parer,teral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cill 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  t 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  inf 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  tim 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prc 
development  of  rheumatic  fever  and/or  other  serious  complicat 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a hi 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  t 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  shouh 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  an: 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  me 
ately  severe  pneumococcus  pneumonia  has  been  treated  effect 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  < 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  p 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  houi 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  ) 
for  six  doses  are  recommended.  Refractory  infections  generally  res| 
to  a second  treatment  three  to  four  days  following  completion  o 
first.  Treatment  of  gonorrhea  with  severe  complications  shouh 
individualized,  with  prolonged  and  intensive  treatment.  Patients  vi 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatioi 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimi 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units):^ 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages.  [O-J 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


m 

%s(k 

disorders: 


B and  C vitamins  aid  therapy.  Nausea,  vomiting,  and  severe  diarrhea  may 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAPS 
capsules,  containing  therapeutic  quantities  of  vitamins  B and  C,  may  help  meet 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions, 
STRESSCAPS  vitamins  aid  therapy. 

Each  capsule  contains; 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  B,  (Riboflavin)  10  mg 

Vitamin  B,  (Pyridoxine  HCl)  2 mg 

Vitamin  Bt2  Crystalline  4 mcgtn 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake;  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pear!  River,  New  York 
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even  better  together 
in  mild  hypertension 

Serpasir-Esidrix’ 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


Serpasil-Esidrix  combines  reserpine  (the  original,  and  most  widely  used, 
rauwolfia  alkaloid  developed  by  CIBA)  with  hydrochlorothiazide  (the  most 
widely  used  oral  diuretic,  also  a product  of  CIBA  research). 


■ even  better  blood  pressure 
reduction— because  2 
antihypertensive  agents 
of  choice  often  work 
better  together 

One  drug  potentiates  the  antihypertensive  action  of  the  other.  Blood 
pressure  is  generally  controlled  with  relatively  low  dosages  of  each  com- 
ponent, often  resulting  in  minimized  side  effects. 

Although  each  component  alone  may  provide  adequate  therapy  in  many 
cases  of  mild  hypertension,  the  combination  offers  advantages  which  can- 
not be  achieved  with  single-drug  therapy. 

■ even  more  patient  benefits- 
because  complementary 
actions  of  2 anti  hypertensive 
agents  extend  the  range 
of  advantages 

Reserpine,  in  addition  to  lowering  blood  pressure,  provides  central  calm- 
ing action  to  help  relieve  anxiety  and  tension;  provides  bradycrotic  action 
to  slow  the  rapid  heart. 

Hydrochlorothiazide,  in  addition  to  lowering  blood  pressure,  relieves 
edema;  permits  relaxation  of  salt  restriction. 

The  combination  provides  medication  in  one  tablet  instead  of  two;  one 
prescription  instead  of  two— encourages  patient  adherence  to  the  regimen, 
offers  economy. 

for  your  next  patient 
with  mild  hypertension 

Rx  Serpasil-Esidrix 

Combination  Tabiets 

Please  see  following  page  for  prescribing  information. 


Serpasil-Esidrix’ 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


INDICATIONS:  Mild  to  moderate  hypertension,  especially 
when  complicated  by  anxiety,  tachycardia,  or  edema. 

SIDE  EFFECTS  AND  PRECAUTIONARY  MEASURES 

Serpasil®  (reserpine  CIBA) 

Occasional  side  effects:  lassitude,  drowsiness,  nasal 
congestion,  looseness  of  stools,  increased  frequency  of 
defecation.  Rare  side  effects:  anorexia,  headache,  bi- 
zarre dreams,  nausea,  dizziness,  skin  rash. 

Severe  mental  depression  has  appeared  in  a small  per- 
centage of  patients,  primarily  in  a dosage  above  1 mg 
daily.  When  the  drug  is  discontinued,  depression  usually 
disappears,  but  hospitalization  and  shock  therapy  are 
sometimes  required. 

Caution:  Withdraw  reserpine  2 weeks  before  surgery,  if 
possible.  For  emergency  surgical  procedures,  give  vagal 
blocking  agents  parenterally  to  prevent  or  reverse  hypo- 
tension and/or  bradycardia. 

Because  reserpine  may  increase  gastric  secretion  of 
hydrochloric  acid,  use  cautiously  in  patients  with  peptic 
ulcer. 

Use  cautiously  with  digitalis,  quinidine,  or  guanethidine. 
Not  recommended  for  aortic  insufficiency. 

Esidrix®  (hydrochlorothiazide  CIBA) 

Contraindictions:  Oliguria,  renal  shutdown,  progressive 
hepatic  disease,  and  allergy  to  thiazides. 

Warnings:  Stenosis,  hemorrhage,  and  ulceration  of  the 
small  bowel  have  occurred  with  coated  potassium  tab- 
lets. Discontinue  such  medication  when  used  with  Esidrix 
if  gastrointestinal  disturbances  arise. 

Pay  special  attention  to  electrolyte  balance  of  patients 
with  severe  renal  or  hepatic  insufficiency.  In  patients 
with  cirrhosis  and  ascites,  watch  for  symptoms  of  im- 
pending hepatic  coma.  Thiazides  may  decrease  glucose 
tolerance;  use  cautiously  in  diabetics.  Hyperuricemia 
may  occur  but  is  readily  reversed  by  a uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes  result  fn 
nitrogen  retention,  particularly  in  patients  with  impaired 


renal  function.  Dosage  titration  is  necessary  in  such 
patients. 

Precautions:  Watch  for  signs  of  fluid  or  electrolyte  im- 
balance. Further  electrolyte  depletion  may  cause  hypo- 
chloremic alkalosis  and  hypokalemia.  Since  the  latter 
may  precipitate  digitalis  intoxication,  watch  carefully  pa- 
tients who  are  taking  digitalis  or  its  glycosides  or  those 
with  cardiac  arrhythmias.  In  severe  hypokalemia,  large 
oral  or  intravenous  doses  of  potassium  may  be  required. 

A few  infants  born  of  mothers  who  received  thiazides 
during  pregnancy  have  shown  bone  marrow  depression 
with  thrombocytopenia.  Hydrochlorothiazide  decreases 
responsiveness  to  exogenous  norepinephrine  and  in- 
creases responsiveness  to  tubocurarine.  Hypotensive 
episodes  under  anesthesia  have  been  observed  in  some 
patients  receiving  thiazides. 

Side  Effects:  In  addition  to  those  above,  nausea,  ano- 
rexia, headache,  restlessness,  constipation,  dizziness, 
paresthesias,  fatigue,  increased  sweating,  cramps  in 
arms  and  legs,  diarrhea,  abdominal  pain.  Rare  reactions: 
purpura  with  or  without  thrombocytopenia,  skin  rash, 
photosensitivity,  urticaria.  Sometimes  associated  with 
hydrochlorothiazide:  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  pancreatitis,  jaundice,  necrotizing  vasculitis. 

DOSAGE 

Average  dosage  is  2 Tabtets  #2  daily.  For  patients 
requiring  less  hydrochlorothiazide,  substitute  Tabiets 
#1.  For  maintenance,  reduce  dosage  to  lowest  effective 
level.  When  necessary,  more  potent  antihypertensive 
agents  may  be  added  gradually  in  reduced  dosages. 

SUPPLIED 

Tablets  #2  (light  orange),  each  containing  0.1  mg  reser- 
pine and  50  mg  hydrochlorothiazide:  bottles  of  100  and 
1000.  Tablets  #1  (light  orange),  each  containing  0.1  mg 
reserpine  and  25  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.C  I BA 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract. . . 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Iiuliccitions:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Conlraindi- 
ccitions:  The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  H-tiniings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinfie  for  10  days  in  Beta-hemolytic  streptococcal  irtfections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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MEDICAL 
SCHOOL  NOTES 


University  of  Colorado  Medical  Center 

An  unrestricted  gift  of  $5,000  to  the  Child  Re- 
search Council  at  the  University  of  Colorado  Medi- 
cal Center  from  the  Gerber  Products  Co.  of  Fre- 
mont, Mich.,  has  been  announced  by  Dr.  Robert 
W.  McCammon,  council  director.  Dr.  McCammon 
said  the  Gerber  company  has  supported  the  long- 
range  research  of  the  council  with  annual  gifts  of 
$5,000  since  1957  and  the  new  grant  brings  the 
firm’s  total  contribution  to  $55,000. 

The  new  gift  comes  at  a time  when  the  future 
of  the  coimcil  is  imperiled  by  a lack  of  fimds  to 
support  its  unique,  30-year  investigation  of  the 
development  of  normal,  healthy  children  and 
adults,  Dr.  McCammon  said. 

Additional  financial  support  is  needed  to  keep 
the  long-term  project  alive  and  permit  additional 
analyses  of  its  huge  accumulations  of  invaluable 
data.  The  information  in  the  council’s  files  already 
has  resulted  in  173  research  reports  published  in 
professional  journals. 

:?  * * * 

Dr.  Robert  G.  Frazier  has  been  appointed  exec- 
utive director  of  the  Academy  of  Pediatrics.  Dr. 
Frazier  has  been  secretary  of  the  academy  since 
1960  and  will  take  his  new  position  during  the 
annual  meeting  of  the  organization  in  Washington, 
D.  C.,  Oct.  21-26.  He  was  a fellow  at  the  CU 
Medical  Center  in  1950-52. 

University  of  Utah  Medical  Center 

Dr.  Carter  M.  Ballinger,  Chairman  of  the 
Division  of  Anesthesiology,  annoxmced  recently 
the  receipt  of  two  grants  from  the  National  In- 
stitutes of  Health  for  “Training  in  Clinical  Anes- 
thesiology and  Intensive  Care.” 

Dr.  Ballinger  said  the  first  grant  will  provide 
stipends  for  either  beginning  fellows  in  anesthe- 
siology or  advanced  fellows  who  wish  particular 
training  in  some  aspect  of  the  specialty.  Stipends 
will  vary  from  $6,500  to  $12,000  per  year  plus 
dependent’s  allowances. 

The  second  grant  for  “Research  Training  in 
Anesthesiology”  will  provide  funds  for  a fellow 
to  receive  training  in  one  of  the  basic  sciences 
related  to  the  field. 

Physicians  interested  in  further  information 
concerning  this  training  should  contact  Dr.  Carter 
M.  Ballinger,  University  of  Utah  College  of  Medi- 
cine. 

♦ * ♦ « 


It  was  announced  recently  that  Dr.  Alexander 

M.  Schmidt,  Assistant  Dean  of  the  University  of 
Utah  College  of  Medicine,  has  taken  an  extended 
leave  of  absence  from  the  University  to  accept  a 
position  in  Washington  with  the  National  Institutes 
of  Health.  Dr.  Schmidt  will  become  Chief  of  the 
Continuing  Education  and  Training  Branch  of  the 
Division  of  the  Regional  Medical  Programs  of  the 

N. I.H.  He  will  help  coordinate  educational  systems 
to  be  tested  and  implemented  by  various  Regional 
Medical  Programs  and  also  development  of  man- 
power to  assist  in  medical  education  and  con- 
tinuing education.  He  will  act  as  liaison  with  such 
professional  health  care  oranizations  as  the  Amer- 
ican Medical  Association,  the  American  Hospital 
Association  and  the  Association  of  American  Medi- 
cal Colleges. 

Other  assignments  will  include  active  involve- 
ment in  coordinating  efforts  of  the  Public  Health 
Service  toward  improving  educational  and  train- 
ing efforts  in  health  care  and  in  patient  care. 

* * * * 

Thousands  of  people  with  kidney  failure  have 
been  unable  to  take  advantage  of  artificial  kidney 
treatment.  The  hospital  units  are  expensive,  num- 
erous areas  are  without  the  equipment  and  hos- 
pital treatment  is  too  costly  for  many.  Now, 
according  to  Dr.  Willem  J.  Kolff,  dialysis  can  be- 
come a “family  affair”  at  a “cost  most  families 
can  afford.” 

Dr.  Kolff  was  appointed  as  a professor  of  Sur- 
gery at  the  University  of  Utah  College  of  Medi- 
cine in  Jime,  1967.  The  University  announced 
recently  the  receipt  of  approximately  $200,000 
from  the  U.  S.  Public  Health  Service  Bureau  of 
Disease  Prevention,  for  the  first  year  operation 
of  a “Home  Dialysis  Training  Center.”  The  project 
involves  the  development  of  a coordinated  pro- 
gram for  the  treatment  of  patients  with  terminal 
renal  failure,  under  Dr.  KoLff’s  direction. 

Home  dialysis  is  not  new  to  Dr.  Kolff  and  his 
staff.  While  in  Cleveland,  Ohio,  just  prior  to  his 
assignment  at  Utah,  several  “washing  machines” 
were  put  into  use  in  patient  care.  Dr.  Kolff,  him- 
self, was  the  first  to  develop  a clinically  useful 
artificial  kidney  back  in  1943. 
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A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a>day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It 
is  well-sustained  in  a plateau-like  effect— with 
little  reduction  for  the  first  12  hours,  and  de- 
cline thereafter  only  gradual. 


Potassium  loss,  by  contrast,  is  low.  It  reaches 
an  early  minor  peak,  then  subsides  rapidly. 
Moreover,  since  dosage  is  but  once  a day, 
there  is  but  one  daily  peak  of  potassium  loss. 
As  with  all  thiazides,  however,  dietary  potas- 
sium supplementation  should  also  be  con- 
sidered, especially  in  long  or  intensive  therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic  thera- 
peutic building  block  with  which  other  agents 
can  be  joined,  for  managing  your  more  re- 
sistant hypertensives. 

Once  a day,  every  day 

ENDURON* 

METHYCLOTHIAZIDE 


KTHraO- 


Mill  tn 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

JJ 

JJCI 

lDlD 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
s enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmonyl®),  a purified  crystalline 
alkaloid  supplied  only  by  Abbott.  It  augments 
Enduron  with  its  own  antihypertensive  and 
tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these  two 
therapeutic  building  blocks  in  Enduronyl  is 
greater  than  can  ordinarily  be  achieved  with 
either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
I strengths:  regular  and  Forte.  Both  provide  5 
I mg.  of  Enduron.  The  variation  is  where  most 
helpful:  in  the  deserpidine.  The  tablets  are 
scored,  and  give  a surprisingly  wide  and 
economical  choice  of  once-a-day  doses  (see 
below). 


Choose  Enduronyl  for  your  patients  in  the 
broad  range  of  mild  to  moderate  hypertension. 
Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYL* 

METHYCL0THIA2IDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


DAILY 

DOSAGE 

RANGE 

Minimum 

Usual 

Intermediate 

Maximum 

J 

jj 

JJ  j 

U JJ 

2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 

5 mg.  methyclothiazide 

0.25  mg.  deserpidine 

7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 

10  mg.  methyclothiazide 

0.5  mg.  deserpidine 

DAILY 

DOSAGE 

d 

m 

a Qi 

oia 

RANGE 

2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 

5 mg.  methyclothiazide 

0.5  mg.  deserpidine 

7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 

10  mg.  methyclothiazide 

1 mg.  deserpidine 

[ISee  Brief  Summary  on  final  page  of  advertisement. 


Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance. ’'2 


In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied-all  were  moderate  to  severe  cases. 
Eutonyl  lowers  diastolic  in  proportion  to  sys- 
tolic, and  in  about  half  of  the  cases  studied, 
reductions  in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  some  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treatment 
for  moderate  to  severe  cases— and  one  that  will 
not  hamper  your  patient  with  lethargy  or  drow- 
siness while  on  treatment. 


Once  a day,  every  day 


EUTONYH 

PARGYLINE  HYDROCHLORIDE 


r ww* 

tel 

WtKV 

MM 

% 

.a 

2 

s 

m 

1 

DAILY 

DOSAGE 

RANGE 


Minimum 

Usual  starting 

Intermediate 

Maximum 

"i)  =9  O ' Y 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg. 

1.  Brest,  A.  N.,  et  at.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 
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See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

A significant  finding  in  clinical  trials  was  the 
drug’s  action  in  lowering  blood  pressure  to 
nearly  equal  levels  in  all  body  positions.  Total 
average  spread  between  standing  and  recum- 
bent readings  (after  treatment)  was  only  7/4 
mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
often  with  reduced  likelihood  of  orthostatic  ef- 
fects. (The  usual  precautions  against  rising 
suddenly,  of  course,  will  always  apply.)  And, 
because  of  the  thiazide  component,  Eutron 
may  be  used  in  the  presence  of  congestive 
heart  failure. 


Once  a day,  every  day 

EUTRON™ 

PmONE  TO0CMK25  MS. 
WITH  METHYCL0THIAZIBE5MG. 


DAILY 

DOSAGE 

Minimum 

Usual  starting 

Intermediate 

Maximum 

Ql 



RANGE 

12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 

25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 

37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 

50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 

See  Brief  Summary  on  final  page  of  advertisement. 
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ENDURON'  ENDURONYL 

MEmClOiniAZIDE  Each  tablet  contains 

Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been:  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
("low-salt”  syndrome).  Reported  thiazide  reactions  in- 
clude: anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 
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PARGVLINE  HEEIROCHEgilDE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyidopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  V4 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been;  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  709075R 
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A medical  potpourri 


1.  “Great  teachers  will  come  from  all  areas  of 
the  profession.  All  will  have  to  face  one  problem: 
namely,  that  it  is  impossible  to  remain  the  best 
in  any  area  of  medicine  for  very  long.  The  world 
does  belong  to  the  young,  and  my  chief  resident 
is  tough  competition  for  any  professor,  part-time 
or  full-time.”  Stead,  E.  A.,  Jr.,  M.D.,  “Preparation 
for  Practice,”  The  Pharos,  July:  70,  1966. 

2.  “Defining  the  therapeutic  range  of  digitalis 
dosage  as  the  gap  between  the  lowest  dose  that 
will  produce  adequate  therapeutic  effect  and  the 
maximum  dose  tolerated  without  excessive  tox- 
icity, it  must  be  admitted  that  as  the  patient’s 
heart  disease  progresses  the  therapeutic  range  be- 
comes smaller  imtil  the  gap  between  the  thera- 
peutic and  toxic  dosage  is  eliminated.”  Beckman, 
H.,  M.D.,  Dilemmas  in  Drug  Therapy,  W.  B.  Saun- 
ders Company,  1967  p.  84. 

3.  “Finally,  to  complete  the  record,  one  last  type 
of  agent  deserves  mention — the  osmotic  diuretic. 
The  practice  has  grown  of  giving  mannitol  to  pa- 
tients with  ‘impending  renal  failiire.’  Partly  be- 
cause this  state  is  very  difficult  to  define  and 
partly  because  the  rationale  for  the  treatment 
has  not  been  fully  established,  the  value  of  this 
agent  in  preventing  or  reversing  renal  lesions  is 
in  doubt.  Nevertheless,  mannitol  produces  a flow 
of  urine,  which  reassures  the  physician  that  the 
patient’s  kidneys  are  still  working.  This  has  the 
salutary  effect  of  keeping  the  doctor  from  taking 
more  drastic  steps.  The  physician  gets  peace  of 
mind — and  the  patient  gets  peace.”  Berliner,  R.  W., 
Hospital  Practice,  2:76,  1967. 

4.  “It  would  seem  clear  that  the  association  of 
gout  and  diabetes  mellitus  is  not  uncommon. 
Whether  it  is  fortuitous  or  not,  it  might  be  advis- 
able to  add  blood-sugar  estimations  to  the  rou- 
tine investigations  of  a patient  with  gout.”  Leading 
Articles,  British  Medical  Journal,  26  November 
1966,  p.  1281. 


5.  “ . . . The  ballast  of  factual  information,  so  far 
from  being  just  about  to  sink  us,  is  growing  daily 
less.  The  factual  burden  of  a science  varies  in- 
versely with  its  degree  of  matirrity.  As  a science 
advances,  particular  facts  are  comprehended  with- 
in, and  therefore  in  a sense  annihilated  by,  gen- 
eral statements  of  steadily  increasing  explanatory 
power  and  compass — whereupon  the  facts  need 
no  longer  be  known  explicitly,  i.e.,  spelled  out 
and  kept  in  mind.  In  all  sciences  we  are  being 
progressively  relieved  of  the  burden  of  singular 
instances,  the  tyranny  of  the  particular.  We  need 
no  longer  record  the  fall  of  every  apple.” — Med- 
awar.  Sir  Peter,  the  Art  of  the  Soluble,  p.  114. 
London,  1967:  Quoted  from  The  Lancet,  Vol.  1, 
No.  7484,  1967,  p.  243. 

6.  “.  . . Of  late  years,  whenever  I find  I am  not 
getting  anywhere  with  a patient,  and  there  seems 
to  be  a barrier  of  mutual  antipathy  between  us, 
I take  myself  by  the  scruff  of  the  neck  and  force 
myself  to  make  an  unnecessary  and  lengthy  phy- 
sical examination.  And  invariably  it  has  brought 
about  this,  shall  we  say,  spiritual  rapport.  In- 
variably our  relationship  has  been  changed,  and 
changed  for  the  better.  And  it  has  certainly  paid 
off  better  than  keeping  the  patient  at  arm’s 
length  and  sniping  at  him  from  behind  the  in- 
visible barrier  that  lay  between  us,  which  had 
been  my  evasive  action  when  I was  younger  and 
more  insecure.  But  of  course  psychiatrists  can- 
not do  this.  They  want  all  the  physical  examina- 
tion to  be  concluded  before  they  see  the  patient. 
The  real  mountain-top  Freudians  do  not  even 
shake  hands  with  the  patient  or  help  her  on  with 
her  raincoat — a proper  no-touch  technique.” — 
Dr.  George  Day,  F.  Coll.  Gen.  Practnrs.,  January, 
1967,  Suppl.  1,  p.  25.:  Quoted  from  The  Lancet, 
Vol.  7486,  1967,  p.  360. 

7.  “There  is  almost  no  evidence  to  support  the 
contention  that  technology  has  reduced  man’s 
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ethical  standards  toward  his  fellow  man.  Through- 
out history,  people  have  been  exploiting,  stabbing, 
dismembering,  burning,  or  slaughtering  other  peo- 
ple; technology  has  changed  only  the  means,  not 
the  principle.  Nor  is  there  evidence  to  prove  that 
technology  has  reduced  man’s  appreciation  of  na- 
ture and  of  human  artifact.  Encountering  the 
pristine,  the  beautiful,  or  the  historic,  people  have 
always  polluted,  pillaged,  sacked,  or  destroyed; 
technology  has  changed  the  means,  not  the  prin- 
ciple.” Feinstein,  Alvan  R.,  M.D.,  “Compassion, 
Computers,  and  the  Regulation  of  Clinical  Tech- 
nology,” Annals  of  Internal  Medicine — Vol.  66,  No. 
4 — April,  1967,  p.  790. 

8.  “Many  young  clinicians  have  lost  (or  never 
acquired)  large  parts  of  old  clinical  skills  for 
interpreting  bedside  observations.  The  new  clin- 
icians have  correctly  recognized  many  situations 
in  which  clinical  examination  need  be  only  brief 
and  incomplete  for  the  appropriate  diagnostic 
tests  to  be  selected.  In  such  situations,  the  clinical 
data  are  not  used  as  precise  evidence  in  the 
diagnostic  reasoning  and  serve  mainly  as  clues  to 
ordering  the  appropriate  adjunctive  tests  that  pro- 
vide precise  evidence.  Extrapolating  from  these 
situations,  many  clinicians  have  changed  their 
methods  of  diagnostic  reasoning.  The  reasoning 
has  become  not  a systematic  exercise  in  deductive 
logic  but  a rapid  reflex  arc  that  begins  with  a few 
perfunctory  observations  at  the  bedside  and  ends 
with  a profound  list  of  entries  in  the  nurse’s  order 
book.  The  brief  clinical  observation  of  “chest 
pain,”  not  further  specified,  often  evokes  the  re- 
flex of  a written  order  for  diagnostic  tests  that 
may  include  “ECG,  Sputum,  Pap  Smear,  Sputum 
Cultures,  4-Posn.  Chest  X-ray  c Barium,  Trans- 
aminase, Lactic  Dehydrogenase,  etc.”  The  brief 
clinical  observation  of  “palpable  liver,”  also  not 
further  specified,  may  evoke  the  order-book  reflex 
of  “LFTs  c BSP,  Pro  Time,  Bleed  Time,  Clot  Time, 
Serum  Electrophoresis,  TP  c"  A/G,  Liver  Scan, 
Liver  Consult  for  Biopsy,  etc.”  Ibid.,  p.  192. 

9.  “There  is  nothing  wrong  with  ordering  all 
these  tests — in  the  situations  for  which  they  are 
appropriate.  But  the  clinician’s  obsession  with 
diagnostic  technology  may  make  him  lose  the 
scientific  intellectual  skills  that  tell  him  when 
the  situation  is  appropriate.”Ibid.,  p.  793. 

10.  “More  significantly,  however,  after  recogniz- 
ing that  technologic  evidence  is  better  than  clin- 
ical evidence  for  certain  pathologic  diagnoses,  the 
clinician  may  begin  to  think  that  clinical  data 
have  no  importance  at  all.  Having  begun  to  aban- 
don his  skill  in  clinical  examination  because  he 
often  did  not  need  that  skill  for  pathologic  diag- 
nosis, he  may  no  longer  have  the  skill  or  he  may 
no  longer  recognize  its  pertinence  when  he  needs 
it  for  diagnoses  that  cannot  be  made  technologi- 
cally and  for  his  reasoning  in  the  crucial  design 
and  appraisal  of  the  types  of  experiments  that 
constitute  ordinary  therapy.”  Ibid.,  p.  793. 


11.  “The  most  frightening  aspect  of  the  current 
clinical  activities  with  computers,  however,  is  that 
neither  the  “engineer”  nor  the  clinician  may  be 
able  to  discern  when  the  activities  are  done  badly. 
The  computer  scientist,  although  well  aware  of  the 
maxim  that  “a  computer  cannot  convert  garbage 
into  fruit  salad,”  may  not  have  the  clinical  judg- 
ment to  know  when  he  begins  with  garbage.  The 
clinician,  on  the  other  hand,  may  not  be  able  to 
distinguish  the  different  fruits  or  may  be  so  awed 
by  the  gilded  container  in  which  the  processed 
garbage  appears  that  he  neglects  to  scrutinize  the 
contents.”  Ibid.,  p.  801. 

12.  “At  present,  therefore,  there  are  very  few 
research  clinicians  who  bring  the  wisdom  of 
clinical  judgment  and  an  awareness  of  problems 
in  clinical  criteria,  classification,  and  data  to  the 
“engineering”  activities.  The  programs  are  being 
written  frenziedly,  the  computers  are  running 
constantly,  the  pile  of  “print-outs”  is  mounting 
incessantly,  and  the  results  are  being  disseminated 
widely,  but  the  product  that  may  emerge  is  not 
clarity  but  chaos,  not  clinical  comprehension  but 
mathematical  mysticism,  not  a shining  marvel  of 
human  science  but  a gaudy  pastiche  of  electronic 
art.”  Ibid.,  p.  802. 

13.  “Mesmerized  by  the  molecular  goals  of  “basic 
science,”  many  medical  schools  have  now  begun 
to  change  their  curricula,  emphasizing  the  study 
of  cells  more  than  symptoms,  of  chemistry  more 
than  community,  and  of  microscopy  more  than 
man.  Although  this  laboratory  concept  of  medical 
science  may  belittle  the  scientific  worthiness  of 
patient’s  statements  and  problems  and  may  dis- 
parage the  clinician’s  efforts  to  be  a clinical  sci- 
entist, the  concept  has  become  a dominant  theme 
in  medical  education  today.”  Ibid.,  p.  802. 

14.  “Dysphagia  is  not  a symptom  likely  to  be 
produced  by  an  emotional  illness,  and  an  organic 
cause  should  always  be  sought.”  Leading  Articles, 
British  Medical  Journal,  4 February  1967,  p.  256. 

15.  “Depression,  like  the  poor,  is  with  us  always. 
Indeed,  I am  often  inclined  to  think  that  few  of 
us  can  expect  to  go  through  life  without  ex- 
periencing at  least  one  depressive  episode — though 
whether  either  we  or  our  physicians  will  recog- 
nize its  nature  is  perhaps  another  matter.”  Miller, 
Henry,  M.D.,  “Depression,”  British  Medical  Jour- 
nal, 4 February  1967,  p.  258. 

16.  “ . . . Schizophrenia  in  a family  spells  social 
decline,  while  the  innate  seriousness  and  obses- 
sionalism  often  found  in  those  prone  to  depres- 
sive illness  may  actually  promote  social  advance- 
ment.” Ibid.,  p.  258. 

17.  “Endogenous  depression  rarely  affects  the 
feckless  inadequate  patient  whose  history  reveals 
a repeated  pattern  of  escape  from  life’s  difficulties 
through  symptoms  often  regarded  by  psychiatrists 
as  psychoneurotic,  and  sometimes  by  the  rest  of 
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US  as  bogus.  Secondly,  the  illness  strikes  often 
and  most  dramatically  in  an  unexpected  way  at 
the  stable,  energetic,  extroverted,  middle-aged 
“success.”  Thirdly,  it  also  frequently  affects  the 
equally  worthy  subject  of  a chronically  depressive 
personality — the  kind  of  patient  who  has  soldiered 
on  effectively  but  unhappily  for  many  years,  and 
perhaps  throughout  life,  subdued  in  manner  and 
often  gloomy  in  outlook.”  Ibid.,  p.  258. 

18.  “The  most  pathognomic  clinical  feature  of 
endogenous  depression  is  a distinctive  pattern  of 

sleep  disturbance The  depressive  patient 

may  go  to  sleep  almost  as  soon  as  his  head  touches 
the  pillow,  but  his  sleep  is  broken,  often  .with  al- 
most monotonous  regularity  at  the  same  hour  of 
the  early  morning.”  Ibid.,  p.  259. 

19.  “The  second  feature  to  which  I would  draw 
your  attention  is  that  the  patient  with  depression 
feels  ill,  looks  ill,  and  is  ill.  Often  he  does  not 
volunteer  depression  as  a presenting  symptom, 
and  he  may  even  deny  frank  depression  of  spirits, 
though  this  is  usually  admitted  on  questioning. 
More  consistent  is  a loss  of  well-being,  a loss  of 
zest,  of  drive,  and  feeling.  Such  patients  will 
often  say  that  they  have  lost  all  normal  feelings 
for  their  families.  On  the  other  hand,  they  may 
be  near  tears  the  whole  time,  and  break  down 
in  a paroxysm  of  weeping  at  a mildly  sentimental 
television  programme.  The  patient  is  apathetic 
and  easily  exhausted,  and  all  his  activities  have 
contracted.  My  colleague.  Dr.  Robert  Orton,  has 
coined  the  excellent  aphorism  that  the  neurotic 
gives  up  his  work,  while  the  depressive  abandons 
his  pleasures.”  Ibid.,  p.  259. 

20.  “The  third  point  to  which  I would  draw  at- 
tention is  that  in  all  but  the  mildest  cases  there 
is  evidence  of  physiological  disturbance.  Loss 
of  appetite  and  weight,  and  failure  of  sexual 
interest,  are  almost  invariable.  Constipation  is 
common,  and  may  lead  to  a suspicion  of  growth 
in  the  large  bowel.”  Ibid.,  p.  259. 

21.  “The  fourth  feature  of  diurnal  variation  is 
characteristic  though  not  invariable.  Most  patients 
are  worst  in  the  mornings  and  improve  in  the 
evenings,  especially  after  taking  a little  alcohol.” 
Ibid.,  p.  259. 

22.  “Though  I have  never  encountered  a case  of 
classical  paranoia,  I have  met  many  people,  both 
professionally  and  socially,  whose  excessive  tend- 
ency to  attribute  their  difficulties  to  the  short- 
comings of  others  justifies  their  categorization  as 
paranoid.  Again,  we  are  all  paranoid,  but  some 
are  more  paranoid  than  others.”  Ibid.,  p.  260. 

23.  “Everybody  over  50  has  spondylosis,  and 
nearly  everybody  over  50  has  occasional  pain  and 
disability  on  this  score.  Sometimes  this  reaches 
a periodic  crescendo  on  a purely  physical  and 
local  basis,  but  such  increased  disablement  is 
often  due  to  a superadded  depression.  Many  of 


the  patients  who  walk  the  streets  in  cervical  col- 
lars would  probably  be  better  off  with  amitripty- 
line. 

The  differentiation  of  depression  from  dementia 
in  the  aged  patient  is  often  difficult.  The  severely 
depressed  patient  is  too  retarded,  too  inattentive, 
and  too  preoccupied  with  his  misery  to  give  proper 
attention  to  formal  psychological  tests,  and  even 
in  expert  hands  the  distinction  may  be  impossible. 
Furthermore,  both  elements  may  be  present,  the 
mildly  demented  patient  presenting  to  his  doctor 
with  frankly  depressive  symptoms.  Again,  a 
therapeutic  trial  is  the  best  diagnostic  test  .... 
The  clinical  improvement  induced  by  amitripty- 
line in  patients  of  this  type  may  be  dramatic, 
often  confirming  that  even  where  a nucleus  of 
dementia  remains  most  of  the  patient’s  overt  dis- 
ability was  in  fact  depressive.”  Ibid.,  pp.  260-261. 

24.  “.  . . Like  most  of  those  who  have  worked 
in  this  field,  I too  have  had  my  tragedies,  and 
one  important  lesson  I have  learned  is  that  even 
where  serious  organic  disease  is  present  a coin- 
cident endogenous  depression  may  represent  a 
more  serious  immediate  threat  to  the  patient’s 
life  than  the  physical  disorder  and  should  have 
priority  in  treatment.  It  is  also  important  to  re- 
member that  the  recovering  patient  is  often  at 
greater  risk  than  the  severely  retarded  depressive. 
Suicide  within  a few  days  of  discharge  from  the 
hospital  after  clinical  improvement  is  all  too 
frequent.”  Ibid.,  p.  261. 

25.  “ ...  It  is  also  axiomatic  that  once  a really 
effective  treatment  is  produced  for  a disease  it 
becomes  a general-practitioner  disease.  Antide- 
pressive  drugs  will  bring  relief  to  more  than 
three-quarters  of  all  patients  with  endogenous 
depression,  whether  they  are  administered  among 
the  rhododendrons  of  the  Crichton  Royal  or  in  a 
back  street  in  the  Gorbals.  Most  of  the  depres- 
sives  referred  to  formal  psychiatrists  today  are 
either  undiagnosed,  half-treated  with  inadequate 
dosage,  or  imipramine-fast.”  Ibid.,  p.  261. 

26'.  “ ...  In  the  hands  of  some  mental  hospital 
psychiatrists  the  routine  employment  of  electric 
convulsion  therapy  continues,  sometimes,  it  seems, 
merely  because  the  machine  is  there  and  the 
operator  is  familiar  with  its  use.  It  still  has  an 
important  place,  but  the  need  for  its  employment 
has  been  reduced  by  the  development  of  effective 
drug  treatment.  . . . Four  out  of  five  cases  of 
endogenous  depression  respond  to  antidepressive 
drugs,  and  during  recent  years  I have  needed  to 
resort  to  electrical  treatment  not  more  than  three 
or  four  times  a year  out  of  an  average  of  about 
100  new  cases.”  Ibid.,  p.  261. 

27.  “ . . . I most  often  use  amitriptyline  (Trypti- 
zol,  Elavil),  especially  in  the  agitated  and  elderly 
patient.  Where  retardation  is  conspicuous,  imipra- 
mine  (Tofranil)  is  perhaps  marginally  preferable. 
A sleeping-tablet  is  usually  necessary,  though  in 
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severe  depression  even  the  most  powerful  hyp- 
notics may  be  ineffective  until  the  condition  is 
controlled  by  antidepressive  treatment.  Tran- 
quilizing  drugs,  such  as  sodium  amytal  or  chlor- 
promazine,  are  useful  in  the  early  weeks  where 
agitation  and  anxiety  are  prominent.”  Ihid.,  p.  262. 

28.  “ . . . Such  patients  need  to  be  told  that, 
though  we  do  not  know  the  exact  nature  of  the 
metabolic  disturbance  that  caused  depressive  ill- 
ness, we  believe  that  some  such  disturbance  is  the 
basis  of  the  condition,  and  that  the  antidepressive 
drug  is  a form  of  replacement  therapy  for  them 
analogous  with  insulin  for  the  diabetic,  and  just  as 
respectable.”  Ibid.,  p.  262. 

29.  “Above  all  the  general  physician  (G.  P.) 
must  get  back  into  contact  with  the  hospital.  This 
will  bring  an  end  to  the  effects  of  isolation  so 
depressingly  described  by  Dr.  Whinney  in  the 
Lancet  of  14  January:  “The  crisis  in  general  prac- 
tice has  often  been  viewed  in  economic  terms, 
but  rarely  in  terms  of  social  psychology.  If  a 
group  of  people  are  segregated,  isolated,  humili- 
ated, and  denied  an  outlet  for  their  natural  am- 
bitions, their  behaviour  will  often  be  aggressive, 
regressive,  or  apathetic.  This  is  the  classical  revo- 
lutionary situation.”  “Pertinax,”  British  Medical 
Journal,  4 February,  1967,  p.  295. 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows ; 

Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known  hyper- 
sensitivity to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective 
amount  in  elderly  or  debilitated  patients  (not  more 
than  1 mg,  one  or  two  times  daily  initially)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradually  as 
needed  or  tolerated.  As  is  true  of  all  CNS-acting 
drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous 
procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  during  therapy  not 
recommended.  In  general,  concurrent  use  with  other 
psychotropic  agents  is  not  recommended.  If  such 
combination  therapy  is  used,  carefully  consider  indi- 
vidual pharmacologic  effects  — particularly  with 
known  compounds  which  may  potentiate  action  of 
Valium  (diazepam),  such  as  phenothiazines,  bar- 
biturates, MAO  inhibitors  and  other  antidepressants. 
Advise  patients  against  simultaneous  ingestion  of 
alcohol  or  other  CNS  depressants.  Safe  use  in  preg- 
nancy not  established.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function. 
Periodic  blood  counts  and  liver  function  tests  ad- 
visable in  long-term  use.  Cease  therapy  gradually. 

Side  Effects  s Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  hyperexcited  states, 
hallucinations) ; changes  in  EEC  patterns  during  and 
after  drug  treatment.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symp- 
toms (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting,  sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HCl. 

Dosage  — Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d. ; alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed ; muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/ day  initially,  increase  gradually 
as  needed  and  tolerated.  (See  Precautions) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  50  and  500. 
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Shadow  or  substance 

Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 


Apothegm 

If  at  first  you  don’t  succeed, 

Try,  try  again. 

— Hickson 


Clinical  data 

A 38-year-old  man  had  experienced  excrutiat- 
ing  epigastric  pain,  radiating  to  the  back,  for  12 
hours.  He  was  bent  over,  clutching  his  abdomen. 
During  the  previous  six  weeks  he  had  noted  alter- 
nating diarrhea  and  constipation,  and  had  lost  10 
povmds.  There  had  been  no  vomiting  or  bloody 
stools.  The  patient  was  afebrile;  his  blood  pressure 
was  140/90.  The  abdomen  was  diffusely  tender  and 
soft  and  there  was  some  suggestive  rebound.  His 
white  cell  count  was  elevated,  but  serum  amylase, 
calcium,  sugar,  bilirubin  and  VDRL  studies  were 
normal.  There  was  a moderate  hemoconcentration. 

For  the  previous  eight  years  he  had  been  treated 
for  a duodenal  ulcer  with  Maalox,  Probanthine  and 
Librax,  but  he  had  never  been  completely  free 
of  epigastric  discomfort.  He  had  received  corticos- 
teroids for  moderately  severe  gouty  arthritis. 

Radiologic  study 

There  was  no  evidence  of  free  aid  beneath  the 
domes  of  the  diaphragm.  Barium  given  by  mouth 
appeared  trapped  in  the  stomach  and  duodenal 
bulb  for  about  five  hours,  but  an  ulcer  deformity 
could  not  be  demonstrated.  A small  amount  of 
barium  trickled  into  the  small  intestine  and 
showed  a dilated  jejunal  loop  (Fig.  1)  with  tiny 
spicules  extending  beyond  the  lumen. 
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Clinical  course 

After  a short  period  of  observation  during 
which  the  temperature  rose  and  more  abdominal 
tenderness  appeared,  the  patient  was  explored.  An 
abnormal  loop  of  distal  jejunum  was  resected; 


Fig.  1 
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this  was  thickened,  edematous  and  hemorrhagic; 
regional  mesenteric  nodes  were  massively  en- 
larged. The  abnormal  jejunum  showed  hemor- 
rhagic enteritis  and  areas  of  early  infarction. 
Mesenteric  arteries  showed  changes  of  periarteritis 
nodosum. 

The  patient  was  sent  home  on  steroid  therapy. 
During  the  next  two  years  he  reported  episodes 
of  abdominal  pain  and  intenuittent  claudication. 
Epicrisis 

It  has  been  suggested^  that  compression  of  the 
duodenum  by  the  mesenteric  root  is  a nonspecific 
finding  seen  in  such  acute  abdominal  conditions 
as  acute  pancreatitis,  bowel  infarction,  entero- 
colitis or  acute  duodenitis,  probably  as  a result 
of  inflammatory  edema  and  lymphangitis  in  the 
mesenteric  root.  This  mechanism  of  obstruction 
of  the  duodenum  is  different  from  that  caused 
by  the  superior  mesenteric  artery,  although  the 
radiologic  appearance  is  similar.  Such  a mechanism 
is  postulated  to  explain  the  duodenal  obstruction 
in  the  present  case. 

We  once  knew  a clinician  who  suggested  the 
possibility  of  periarteritis  nodosum  at  clinico- 
pathologic  conferences  whenever  the  diagnosis  was 
obscure.  He  was  never  correct.  It  is  unfortunate 
that  he  did  not  know  about  this  patient. 
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Sitting  in  the  hospital,  at  the  bedside  as  a 
relative  rather  than  physician,  gives  us  a dif- 
ferent viewpoint  on  the 
medical  profession.  As- 
sociating with  our  col- 
leagues every  day  as  fel- 
low physicians  is  far 
different  than  being  with  them  as  clinicians 
for  our  own  families. 

Having  recently  gone  through  such  an 
experience  reminds  me  that,  after  all,  to  our 
patients  and  their  families  we  have  been  en- 
trusted with  the  lives  and  fortunes  of  the 
patients  and  their  families.  And  in  addition 
to  this  trust  goes  respect  for  and  admiration 
of  the  doctor.  It  is  this  trust,  respect,  and 
admiration  which  we  as  physicians  must 
maintain  if  we  are  to  retain  any  free  enter- 
prise in  the  practice  of  medicine.  I wish  I 
could  foresee  into  the  future  enough  to  pre- 
dict when  our  patients  will  have  had  enough 
of  slander  and  harassment  of  American  medi- 
cine, by  those  wishing  to  socialize  medicine 
and  the  American  way  of  life,  to  stand  up  and 
protest  en  masse. 

Speaking  from  the  other  side  of  the  bed 
now,  it  makes  me  most  imhappy  to  hear  my 
doctor  accused  of  being  calloused,  heartless, 
and  a money  grabbing  individual  subsisting 
as  a leech  on  the  illnesses  of  humanity.  I re- 
sent this  description  of  my  family  physician 
— and  I think  that  this  applies  to  the  majority 
of  families  throughout  the  coimtry.  With 
most  people  continuing  to  hold  the  medical 
profession,  as  individuals,  in  high  regard,  it 
is  so  necessary  for  us  as  a profession  to  con- 
tinue to  make  medicine  the  personal  item  that 
it  is  and  not  tend  to  become  impersonal  ro- 
bots, knowing  only  the  patient  in  room  X, 
bed  Y. 

Also,  it  has  become  most  important  that 
physicians  remain  constantly  aware  of  the 
various  government  programs  so  that  we  can, 
in  so  far  as  possible,  present  a united  front 
to  this  ever  increasing  problem  of  govern- 
ment intervention.  It  is  distressing  to  see  any 
degree  of  external  fragmentation  of  our  Medi- 
cal Societies.  Internal  dissension  and  discus- 


sion is  good  in  development  of  ideas  but  to 
present  this  to  the  public  as  a battle  between 
specialists  and  general  practitioners  or  ab- 
dominal surgeons  versus  members  of  the 
American  College  of  Surgeons  serves  only  to 
play  into  the  hands  of  the  social  planners. 
What  better  could  they  ask  for  in  their  ulti- 
mate plan  of  divide  and  conquer! 

So  when  next  you  make  your  rounds  in 
the  hospital,  remember  who  you  are  and  what 
you  are  to  the  people  on  the  other  side  of 
the  bed.  Let  us  resolve  to  continue  making 
American  medicine  the  best  and  most  per- 
sonal care  available.  I assure  you  that  Wash- 
ington and  all  its  propaganda  will  not  then 
succeed  in  burying  free  enterprise  medical 
care.  But  relax  your  vigilance,  become  the 
impersonal,  heartless,  money  grabber  we 
have  been  accused  of  being  and  oxir  friends 
on  the  other  side  of  the  bed  will  be  our  friends 
no  longer.  Then  rest  assured  you  will  see 
the  end  of  American  medicine  as  we  know  it 
today.  The  challenge  is  yours  and  I think 
that  you,  as  individual  physicians,  will  be 
able  to  meet  it  and  ultimately  win. 

Emmit  M.  Jennings,  M.D. 

President,  New  Mexico  Medical  Society 

This  is  the  first  sandpainting  used  by  the 
medicine  man  in  the  coyote  ceremony.  The 
four  butterflies  lie  on 
pollen  paths  leading  to 
the  central  spring  of  wa- 
ter. The  larger  designs 
are  the  various  homes  of 
the  coyote  at  different  times  of  the  day — 
dawn,  noon,  evening  and  night. 

Navajo  sandpaintings  are  an  integral  part 
of  healing  or  blessing  ceremonies  performed 
by  the  chanter  (the  Medicine  Man)  or  his  as- 
sistant to  a petitioner  or  patient.  Hero  myths 
are  recreated  by  means  of  the  sandpaintings 
and  the  petitioner  believe  that  specific  heal- 
ings are  associated  with  each  story. 

Silk  screen  reproductions  of  some  sandpaintings 
are  available  from  the  Museum  of  Navajo  Cere- 
monial Art,  P.O.  Box  5153,  Santa  Fe,  New  Mexico 
87501. 
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OoME  PEOPLE  collect  stamps,  some  collect 
coins.  Recently  I began  to  collect  statistics 
upon  the  prevalence  of  specific  diseases  and 
disorders  in  the  United  States.  These  came 
from  such  sources  as  popular  magazines, 
radio,  and  brochures  of 
fund  - raising  organiza- 
tions. To  these  I added 
figures  found  in  medical 
journals,  including  such 
venerable  publications  as  the  JAMA  and  the 
RMMJ.  The  following  list  indicated  the  num- 
ber of  cases  of  a disorder  in  the  population 
in  one  year,  although  the  specific  year  was 
not  always  stated.  Often  the  published  state- 
ment read,  “At  least  X million  people  in  the 
United  States  suffer  from  Y disease.” 


We  Are  Sick, 
Sick,  Sick  . . . 


Alcoholism  5,000,000 

Amebiasis  9,500,000 

Arthritis  13,000,000 

Asthma  4,500,000 

Birth  defects  15,000,000 

Cerebral  palsy  3,500,000 

Convulsive  disorders  1,000,000 

Diabetes  4,000,000 

Diverticulitis  1,200,000 

Gonorrhea  1,500,000 

Hearing  impairment  5,000,000 

Heart  disease  (known)  21,000,000 

Heart  disease  (unknown)  12,500,000 

Injuries  (needing  medical  attention). .18,000,000 

Mental  illness  18,000,000 

Mental  retardation  5,000,000 

Peptic  ulcer  2,500,000 

Pulmonary  emphysema  10,000,000 

Stroke  2,000,000 

Trichinosis  5,000,000 

Tuberculosis  (“have  been  infected”). .35,000,000 


It  is  to  be  noted  that  the  list  does  not 
include  such  “minor”  (less  than  a million 
cases  per  year)  disorders  as  multiple  sclerosis, 
nephritis,  cancer,  syphilis,  or  even  pneu- 
monia, and  despite  these  omissions,  the  sum- 
mation of  the  entries  on  the  list  exceeds  192 
million,  showing  that  morbidity  exceeds  pop- 
ulation. 


Of  course  there  must  be  duplication  of 
individuals  in  this  tabulation.  Some  alcoholics 
will  die  in  automobile  accidents.  Some  dia- 
betics are  psychotic.  But  this  does  not  entirely 
explain  the  apparent  absence  of  healthy  indi- 
viduals in  the  country.  A partial  explanation 
is  the  possibility  that  organizations  use 
“scare-technic”  to  over-emphasize  the  preva- 
lence of  the  diseases  they  strive  to  conquer. 
Or  the  clinical  investigator,  wishing  to  stress 
the  importance  of  his  report  upon  four  cases 
of  a particular  disease,  prefixes  his  article 
with  an  uncritical  estimate  of  incidence  in 
seven  figures. 

A more  reasonable  explanation  would 
seem  to  be  that  we  are  victimized  by  the  sta- 
tistical method  of  extrapolation,  used  by  ne- 
cessity since  no  one  really  knows  the  true 
incidence  of  a disease,  not  even  the  reportable 
communicable  diseases.  One  can  only  count  a 
few  known  cases  and  then  multiply  by  ap- 
propriate factors,  assuming  that  what  is  hap- 
pening in  one  geographical  area  is  true  else- 
where, and  will  be  true  next  year. 

However,  if  these  figures  are  true,  then 
it  would  seem,  as  in  the  words  from  “West 
Side  Story,”  that  “We  are  sick,  sick,  sick.  We 
are  very,  very  sick.” 

If  so,  our  enemies  are  wasting  their  time 
trying  to  subvert  us.  They  should  attack 
immediately,  and  we  would  be  too  unhealthy 
to  resist.  The  trouble  with  this  concept  of 
military  science  is  that  after  casually  scan- 
ning morbidity  statistics  of  our  enemies,  per- 
haps they  are  too  debilitated  to  launch  an 
invasion.  They,  too,  are  dying  of  extrapola- 
tion. 

Marcus  Smith,  M.D.* 


♦Scientific  Editor,  New  Mexico  Section,  Rocky  Mountain 
Medical  Journal. 
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“Medicine  is  changing -are  you?”* 


Tom  L.  Carr,  MD,  Albuquerque,  New  Mexico 


My  being  here  on  this  rostrum  is  definite 
indication  of  a change.  From  a personal  view- 
point, this  is  good  and  a welcome  change.  I 
have  enjoyed  my  year  as  president  and  the 
honor  has  been  greatly  appreciated.  However, 
I am  privileged  and  proud  to  step  aside  after 
this  meeting  for  the  new  president,  Emmit 
Jennings,  to  take  over.  Charles  Hudson,  M.D., 
president,  American  Medical  Association,  re- 
cently stated,  “The  climate  of  medical  prac- 
tice in  this  country  is  changing  and  physicians 
and  their  medical  societies  must  change  along 
with  it.” 

Our  whole  society  is  changing  rapidly  in 
every  sphere  of  operation.  Think  with  me 
for  a moment  of  the  many  changes  that  are 
occurring  daily: 

1.  Crime.  Did  you  ever  think  of  it  being 
unsafe  for  your  wives  to  walk  down  the  street 
alone  in  this  great  country? 

2.  Birth  rate.  With  the  rapid  pace  our 
population  is  growing  we  will  be  pressed 
to  raise  sufficient  food  for  their  bodily  needs. 

3.  Suicides.  Our  suicide  rate  is  increasing 
so  rapidly  that  the  wave  of  suicides  following 
the  stock  market  crash  of  1929  will  be  put 
to  shame.  We  are  further  informed  that  the 
rate  is  highest  among  high  school  children. 
Our  Bernalillo  county  data  recently  evalu- 
ated by  Dr.  Sol  Papper  agrees  with  nation- 
wide suicide  statistics.  I could  go  on  indefi- 
nitely. 

Our  medical  societies  on  a local  level 
should  be  diligently  looking  for  areas  of 
unmet  health  needs  and  familiarizing  itself 
with  the  various  government  programs  that 
are  in  existence  or  in  the  planning  stages. 
Medical  societies  must  strive  to  eliminate  the 
areas  where  need  for  health  care  is  apparent. 

‘Presidential  address  delivered  at  the  85th  Annual  Meet- 
ing of  the  Nevir  Mexico  Medical  Society,  Santa  Fe,  May 
19,  1967. 


If  we  don’t — you  know  who  will.  And  we 
may  be  neglecting  health  needs  that  are 
totally  unrecognized  by  planners  who  lack 
the  nine  to  fourteen  years  of  medical  educa- 
tion represented  by  every  man  in  this  room. 

Recently  we  received  a comprehensive 
program  for  building  a four-doctor  clinic  in 
Cuba  and  Bemahllo,  New  Mexico.  A group 
of  people  had  been  working  on  this  program 
for  some  time,  perhaps  with  a research  grant, 
and  now  had  arrived  at  their  conclusions  and 
filed  a grant  for  construction  funds.  The 
medical  society  was  never  once  contacted 
until  the  report  was  prepared  and  mailed.  We 
must  ever  have  our  exploring  antennae  ex- 
tended to  learn  what  is  going  on  and  what 
programs  are  being  discussed. 

These  study  groups  are  well  intended,  in 
most  instances.  However,  they  must  have 
guidance  and  counseling  from  the  medical 
profession  in  matters  pertaining  to  health. 
The  initiative  for  providing  the  leadership 
resides  with  the  profession.  Many  times  the 
people  will  not  ask  your  advice  on  such 
matters  because  they  know  you  are  over- 
worked and  they  do  not  want  to  bother  you. 

Our  medical  society  has  experienced  many 
changes  in  order  to  better  serve  the  public, 
our  community  and  our  country.  We  are  be- 
coming more  specialized  since  we  need  indi- 
viduals who  can  concentrate  on  certain  areas 
and  in  these  areas  become  proficient: 

Our  Fee  Committee.  You  will  recall  that 
two  years  ago  we  had  a different  fee  schedule 
for  eight  or  ten  different  agencies.  The  House 
of  Delegates  ordered  the  establishment  of  a 
Fee  Committee  who  would  negotiate  all  third 
party  contracts  for  us.  I invite  you  to  study 
the  most  informative  and  successful  report 
of  this  committee,  the  one  contained  in  the 
Delegates’  Handbook  for  this  session. 
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The  Adjudication  Committee.  In  all  areas 
where  we  have  agreements  and,  in  fact,  to 
all  commercial  insurance  companies,  if  they 
have  a question  with  regard  to  charges  and 
services — this  committee  of  physicians  will  be 
glad  to  review  the  case  and  render  an  un- 
biased opinion.  This  committee,  in  its  first 
year  of  operation,  has  been  very  busy. 

Medical-Legal  Panel.  This  panel  of  law- 
yers and  doctors  has  heard  18  case  to  date 
and  has  another  one  to  be  heard  in  the  near 
future.  Two  cases  were  reviewed  but  not  for- 
mally heard.  This  panel  has  an  outstanding 
record  of  achievement  and  we  are  indebted 
to  our  lawyer  friends.  Approximately  40  per 
cent  of  the  cases  have  been  decided  for  the 
plaintiff,  60  per  cent  for  the  M.D. 

Yes,  your  medical  society  has  found  it 
necessary  to  change.  In  fact,  to  become  more 
specialized  in  order  to  be  of  better  service. 
We  will  continue  to  look  for  areas  where  we 
might  be  available  to  lend  our  medical  ex- 
perience in  order  to  improve  our  community 
and  be  more  helpful. 

Changes  in  practice  of  medicine 

The  practice  of  medicine  in  our  state  is 
also  undergoing  a rapid  change.  In  general, 
the  medical  practice  in  this  state  can  be 
divided  into  four  compartments,  as  follows: 

1.  A designation  based  on  a single  physi- 
cian primarily  based  in  one  or  more  hospitals 
and  a private  office. 

2.  A designation  that  includes  two  or  more 
partners  or  associates  who  together  conduct 
a general  or  specialty  “like-type”  practice. 

3.  A category  of  physicians  in  a group  that 
is  well  organized  with  an  administrator  serv- 
ing an  association  of  general  practitioners, 
specialists  and  technicians. 

4.  An  emerging  group  of  physicians  (for 
New  Mexico)  with  primary  responsibility  for 
guiding  the  education  of  newly  selected  stu- 
dents of  medicine.  They  also  search  for  pat- 
terns of  patient  care  that  permit  the  most 
efficient  use  of  their  chosen  environment  and 
at  present  they  espouse  peripheral  pilot 
health  centers  with  specific  geographic  limits 
to  supplement  the  traditional  out-patient 
clinics  and  hospital  based  practice  of  past 
years.  They  also  plan  traveling  clinics  to  aid 
in  sharpening  the  diagnostic  and  therapeutic 
acumen  of  all  New  Mexico  physicians. 


How  many  physicians  practice  in  each  of 
these  compartments? 

During  1966,  62  per  cent  of  all  physicians 
in  New  Mexico  were  practicing  in  a whole- 
some hospital  based  environment  with  other 
physicians  in  compartment  one. 

Nine  per  cent  of  all  physicians  were  in 
group  two  of  “like-type”  general  or  specialty 
practice,  also  oriented  with  a well  organized 
hospital. 

In  clinic  practice  with  an  administrator, 
we  find  12  per  cent  of  New  Mexico  physi- 
cians presenting  broad  skills  as  they  partici- 
pate in  the  third  group.  This  group  also  has 
traditional  hospital  relationships  for  patient 
care. 

In  our  newly  emerged  compartment  four, 
we  find  17  per  cent  of  our  physicians  in  1966 
in  New  Mexico  are  affiliated  with  the  Uni- 
versity of  New  Mexico  School  of  Medicine 
as  faculty  members,  residents,  interns  and 
as  full-time  members  of  the  staff  of  the  Vet- 
erans’ Administration  Hospital  in  Albuquer- 
que. This  is  today  the  second  largest  compart- 
ment of  physicians  in  New  Mexico. 

It  is  obvious  that  17  per  cent  of  the  physi- 
cian population  of  the  state  should  provide  an 
impact  on  a portion  of  health  service  to  the 
community  and  state.  So,  too,  should  they 
provide  an  impact  on  our  New  Mexico  Medi- 
cal Society.  Members  of  the  faculty  have 
been  most  gracious  in  accepting  our  requests 
for  help  as  is  evidenced  by  our  clinical  pro- 
gram this  year. 

Importance  of  society  membership 

There  is  one  important  area  in  which  the 
school  should  make  a greater  impact  on  our 
society  and  that  is  in  the  area  of  membership. 
A very  small  percentage  of  the  physicians  in 
this  compartment  choose  to  make  application 
to  their  county  and  state  society  as  active 
dues-paying  members.  The  overwhelming 
majority  prefer  to  join  as  an  associate  mem- 
ber with  a greatly  reduced  dues  payment. 
From  my  honest  opinion,  this  dodging  of 
payment  of  dues  is  not  as  it  should  be. 

I am  most  familiar  with  medical  schools 
which  have  a “pooled-fund”  from  which  the 
total  dues  of  the  staff  members  is  paid  to 
the  parent  medical  organizations,  namely  the 
county  society,  state  society  and  American 
Medical  Association.  The  risk  of  causing  a 
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breach  in  our  ranks  is  too  great.  Therefore, 

I urge  our  medical  school  officials  to  immedi- 
ately work  out  a plan  to  avoid  friction  in 
this  area.  I believe  that  we  have  as  healthy 
relations  between  our  practicing  physicians 
and  those  in  the  academic  field  as  any  uni- 
versity medical  school  of  my  knowledge  and 
we  should  all  be  dedicated  to  continuing  this 
vigorous  rapport. 

From  statistics  provided  by  New  Mexico 
Department  of  Public  Health  we  find  that 
13  per  cent  of  the  population  of  the  state  was 
discharged  from  the  49  hospitals  of  our  state 
during  1966.  Ninety-five  per  cent  of  these 
citizens  were  under  the  care  of  medical  doc- 
tors for  their  sojourn  of  diagnosis  and  treat- 
ment. Forty-eight  of  our  hospitals  discharged 
or  admitted  134,172  patients  during  1966.  The 
Veterans’  Hospital  in  Albuquerque  dis- 
charged an  additional  5,663. 

Thirty-seven  per  cent  of  all  hospital  dis- 
charges for  1966  were  from  Bernalillo  County 
and  45  per  cent  (365)  of  the  total  physician 
population  of  the  state  reside  in  Bernalillo 
County. 

Now  let  us  analyze  the  average  number 
of  patients  discharged  by  each  physician  from 
his  community  hospital. 

When  we  do  this,  we  find  the  fewest  pa- 
tients per  physician  were  discharged  from 
Albuquerque  hospitals  (101  per  physician  in 
1966).  The  greatest  number  per  physician 
was  from  Clayton  (868  for  each  M.D.),  and 
the  median  discharge  rate  was  shared  by 
Hobbs  and  Alamogordo  with  226  discharges 
per  physician  in  each  community. 

A few  general  facts  stand  out  from  the 
information  I have  given  you: 

I was  surprised  to  note  the  second  largest 
compartment  of  physicians  in  the  state  are 
now  oriented  with  the  U.N.M.  Medical  School 
and  V.A.  Hospital.  Further,  the  equivalent  of 
13  per  cent  of  New  Mexico’s  population  had 
an  illness  in  the  hospitals  of  New  Mexico 
during  1966. 

I had  not  anticipated  the  wide  commrmity 
variation  of  the  rate  of  hospital  discharge 
for  the  “average”  physician.  From  a high  of 
more  than  two  and  one-third  people  per  day 
for  365  days  to  a low  in  Los  Alamos  and 
Albuquerque  of  28/100  of  a patient  each  day 
during  1966. 


All  of  the  ill  citizens  of  New  Mexico  were 
not  those  in  hospitals  during  1966  and  some 
likely  were  not  ill  at  all  during  the  year. 
However,  discrete  projections  indicate  an 
“average”  of  at  least  thirteen  out-of-hospital, 
physician-provided  health  services  were  en- 
joyed by  every  person  in  New  Mexico  last 
year. 

Your  part  in  planning 

The  above  results  of  my  research  reveal 
that  change  in  the  medical  population  and 
practice  in  this  state  is  occurring  daily  and 
rapidly.  We  have  no  reason  to  supect  that 
the  trend  will  be  other  than  more  change 
and  perhaps  at  a more  rapid  rate  than  has 
been  our  past  experience.  Therefore,  the 
physicians  of  this  state  and  their  medical 
societies  must  accept  change — indeed  they 
must  find  a responsible  position  in  accepting 
leadership  in  planning  and  implementing 
changes  that  will  benefit  our  patients  or  we 
will  find  these  changes  occurring  without  our 
assistance  and  knowledge.  It  will  be  much 
easier  to  work  under  plans  prepared  with 
our  guidance  and  assistance  than  working 
under  these  same  plans  which  were  prepared 
without  medical  assistance. 

Government  involvement  in  medicine  is 
less  important  in  the  form  of  medicare  as  it 
is  now  than  the  form  it  may  take  in  the 
future. 

We  have  experienced  the  fact  that  when 
medicine  has  been  united  in  this  state  we 
have  been  able  to  negotiate  schedules  and 
contracts  to  our  advantage.  One  of  the  most 
important  single  facts  that  I have  learned 
during  the  year  as  president  is  how  very 
important  it  is  for  all  of  us  to  be  united  in 
our  thoughts  and  actions.  Our  society  does 
not  lend  itself  to  solo  actions — particularly 
at  this  time. 

There  have  been  many  changes  in  our 
society  and  the  method  of  practice  in  this 
state  during  the  year.  We  anticipate  that 
this  changing  pace  will  continue.  With  the 
new  officers  you  have  elected  at  this  meet- 
ing, I am  certain  our  society  will  keep  pace 
mth  these  changes.  I urge  you  to  assist  in 
these  changes  by  lending  your  support.  Medi- 
cine will  undergo  many  changes  in  the  future 
— will  you  change  with  medicine?  • 
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Hypoventilation  and  myxedema* 


Richard  S.  Watts,  MD,  and  William  S.  Curran,  MD,  Albuquerque,  New  Mexico 


Case  report  describing  the  unusual 
association  of  these  two  conditions. 
Detcdled  pulmonary  and  endocrine 
studies  are  presented. 


During  the  past  few  years  the  hypoventila- 
tion syndrome  has  become  an  increasingly 
familiar  entity.  Special  interest  was  aroused 
by  reports  of  the  so-called  “Pickwickian  Syn- 
drome” of  extreme  obesity  described  vividly 
by  Burwell,  et  al.^  With  the  increasing  avail- 
ability of  electrodes  for  the  accurate  measure- 
ment of  oxygen  and  carbon  dioxide  pressures 
in  arterial  blood,  hypoventilation  has  been 
detected  more  often,  and  causes  other  than 
obesity  have  been  described,^  including  im- 
pairment of  the  response  of  the  respiratory 
center  to  CO2®  (Table  1).  Suspicion  of  hypo- 
ventilation is  aroused  by  the  occurrence  of 
somnolence  and  cyanosis  in  a patient  without 
obvious  disease  of  the  heart  or  lungs.  Further 
investigation  will  disclose  the  characteristic 
elevation  of  arterial  blood  CO2,  anoxemia 
and,  when  more  advanced,  polycythemia  and 
right  heart  failure. 

TABLE  1 

Causes  of  the  Hypoventilation  Syndrome 

1.  Severe  Lung  Disease 

2.  Neuromuscular  (Polio,  strokes,  encephalitis) 

3.  Skeletal  (Kyphoscoliosis,  extreme  obesity) 

4.  Uncertain 

a.  Abnormalities  of  the  respiratory  center 

b.  Myxedema 


♦From  the  Department  of  Medicine,  University  of  New 
Mexico  School  of  Medicine  and  the  Pulmonary  Disease 
Section  and  Radioisotope  Service,  Veterans  Administration 
Hospital,  Albuquerque,  New  Mexico.  R.  S.  Watts,  M.D.,  is 
Chief,  Radioisotope  Service,  VAH,  and  Assistant  Professor 
of  Medicine,  University  of  New  Mexico  School  of  Medicine. 
William  S.  Curran,  M.D.,  is  Assistant  Dean  and  Assistant 
Professor  of  Medicine,  University  of  New  Mexico  School 
of  Medicine,  Albuquerque,  New  Mexico. 


Myxedema  is  not  usually  thought  of  as 
a cause  for  hypoventilation  unless  coma  is 
present.^’  ® We  have  recently  studied  a patient 
in  whom  hypoventilation  apparently  was  pre- 
cipitated by  myxedema,  both  problems  dis- 
appearing when  adequate  treatment  with 
thyroid  was  administered.  An  interesting 
family  history  suggesting  a genetically  deter- 
mined disorder  of  thyroid  hormone  produc- 
tion was  also  uncovered. 

CASE  REPORT 

A 44-year-old,  married,  white  male  was  ad- 
mitted to  the  Veterans  Administration  Hospital, 
Albuquerque,  New  Mexico,  on  May  28,  1965,  com- 
plaining of  generalized  swelling.  He  had  a past 
history  of  urticaria,  recurrent  psoriasis  and  chronic 
anxiety,  but  had  been  able  to  work  full  time  as 
a clerk.  For  several  months  he  had  observed  some 
hoarseness  and  loss  of  libido.  During  the  week 
before  admission  there  had  been  ten-pound  weight 
gain,  somnolence,  and  swelling  of  the  face  and 
extremities.  He  denied  respiratory  symptoms. 

On  examination  he  was  short,  moderately  obese 
(5'4'',  186  pounds)  and  somnolent,  with  conspicuous 
cyanosis  increasing  during  sleep  and  improving 
when  aroused.  His  thyroid  was  palpable  but  not 
enlarged,  and  his  face  puffy.  Pink  papules  typical 
of  psoriasis  were  present  on  the  abdomen  and  legs. 
There  was  probable  delay  in  the  relaxation  phase 
of  the  ankle  jerk.  The  remainder  of  the  physical 
examination,  chest  x-ray  and  electrocardiogram 
were  normal.  Routine  and  thyroid  function  studies 
are  summarized  in  Table  2. 

TABLE  2 


Patient  Normal 


Hemoglobin  19.1  gm/100  ml  15-18.7 

Hematocrit  59  % 44-54 

Cholesterol  245  mgm/100  ml  150-250 

Basal  Metabolic  rate  —24%  +10 

Achilles  reflex  time  445  millisecs  260-380 

Protein  bound  iodide  3.2  ^g/100  ml  4-8 

Butanol  extractable  iodide  1.5^g/100  ml  3.2-6.4 
24  hr.  1131  uptake  25%  7-35 

After  desiccated  thyroid  120  mgm 
daily  for  3 weeks  4.8%  Less  than  7 

Resin  uptake  Ii^i  (T3)  23%  25-35 
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Initial  treatment  consisted  of  intermittent  posi- 
tive pressure  breathing  (IPPB)  and  a 500  ml 
phlebotomy,  which  was  done  because  of  clinical 
impression  of  early  right  heart  failure  and  poly- 
cythemia. By  the  third  week,  weight  loss  of  eleven 
pounds  had  occurred  and  cyanosis  had  disappeared. 
At  this  time  he  was  placed  on  desiccated  thyroid 
120  mg  daily.  There  was  further  weight  loss  of 
five  pounds,  decreased  facial  swelling  and  in- 
creased alertness.  Four  weeks  after  admission, 
an  open  biopsy  of  the  thyroid  was  done.  The  gland 
was  grossly  normal  but  microscopic  examination 
showed  some  lymphocytic  infiltration  and  moder- 
ate interstitial  fibrosis  (Fig.  1).  The  patient  has 
remained  well  for  a year  and  a half  on  180  mg 
of  thyroid  daily,  with  his  weight  remaining  at 
about  175  poimds.  A TSH  stimulation  test  in 
November  1966  showed  15  per  cent  uptake,  indi- 
cating possible  residual  activity  of  his  thyroid. 

The  patient’s  striking  family  history  of  thyroid 
disease  is  outlined  in  Fig.  2 and  Table  3.  His 
parents  are  first  cousins,  and  out  of  eight  close 
relatives  examined,  six  have  evidence  and/or  his- 
tory of  thyroid  disease.  Thyroid  hormone  bio- 
synthesis studies  in  the  patient  and  his  relatives 
show  that  he  and  one  sister  have  in  their  serum 
a metabolically  inactive  iodinated  protein.  Because 
of  this,  the  serum  protein  bound  iodide  was  only 
slightly  reduced  although  his  butanol  extractable 
iodide  was  in  the  myxedema  range.  Also  confusing 


Fig.  1.  Thyroid  biopsy  specimen  demonstrating 
lymphocytic  infiltration  and  interstitial  fibrosis. 


1^^  Expired  or  not  available  for  examination 
f Hyperthyroidism 
I,  Hypothyroidism 
G Goiter,  past  or  present 
T Thyroiditis 
— Twins 
r~]  Male 
(3  Female 

Fig.  2.  Familial  thyropathy. 

the  diagnosis  of  myxedema  was  the  normal  radio- 
iodine uptake;  because  of  his  metabolic  defect  the 
patient  could  trap  iodide  normally  but  could  not 
make  thyroid  hormone  in  adequate  quantities, 
as  other  studies  of  thyroid  fimction  clearly  show. 
Discussion 

In  recent  years  lymphocytic  thyroiditis 
(or  in  its  most  severe  form,  Hashimoto’s 
Thyroiditis)  has  been  recognized  as  a fairly 
frequent  cause  of  myxedema.®  Our  patient 
did  not  have  any  of  the  clinical  symptoms  of 
thyroiditis  nor  did  he  have  the  characteristic 
“Askanazy  cells”  in  his  thyroid  biopsy  speci- 
men. Finally,  no  anti-thyroid  antibodies  were 
found  in  his  serum  (although  these  may  be 
absent  in  20  per  cent  of  patients  with  typical 
Hashimoto’s  Thyroiditis) . It  is  possible, 
therefore,  that  his  myxedema  might  have 
been  due  to  some  other  cause,  such  as  expo- 
sure to  a goitrogen  superimposed  on  his 
genetically  determined  disorder  of  thyroid 
hormone  production.’’  Review  of  the  slides 
by  the  Armed  Forces  Institute  of  Pathology 
indicated  that  the  changes  were  consistent 
with  a non-specific  type  of  lymphocytic  thy- 
roiditis. 

Since  there  is  some  evidence  that  our 
patient  began  to  improve  on  IPPB  alone,  it 
is  possible  that  his  hypothyroidism  was  tran- 
sient, as  is  said  to  occur  in  lymphocytic  thy- 
roiditis.® A similar  temporary  myxedema 
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TABLE  3 

Column  Chromatography  of  Serumi^i  in  Patient  and  Relatives 


Protein 

Butanol 

Bound 

Extractable 

48  hour  Activity  of  Serum  Fractions** 

Iodine 

Iodine 

lodoprotein 

MIT,  DIT 

T T 

■*^3^  -^4 

Iodide 

Subject 

Age 

jxg/lOO  ml 

jug/ 100  ml 

% 

% 

% 

% 

Normal  range 

4-8 

3.2~6.4 

8.3-t-0.3 

1.4-H0.3 

II.O-hI.7 

79.2H-7.4 

Patient — C.  D.* 

44 

5.3 

1.5 

60 

2.3 

9.5 

28.2 

Sister — O.  J. 

37 

14.0 

29.7 

1.4 

3.4 

65.5 

Mother — Marc.  C. 

73 

7.3 

6.0 

0.5 

1.7 

91.8 

Father — A.  C. 

72 

6.3 

5.5 

6.7 

2.3 

85.5 

*Serum  obtained  during  partial  recovery 

from  thyroiditis. 

**MIT:  Monoiodotyrosine.  DIT:  Diiodotyrosine.  T,:  Triiodothyronine.  T^:  Thyronine. 

We  are  grateful  to  W.  A.  Reilly,  M.D.,  Chief  of  the  Radioisotope  Laboratory,  and  E.  C.  Sneider, 
erans  Administration  Hospital,  Phoenix,  Arizona,  for  these  determinations. 

Research 

Chemist,  Vet- 

might  be  caused  by  some  other  exacerbation 
of  his  basic  genetic  defect.  We  are  unable  to 
fully  document  any  spontaneous  recovery  of 
thyroid  function.  The  normal  TSH  test  after 
18  months  of  thyroid  extract  is  not  conclu- 
sive, and  we  have  not  as  yet  been  able  to 
persuade  the  patient  to  stop  therapy. 

Following  recovery  from  the  hypoventila- 
tion syndrome,  the  major  abnormality  in  pul- 
monary function  of  our  patient  was  virtual 
absence  of  response  to  inhalation  of  5 and  7 
per  cent  CO2,  a procedure  which  normally 


produces  four  to  eight-fold  increase  in  minute 
ventilation.®  In  addition,  his  diffusing  capac- 
ity was  only  two-thirds  the  predicted  normal. 
Both  of  these  defects  persist  after  more  than 
a year  of  treatment  with  thyroid  (Table  4). 
The  remainder  of  his  pulmonary  function  is 
relatively  normal,  the  slight  reduction  of 
volumes  and  flow  rates  being  far  less  than 
that  found  in  patients  with  “under- ventila- 
tion of  the  lungs”  described  by  McNichol  and 
Pride.  The  initial  inability  of  the  patient 
to  elevate  his  arterial  oxygen  tension  over 


TABLE  4 

Test  of  Respiratory  Function 

Predicted 


Normal 

5/25/65 

6/9 

7/13 

9/27 

6/2/66 

Vital  capacity,  liters 

3.9 

2.7 

3.3 

3.2 

3.3 

3.3 

One  second  vital  capacity,  per  cent  total 

85 

85 

75 

87 

88 

88 

Residual  volume,  liters 

1.2 

1.0 

0.8 

0.9 

Tidal  volume,  liters 

.400 

.388 

.404 

Total  lung  capacity,  liters 

5.2 

3.7 

4.2 

Residual  volume 

Total  lung  capacity,  per  cent 

24 

27 

20 

21 

Maximum  expiratory  flow  rate,  liters/sec 

8.3 

5.7 

5.9 

5.1 

6.6 

Maximum  breathing  capacity,  liters/min 

Arterial  blood  studies  (Altitude  5300  ft.) 

...  132 

41 

65 

79 

83 

Arterial  oxygen,  mm  Hg. 

Rest 

75 

47 

64 

52 

64 

Exercise 

69 

100  per  cent  02 

...>300 

240 

Arterial  carbon  dioxide,  mm  Hg. 

Rest 

35 

56 

34 

41 

35 

Exercise 

39 

100  per  cent  02 

40 

pH  (rest) 

7.38 

7.41 

7.39 

7.37 

Diffusing  capacity  (steady  state)  cc/mm/min.... 

18.6 

12.3 

12.3 

12.9 

Physiologic  dead  space,  liters 

Minute  ventilation,  liters/min 

0.140 

0.112 

0.096 

Rest 

8.5 

5.0 

6.5 

5 per  cent  CO., 

...  >20 

5.0 

8.5 

5.5 

10  per  cent  CO, 

8.6 

Alveolar  ventilation,  liters/min 

5.4 

5.7 
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240  mm  while  breathing  100  per  cent  O2  was 
apparently  related  to  a shunting  effect  from 
shallow  breathing  during  that  test,  since  his 
response  was  normal  (300-500  mm  at  our 
altitude)  when  he  was  instructed  to  take 
deeper  breaths.  It  is  possible  his  moderate 
obesity  influenced  his  breathing  patterns. 
None  of  his  relatives  gave  history  suggesting 
hypoventilation,  but  studies  of  their  response 
to  CO2  breathing  would  obviously  be  of  inter- 
est. Another  unanswered  question  is  the  ef- 
fect of  altitude  (Albuquerque,  5300  ft.)  on 
respiratory  center  responses. 

As  previously  mentioned,  and  in  our  own 
experience,  the  occurrence  of  the  hypoven- 
tilation syndrome  in  myxedema  without 
coma  is  rare.  According  to  careful  work  by 
Wilson  and  Bedell,^  patients  with  myxedema 
do  not  hypoventilate  unless  they  also  suffer 
from  severe  lung  disease  or  extreme  obesity. 
(All  of  their  patients  in  the  latter  category 
were  at  least  75  per  cent  over  ideal  weight). 
Like  the  patient  described  by  Weg,  et  al.,^ 
our  subject  lost  only  a few  pounds  with  re- 
covery from  both  myxedema  and  hypoven- 
tilation. 

Two  possible  causes  for  coexistence  of 
myxedema  and  hypoventilation  are  (1)  that 
myxedema  in  some  way  damages  the  respira- 
tory center  and  makes  it  unresponsive  to  CO2 
and  (2)  that  the  patient  possesses  a respira- 
tory center  with  a sluggish  response  to  CO2 
which  is  aggravated  by  the  occurrence  of 
myxedema.  Although  we  do  not  know  what 
his  response  to  CO2  inhalation  was  before  his 
illness,  he  remains  unresponsive  to  both  5 


per  cent  and  7 per  cent  CO2  after  more  than 
a year  of  treatment  with  thyroid,  during 
which  time  he  has  felt  well  and  remained 
at  work  full  time.  In  the  study  of  Wilson  and 
Bedell,'*  some  of  the  patients  had  a normal 
CO2  response  and  some  had  a diminished 
response;  in  some  there  was  suggestive  im- 
provement in  CO2  response  with  treatment 
of  the  myxedema.  In  our  patient  we  are 
impressed  by  the  absence  of  response  to  CO2 
for  so  long  after  correction  of  the  myxedema 
and  recovery  from  hypoventilation.  Also,  the 
family  history  suggests  that  a profound  ge- 
netic defect  may  be  present.  For  this  reason, 
it  would  seem  a likely  hypothesis  that  this 
patient  has  always  had  an  abnormality  of 
respiratory  center  response  to  CO2,  but  that 
this  was  not  severe  enough  to  cause  hypo- 
ventilation until  myxedema  also  supervened! 
Such  a hypothesis  might  explain  why  hypo- 
ventilation in  myxedema  without  coma  is 
rarely  encountered. 

Summary 

We  have  described  a patient  with  rather 
sudden  onset  of  the  hypoventilation  syn- 
drome who  recovered  after  treatment  of 
coexisting  myxedema.  The  myxedema  was 
thought  to  be  due  to  lympocytic  thyroiditis. 
A family  history  of  various  thyroid  disorders 
was  a striking  additional  finding.  Some  spec- 
ulations are  presented  on  the  relationship  of 
myxedema  to  the  occurrence  of  the  hypo- 
ventilation syndrome  and  to  the  prolonged 
absence  of  response  of  the  respiratory  center 
to  CO2  stimulation.  • 
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Pikes  peak  or  bust 


The  search  for  health,  as  well  as  gold, 
contributed  to  the  development  of 
the  west.  This  is  an  account  of  the 
development  of  health  centers  in 
New  Mexico  and  Colorado,  primarily 
for  the  treatment  of  “consumption.^’ 


“I  will  lift  up  mine  eyes  unto  the  hills.” 

(Psalm  121) 

Prehistoric  Asians,  who  were  to  become  the 
original  Americans,  moved  southward  and 
eastward  from  Bering  Strait.  Led  by  the 
natural  laws  of  ecology,  they  sought  hunting 
lands  and,  later,  cornfields.  Many  centuries 
later  Europeans,  moving  northward  and  west- 
ward from  their  first  colonies,  sought  wealth 
in  the  form  of  land  and  minerals.  Spanish 
conquistadors  were  driven  to  explore  the 
whole  Southwest  by  the  lure  of  fabulous 
Cibola’s  jewels  and  gold.  After  the  Louisiana 
Purchase,  published  reports  of  government 
expeditions  spread  the  word  of  the  resources 
and  trading  opportunities  of  the  mountain 
country  and  northernmost  Spanish  settle- 
ments. Captain  Zebulon  Pike  explored  Colo- 
rado and  trespassed  into  Spanish  territory  in 
1807.  Major  Stephen  Long  followed  him  in 
1819;  and  his  doctor,  Edwin  James,  became 
the  first  man  to  climb  Pike’s  Peak,  which 
thereby  became  James  Peak  until  Fremont 
renamed  it  in  the  1840s.  Mountain  men 
ranged  from  Canada  to  New  Mexico  seeking 
the  wealth  of  beaver  pelts  for  rival  fur  com- 


An historical  note 
on  the  search  for  hecdth  in  the  Rockies 
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panies.  Their  verbal  reports  helped  to  build 
up  the  interest  of  easterners  in  the  possibili- 
ties of  that  immense  territory  west  of  the 
Great  American  Desert.  River  systems  pro- 
vided graded  routes  with  grass  and  water 
all  the  way  to  the  Rocky  Mountains.  After 
Pike’s  return  the  McKnight  party  reached 
Santa  Fe  in  1812,  only  to  spend  nine  years 
in  Mexican  prisons. 

In  1821  William  Becknell  and  party  opened 
the  sixty  year  long  history  of  the  Santa  Fe 
Trail  with  a successful  pack-train  journey 
from  the  Missouri  with  goods  to  trade  in 
Santa  Fe.  The  profits  justified  the  great  risks. 
Travellers  returning  from  the  season-long 
journey  of  the  Oregon  Trail  up  the  Platte  or 
the  Santa  Fe  Trail  out  along  the  Arkansas 
reported  the  benefits  of  the  pure  dry  air  and 
outdoor  life.  A new  motive  for  heading  west, 
the  search  for  health,  became  popular.  In 
his  “Commerce  of  the  Prairies”^  Josiah  Gregg 
describes  the  “pale-faced  invalids”  gathered 
in  Independence,  Missouri,  the  Trail’s  starting 
point,  and  his  own  speedy  recovery  of  health 
on  his  first  trip  in  1831.  He  also  formed  a high 
opinion  of  the  “sanitative  effects”  of  the 
prairie  air  and  of  the  salubrity  of  the  climate 
of  New  Mexico,  which  he  calls  “its  most 
interesting  feature.”  By  the  time  of  the 
California  gold  rush  the  health-restoring 
powers  of  the  West  and  of  the  journey  to  it 
were  generally  accepted.  Many  of  the  Forty- 
niners  and  of  their  successors,  the  Argonauts 
who  went  to  Colorado,  were  as  much  in  search 
of  health  as  of  gold.  Minerals  and  curative 
air  became  the  open  sesame  to  the  Rockies 
for  the  next  seventy  years. 
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Santa  Fe,  a center  for  trade  and  health 

Many  healthy  young  men  were  introduced 
to  Santa  Fe  by  the  Trail,  the  Mexican  War 
and  the  Civil  War.  That  city  became  the 
chief  center  for  trade  in  the  new  south- 
western territories,  the  seat  of  government, 
and  the  military  base.  Fort  Marcy,  for  the 
control  of  the  Apaches  and  Navajos.  To  meet 
the  medical  needs  of  the  area  and  of  the 
increasing  number  of  invalids  coming  over 
the  Trail,  Bishop  Lamy  asked  the  Sisters 
of  Charity  of  Cincinnati  to  send  him  nurses 
to  establish  a hospital.  On  September  13, 
1865,  four  sisters  led  by  Sister  Vincent 
O’Toole  arrived.  They  promptly  set  up  St. 
Vincent  Sanitarium.  This  institution,  at  var- 
ious times  a general  hospital,  a tuberculosis 
sanatorium,  an  orphanage,  an  old  folks  home, 
is  still  active  as  St.  Vincent  Hospital.  It  was 
the  first  hospital  in  New  Mexico  and  Colo- 
rado and  the  first  tuberculosis  hospital  west 
of  Boston  where  only  two  such  institutions 
preceded  it. 

When  the  railroads  extended  out  along 
the  Santa  Fe  Trail  the  Sisters  of  Charity  set 
up  other  hospitals  to  care  for  Indians,  native 
Mexicans,  ranchers,  and  health  seekers.  They 
founded  hospital-sanitariums  in  Pueblo  (St. 
Mary’s  in  1882,  now  St.  Mary-Corwin  Hos- 
pital), in  Trinidad  (Mt.  San  Rafael  in  1889, 
now  Mt.  St.  Rafael  Hospital) , and  in  Colorado 
Springs  (Glockner  Sanitarium  in  1888,  now 
Penrose  Hospital),  all  in  Colorado.  In  New 
Mexico  they  founded  St.  Joseph’s  Sanitarium 
(now  St.  Joseph’s  Hospital)  in  Albuquerque 
in  1902,  and  St.  Joseph’s  Sanatorium  in  Silver 
City  in  1901.  Hotel  Dieu  was  built  in  El  Paso, 
Texas,  in  1894  with  a wing  to  care  for  the 
tuberculous  patients  who  were  coming  by 
rail  to  that  city  in  large  numbers. 

Dr.  J.  H.  Sloan  of  Santa  Fe  proposed  in 
1889  a novel  course  of  treatment  by  which 
the  cure  of  phthisis  pulmonis  would  be  made 
“not  a probability  but  a certainly”  in  18 
months  in  or  near  Santa  Fe,  consisting  of 
14  months  in  tents  and  four  months  in  St. 
Vincent  Sanitarium,  “the  principal  objection 
being  expense.”  In  1897  an  ex-major  in  the 
Confederate  Army  and  Indian  fighter,  Eugene 
van  Patten,  was  probably  the  first  proprietor 
of  a private  sanatorium,  “Mountain  Camp,” 
in  Dripping  Springs  Canyon  east  of  Las 


Cruces,  New  Mexico.  Before  the  end  of  the 
nineteenth  century  the  favorable  observa- 
tions of  medical  officers  attached  to  the 
various  forts  in  the  Southwest  led  to  the 
establishment  of  the  first  two  federal  sana- 
toria for  tuberculosis:  the  Public  Health  and 
Marine  Service  Hospital  opened  at  Fort  Stan- 
ton, New  Mexico,  in  November  1899;  and  the 
U.  S.  Army  General  Hospital  for  Tuberculosis 
opened  at  Fort  Bayard  in  January,  1900. 
Colorado:  ‘^Gold  in  them  thar  hills F’ 

Along  Cherry  Creek  in  western  Kansas 
Territory  gold  was  struck  in  1858  and  the 
rush  was  on.  But  by  the  time  that  many 
adventurous  young  men  in  the  East  had 
organized  parties  to  carry  the  motto,  “Pike’s 
Peak  or  Bust,”  across  the  plains  they  were 
too  late,  meeting  returners  with  the  news 
that  the  good  claims  had  all  been  staked. 
James  W.  Denver  was  appointed  Territorial 
Governor  and  established  order  in  the  gold 
camps.  The  city  named  for  him  was  incor- 
porated in  1861,  became  the  capital  of  the 
temporary  Jefferson  Territory  in  1867,  the 
year  that  the  railroad  reached  Cheyenne,  and 
became  a city  of  substance,  a federal  and 
financial  center,  as  more  gold  strikes  occurred 
between  1870  and  1880.  Even  before  Colorado 
became  a state  in  1876  it  was  a “sanitarium” 
in  the  then  accepted  term,  a resort  with  a 
reputation  as  an  area  free  of  consumption 
and  therefore  “sanative.”  No  physician  or 
hospital  was  considered  necessary  for  re- 
covery, only  a short  stay  in  the  high,  pure 
air  of  Denver,  Colorado  Springs,  or  Manitou. 

However,  by  1875  the  Winter  Home  for 
Invalids  was  opened  in  Denver  by  Rev. 
Frederick  W.  Oakes  for  young  men  “worthy 
of  a Christian  home  and  presenting  a good 
chance  of  being  benefited  by  the  climate 
and  a letter  from  some  clergyman  or  from 
someone  the  Superintendent  knows.”  This 
pioneer  tuberculosis  sanatorium  and  its  rev- 
erend superintendent  flourished  well  into  the 
present  century.  Solly,  in  his  “Medical  Cli- 
matology,”^ reported  that  in  1897  over  a fifth 
of  the  population  of  Denver  consisted  of  in- 
valids. No  doubt  Colorado  Springs  had  an 
even  larger  proportion  of  health  seekers. 

Although  the  importance  of  altitude  per 
se  had  been  of  little  concern  in  the  original 
development  of  New  Mexico  as  a health  re- 
sort, the  physicians  who  came  to  Colorado 
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for  their  own  health  or  to  practice  there 
considered  it  to  be  the  chief  factor  in  the 
successful  treatment  of  consumption.  The 
Swiss  resorts  were  proclaiming  their  respec- 
tive virtues  based  upon  a theory  that  a line 
of  immunity  from  tuberculosis  existed  at 
5,000  feet  above  sea  level.  Dr.  J.  Hilgard 
Tyndale  in  his  “Home  and  Climatic  Treat- 
ment of  Pulmonary  Consumption,”  1832,'^  de- 
fined the  Line  of  Immunity  as:  “that  eleva- 
tion of  some  particular  locality  or  country 
at  which  the  atmospheric  air  is  free  from 
germs  and  enjoys  the  unobstructed  effects 
of  heat,  light,  and  electricity.”  He  quotes 
Lombard  of  Geneva  about  the  Swiss  experi- 
ence and  opinion.  Dr.  Charles  Denison,  in  his 
“Rocky  Mountain  Health  Resorts,”  1880,^ 
favored  the  existence  of  an  approximate  line 
of  immunity  in  the  Rockies  at  about  6,000 
feet;  and  this  concept  was  generally  accepted 
by  the  Colorado  experts. 

“Camping  out”  or  “ranching,”  i.e.,  living 
on  a farm,  were  the  best  methods  of  treat- 
ment, according  to  the  Colorado  school.  No- 
where in  his  book  did  Dr.  Denison  employ 
the  words  “hospital”  or  “sanitarium.”  The 
second  edition,  in  1881,  had  an  identical  text 
plus  an  addendum  containing  such  items  as 
the  change  of  name  of  the  “Evergreen  House” 
at  Morrison  to  “Sunshine  Cottage.”  Tyndale, 
on  the  other  hand,  had  been  the  Physician-in- 
Charge  at  the  Rocky  Mountain  Sanitarium 
for  Consumptives  at  Manitou  from  its  found- 
ing in  1879,  and  he  wrote:  “The  sanitarium 
alone  offers  the  highest  guarantee  of  success 
in  the  position  of  the  directing  physician” 
and  “The  benefits  of  a well  regulated  sani- 
tarium . . . cannot  be  over-estimated.” 

Denison  and  Tyndale  were  both  charter 
members  of  the  American  Climatological  As- 
sociation, formed  in  1884,  by  which  time 
Tyndale  had  moved  back  to  New  York  and 
published  his  book.  This  Association,  from 
its  first  meeting  in  Washington,  D.  C.,  brought 
together  the  proponents  of  the  eastern  and 
western  modes  of  treatment.  In  general, 
the  eastern  phthisiologists-climatologists  fol- 
lowed the  ideas  of  Henry  I.  Bowditch,  who 
advocated  a porous  soil  and  piney  forest  air, 
and  Alfred  L.  Loomis,  who  had  found  the 
Adirondack  Mountains  the  ideal  climate  for 


his  own  cure  and  that  of  his  private  patients, 
including  Dr.  Trudeau.  They  also  were  con- 
vinced earlier  of  the  need  for  sanatorium 
care.  They  endorsed  the  cottage  type  of 
Trudeau  at  a medium  altitude.  Higher  alti- 
tudes and  dryness  of  air  were  the  active 
ingredients  of  the  Colorado  physicians’  pre- 
scription, to  be  taken  in  the  untrammelled 
freedom  of  ranches,  pack  trips,  and  tenting. 

American  Climatological  Association 
At  that  first  meeting  of  the  Climatological 
Association  in  1884  Tyndale  read  Denison’s 
paper  on  “Climatic  Maps,”  and  Dr.  Boardman 
Reed  of  Atlantic  City  moved  that  Denison’s 
theory  about  dryness  of  air  be  disapproved. 
In  the  printed  Transactions  of  that  year® 
Denison  took  his  opportunity  to  reply.  At  the 
1887  meeting  Dr.  S.  E.  Solly  gave  a paper  on: 
“An  Invalid’s  Day  in  Colorado  Springs,” 
stressing  outdoor  exercise  and  rides.  In  1889. 
Dr.  Paul  H.  Kretzschmar  of  Brooklyn  covered 
the  topic:  “Institutions  for  the  Treatment  of 
Pulmonary  Consumption  in  the  United 
States.”®  He  said:  “J.  H.  Tyndale  made  an 
effort  about  ten  years  ago  in  Manitou,  Colo- 
rado, . . . and-  H.  {sic)  Gleitsmann  before 
him  in  Asheville,  N.  C.,  to  establish  such 
institutions,  but  both  failed  for  lack  of  pro- 
fessional support.  In  Colorado  two  sanitaria 
are  in  the  process  of  erection,  one  in  Lake 
Palmer  to  be  built  and  conducted  by  a stock 
company  of  which  Dr.  Chas.  Denison  of 
Denver  is  the  Vice-President,  and  the  other 
one  in  Colorado  Springs  under  the  manage- 
ment of  Dr.  S.  E.  Solly.”  The  latter  was  prob- 
ably the  Glockner  Sanitarium.  At  the  same 
meeting  Dr.  Denison  indicated  that  he  had 
been  converted  to  the  need  for  a sanatorium 
for  his  fifteen  to  twenty  private  patients  then 
“curing”  on  a ranch  ten  miles  from  Denyer. 
As  transportation  improved  bringing  more 
and  more  patients  other  physicians  also  be- 
came convinced  that  Tyndale  had  been  right 
in  his  advocacy  of  sanatorium  treatment.  And 
the  citizens  of  the  mountain  cities  came  to  see 
the  need  for  institutions  to  care  for  various 
segments  of  the  influx  of  those  seeking  health 
and  of  moderate  means.  Chambers  of  Com- 
merce began  to  boost  their  respective  climates 
to  attract  the  more  affluent  invalids;  and  the 
rapid  growth  of  sanatoria  began  with  the 
new  century. 
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Various  railroads  contributed  their  ad- 
vertisements to  Dr.  Denison’s  book  about 
Health  Resorts.  The  Union  Pacific  had 
reached  Denver  in  1868.  The  Atchison,  Topeka 
& Santa  Fe  reached  Santa  Fe  (RR  station 
at  Lamy)  in  1880  and  the  Mesilla  Valley  in 
1882.  The  narrow  gauge  line  of  the  Denver 
and  Rio  Grande  connected  Denver,  Colorado 
Springs  and  Santa  Fe.  The  Southern  Pacific 
came  through  El  Paso  to  the  Coast  in  1880. 
Railroads  all  advertised  the  ease  and  comfort 
with  which  invalids  could  reach  the  most 
healthful  climates.  The  1881  journey  of  Dr. 
Lawrence  F.  Fhck  of  Pennsylvania,  after  the 
first  relapse  of  his  own  pulmonary  tubercu- 
losis, illustrates  the  route  which  many  others 
took.  He  left  Philadelphia  that  summer  after 
only  a year  of  medical  practice.  He  inquired 
his  way  gradually  westward  and  by  Novem- 
ber had  reached  western  Kansas.  There  he 
was  advised  against  the  danger  of  getting 
mountain  fever  in  Colorado,  and  so  cut  the 
corner  of  that  state  to  continue  by  the  new 
railroad  to  Santa  Fe  over  the  Raton  Pass. 


Later  he  wrote  about  New  Mexico^:  “I  found 
it  a proper  place — not  for  a man  in  bad  health 
and  of  any  refinement — but  for  vagabonds 
and  ruffians.”  He  left  Santa  Fe  after  a very 
short  stay  at  the  Palace  Hotel  at  an  extrava- 
gant $4.00  per  day,  and  proceeded  down  the 
line  to  El  Paso,  “where  there  is  an  excellent 
climate  but  too  much  dust,  and  too  little  to 
eat.”  Moving  on  to  Arizona,  he  found  Tucson 
another  place  in  which  it  was  hard  to  live. 
Eventually  he  spent  the  winter  packing 
oranges  in  Los  Angeles  before  returning 
home  by  the  more  northern  transcontinental 
route,  a convinced  advocate  of  treatment 
nearer  home  and  later  the  founder  of  at  least 
five  sanatoria  there. 

Dr.  Henry  Sewall  came  west  to  practice 
in  Denver  and  liked  to  say  in  his  later  years: 
“Saranac  Lake  saved  my  life;  Colorado  pro- 
longed it.”  Dr.  James  J.  Waring,  after  healing 
his  own  lungs,  could  not  safely  return  to  the 
East,  so  remained  in  Denver  to  become  a 
Professor  of  Medicine  and  well  beloved  men- 
tor to  all  chest  men  in  that  area.  Dr.  Gerald 
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Webb,  an  Englishman,  became  the  medical 
leader  in  Colorado  Springs.  He  said:  “It  re- 
mained for  physiologists  of  our  generation  to 
show  that  the  time-honored  remedy  of  cli- 
mate was  not  entirely  without  a scientific 
foundation.”®  Alfred  Cowles  and  E.  N.  Chap- 
man had  shown  in  1934  that  a climate  with 
high  altitude,  dry  air  and  much  sunshine  was 
secondary  only  to  sociologic  factors  in  affect- 
ing tuberculosis;  and  even  in  the  fourth 
decade  of  this  century  86  per  cent  of  cases  of 
tuberculosis  in  Colorado  were  originated  out- 
side of  that  state.® 

In  and  around  Denver  the  pressure  of 
tuberculous  patients,  built  up  toward  the  end 
of  the  nineteenth  century,  finally  forced  the 
establishment  of  a series  of  eleemosynary 
institutions  for  their  care.  Between  1899  and 
1909,  in  chronologic  order,  there  were  found- 
ed the  National  Jewish  Hospital  for  Con- 
sumptives, Foxhall  Cottage,  the  Association’s 
Health  Farm  (Y.M.C.A.),  Emma  Booth  Tuck- 
er Memorial  Sanitarium  for  Consumptives 
(Salvation  Army),  Jewish  Consumptives’  Re- 
lief Society  Sanitarium,  Agnes  Memorial 
Sanatorium,  County  Farm,  Tuberculosis  Pa- 
vilion, Lutheran  Sanatorium,  Rocky  Moun- 
tain Industrial  Sanatorium,  Craig  Colony, 
Modern  Woodmen  of  America  Sanatorium, 
Swedish  National  Sanatorium,  and  Ex-Pa- 
tients’  Tubercular  Home.  Private  sanatoria 
were  opened  in  Colorado  Springs  and  other 
higher  health  resorts,  such  as  Nordrach 
Ranch  (1901),  Resthaven,  Sunrise  Mountain 
Park,  Cragmor  Sanatorium,  Colorado  Sana- 
torium and  Mesa  Vista  Sanatorium  in  Boul- 
der. 

In  Santa  Fe,  the  Sun  Mount  Tent  Colony, 


later  Sunmount  Sanatorium,  was  the  first 
private  sanatorium.  Southwestern  Presby- 
terian in  Albuquerque,  founded  in  1908,  was 
the  first  of  a number  of  tuberculosis  sanatoria 
following  St.  Joseph’s  in  that  city.  In  the 
Mesilla  Valley,  around  Las  Cruces,  N.  M., 
a number  of  private  sanatoria  sprang  up,  as 
also  around  Las  Vegas,  N.  M.,  such  as  Val- 
mora  Sanatorium  (1904)  and  the  Montezuma, 
built  in  1905  by  the  A.  T.  & S.  F.  RR. 

Conclusion 

By  the  end  of  the  Great  Depression  in 
the  1930s  the  heyday  of  private  sanatoria  in 
the  high  country  was  over.  Every  state  in 
the  East  and  Midwest  had  built  free  sanatoria 
to  provide  good  treatment  for  citizens  with 
tuberculosis.  Lung  collapse,  surgery,  and 
finally  chemotherapy  prevailed,  more  effec- 
tive than  climate.  The  “Sunshine  Clubs”  and 
other  promotional  organizations  in  the  West 
reduced  their  advertising  budgets.  The  chil- 
dren of  the  original  “lungers,”  who  had  pro- 
vided our  western  cities  and  states  with 
intelligent,  educated  leaders,  were  now  them- 
selves adults  blessed  with  good  health  to 
which  the  climate  and  outdoor  life  had  con- 
tributed. Uranium  became  sought  rather  than 
gold.  Fallout  from  atomic  testing  and  air 
pollution  from  hydrocarbons  had  become 
more  important  factors  medically  than  the 
terpenes  released  by  pine  trees.  Health  was 
pursued  with  the  assistance  of  pills  rather 
than  of  hills.  The  great  faith  in  climatother- 
apy,  its  study  and  application,  was  transferred 
to  elaborate  tests  of  pulmonary  function.  An 
era  was  over.  • 
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Delayed  enteric-coated  potassium 
ulcerative  obstruction  of  small  intestine 


Col.  John  Withers;  Capt.  James  Cooper,  MC,  U.S.A.,* 
and  A.  M.  Rosen,  MD,  Taos,  New  Mexico 


A POTASSIUM  INDUCED  intestinal  obstruction 
developed  two  years  after  discontinuing  med- 
ication: 

CASE  REPORT 

The  patient  in  this  report  is  one  of  the  reporters 
(A.  M.  R.),  a 52-year-old  physician,  who  in  1962 
sustained  a major  antero-septal  coronary  infarct. 
Because  of  a mild  post-coronary  myocardial  fail- 
ure, patient  was  placed  on  HydroDIURIL-Ka-50, 
one  daily  for  over  two  years.  In  December  1964, 
he  began  noticing  cramp-like  mid-abdominal  pain 
about  four  to  six  hours  after  major  meals.  Because 
of  the  reports  which  were  then  appearing  in  the 
literature  associating  enteric-coated  potassium 
medication  with  small  intestinal  inflammation,  ul- 
ceration, and  stenosis,  a small  intestinal  series  was 
done.  It  revealed  a single  dilated  loop  of  jejrmum 
but  no  definite  radiologic  evidence  of  stenosis. 
Potassium  was  eliminated  from  the  therapy  and 
he  continued  on  plain  chlorthiazides. 

*17th  Field  Hospital,  Saigon,  Vietnam. 

Note:  Reprint  requests  to  Dr.  A.  M.  Rosen,  P.  O.  Box 
728,  Taos,  New  Mexico. 


In  September,  1966,  while  in  flight  to  Saigon, 
he  developed  severe  mid-abdominal  cramps,  nau- 
sea, and  vomiting.  He  was  admitted  to  the  17th 
Field  Hospital  in  Saigon,  where  x-rays  revealed 
severe  jejunal  obstruction.  An  emergency  lapa- 
rotomy was  performed.  In  the  distal  jejunum  a 
stenotic,  obstructive  lesion  was  foimd.  This  area 
of  jejtmum  was  resected  and  an  end-to-end  jejimo- 
jejunostomy  was  performed.  The  pathologic  report 
stated  that  there  was  ulceration  with  fibrosis  and 
stenosis  of  the  specimen,  non-specific  in  nature. 
A small  intestinal  series  done  one  month  postoper- 
atively  was  negative. 

This  case  is  reported  to  add  to  the  accumu- 
lating literature  of  presumed  potassium-in- 
duced intestinal  obstruction  and  because  a 
period  of  two  years  elapsed  between  discon- 
tinuing the  potassium  and  the  development 
of  sufficient  stenosis  to  produce  obstruction. 
More  of  these  cases  are  showing  up  in  the 
literature  despite  the  general  decrease  in  the 
use  of  enteric-coated  potassium.  • 
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Toxic  epidermal  necrolysis  in  an  infant* 


Roy  F.  Goddard,  MD,  Albuquerque,  New  Mexico 


A case  report  of  a rare  syndrome  with 
emphasis  upon  management  and 
differential  diagnosis. 


Toxic  epidermal  necrolysis,  sometimes  re- 
ferred to  as  the  “scalded  skin  syndrome,”  was 
first  recognized  in  1956  by  Lang  and  Walker^ 
under  the  heading,  “An  Unusual  Bullous 
Eruption,”  and  by  Lyell,^  who  suggested  the 
accepted  term,  toxic  epidermal  necrolysis. 
Perhaps  the  term  “toxic”  is  unfortunate  since 
there  is  a relative  absence  of  toxemia;  a much 
more  useful  and  simpler  adjective  would  be 
“acute.” 

As  of  1964,  there  were  46  cases  reported  in 
the  world  literature,^  24  of  these  were  chil- 
dren and  there  was  an  over-all  mortality 
rate  of  30  per  cent.  The  prognosis  varied 
with  the  age  of  the  patient  and  the  extent 
of  skin  involved.  Because  of  the  frequent 
association  of  the  syndrome  with  prior  ex- 
posure to  medication,  it  is  theorized  that  the 
reaction  is  probably  a toxic  or  allergic  re- 
sponse with  the  skin  and  mucous  membranes 
being  the  target  organs. 

The  syndrome  is  described^  as  beginning 
with  a prodrome  of  malaise,  irritability,  py- 
rexia, nausea,  vomiting,  diarrhea,  album- 
inuria and  acute  tenderness  of  the  skin.  This 
is  followed  by  erythema,  beginning  in  the 
skin-fold  areas  and  rapidly  becoming  gen- 
eralized, but  sparing  the  hairy  areas.  Then 
suddenly,  within  twelve  hours  after  appear- 
ance of  erythema,  flaccid  bullae  develop, 
which  along  with  a positive  Nikolsky’s  phe- 

*From the  Departments  of  Pediatrics  and  Dermatology 
of  the  Lovelace  Clinic,  and  the  Pediatric  Service  of  the 
Bataan  Memorial  Methodist  Hospital,  Albuquerque,  New 
Mexico. 


nomenon,  result  in  denudation  of  the  epi- 
dermis. The  mucous  membranes  involved 
include  the  cornea,  conjunctivae,  mouth, 
pharynx,  trachea,  esophagus,  bronchial  tree 
and  vagina. 

Pathology  is  the  same  as  that  of  a second 
degree  burn  with  necrosis  of  the  epidermis 
and  separation  of  the  epidermis  from  the 
normal-appearing  dermis. 

There  may  be  spontaneous  remissions  or 
death  may  occur  from  five  to  eight  days 
after  onset.  Therapy  includes  broad  spectrum 
antibiotics  and  systemic  corticosteroids  in 
relatively  high  doses.  Such  regimens  have 
resulted  in  rapid  healing  of  the  skin  in  most 
cases.  There  are  apparently  no  sequelae  in 
such  cases,  and  most  cases  have  been  of  a 
singular  nature.  Recurrence  is  possible,  but 
very  rare.  Prognosis  depends  on  two  factors, 
the  age  of  the  patient  and  the  extent  of  the 
skin  involved.  Rate  of  skin  healing  is  most 
remarkable.  Apparently  the  whole  skin  can 
regenerate  and  return  to  a state  of  normal 
within  only  a few  days. 

CASE  REPORT 

D.  B.,  a 13-month-old,  white,  male  infant  was 
bom  at  Bataan  Memorial  Methodist  Hospital  of 
an  uncomplicated  pregnancy  and  delivery,  and 
was  discharged  home  on  the  fourth  day.  He  had 
been  followed  for  well-child  csu’e  in  the  office 
and  had  progressed  satisfactorily.  The  only  history 
of  significance  was  that  he  exhibited  a fine  pus- 
tular rash  of  the  face,  interpreted  to  be  miliaria 
on  several  occasions  during  his  first  year  of  life. 
On  one  occasion,  at  the  age  of  three  months,  there 
was  a perineal  rash  which  cleared  subsequently 
with  A and  D Ointment.  The  child  received  his 
DPT  and  oral  polio  immunizations  at  6 weeks, 
3 months  and  4 months;  smallpox  vaccination  at 
7 months;  and  measles  vaccination  at  the  age  of 
9 months.  There  had  been  some  spitting  up  of 
foods  from  the  age  of  2 to  7 months.  His  first 
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tooth  came  in  at  6^  months  with  considerable 
drooling;  at  9 months  there  was  an  eczematoid- 
like  rash  on  both  cheeks. 

The  child  was  not  seen  again  until  13  months 
of  age  when,  with  a rather  sudden  onset,  the 
mother  noted  a redness  around  the  eyes  and 
mouth  on  arising,  two  days  prior  to  his  hospital- 
ization. This  had  spread  by  the  afternoon,  cover- 
ing the  entire  face,  accompanied  by  swelling 
around  the  eyes.  There  was  exquisite  tenderness 
imder  the  arms.  He  was  seen  at  home  with  a 
diagnosis  of  toxic  erythema  of  questionable  eti- 
ology. The  child  had  been  on  Tempra  Syrup  for 
a low-grade  temperature.  Starch  baths  were  pre- 
scribed for  the  itching  together  with  Periactin, 
y2  teaspoon,  four  times  daily.  The  following  day 
the  rash  covered  the  entire  chest,  back  and  abdo- 
men, inguinal  and  axillary  areas.  The  child  was 
exquisitely  sensitive  and  began  to  blister  and 
peel  under  the  arms,  on  the  back,  in  the  diaper 
area  and  on  the  face.  He  had  been  unable  to  sleep 
for  two  nights.  Aristocort  Syrup,  orally,  and 
Cortisporin  lotion,  locally,  and  phenobarbitol  were 
prescribed. 

Thirty-eight  hours  after  this  rather  sudden 
onset,  the  child  was  brought  to  the  emergency 
room  at  Bataan  Hospital,  and  from  there  admitted 
to  the  pediatric  service.  Physical  findings  on  ad- 


Fig. 1.  Appearance  of  the  patient  on  second  hos- 
pital day. 


a.  Large  denuded  areas  over  trunk,  arms  and 
face. 


mission  were  temperature  100,  pulse  140,  respira- 
tion 40.  The  patient  was  in  acute  distress  from 
his  painful  rash.  There  was  an  erythema  present 
generally  over  the  entire  body,  save  the  legs,  with 
blisters  over  the  same  area  (Fig.  1).  The  child 
was  in  severe  distress  because  of  the  painful 
erythema  in  these  larger  than  palm-sized  patches, 
involving  most  of  the  body  surface  with  the  ex- 
ception of  the  scalp.  There  were  several  large 
5 to  10  cm.  denuded  areas  and  clear  flaccid  bullae 
which  ruptured  on  application  of  the  slightest 
pressure.  Aside  from  extreme  tenderness  of  the 
skin,  the  erythematous  epidermis  when  touched 
could  be  wiped  off  like  wet  tissue  paper.  The  en- 
tire picture  resembled  that  of  a second  degree  burn 
produced  by  scalding.  There  was  also  a muco- 
purulent discharge  from  the  nose. 

The  white  count  on  admission  was  9,200  with 
46  per  cent  polymorphonuclears,  45  lymphocytes, 
7 monocytes,  2 eosinophiles;  sedimentation  rate 
was  21.  Four  days  following  admission  the  white 
count  rose  to  14,400  with  42  per  cent  polymor- 
phonuclears, 54  lymphocytes,  and  2 basophiles. 
Two  days  later  the  white  count  was  down  to  6,500 
with  a normal  differential.  Urine  was  clear,  c- 
reactive  protein  was  negative;  throat  culture 
showed  coagulase  positive  staphylococcus  and 
proteus  mirabilis;  culture  of  one  of  the  weeping 


b.  Ruptured  bullae  on  forehead,  face,  etc.,  with 


peri-orbital  and  peri-oral  swelling  and  lesions. 
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areas  showed  a colony  of  proteus  and  coagulase 
positive  staphylococcus  of  two  different  varieties. 
All  organisms  were  resistant  to  penicillin,  tetra- 
cycline and  streptomycin,  but  sensitive  to  other 
antibiotic^s.  Total  protein  was  6.3  grams,  gamma 
globulin,  7.2  per  cent  of  total;  x-ray  of  the  chest 
was  normal  on  two  occasions. 

The  patient  was  placed  in  isolation,  with  strict 
aseptic  technic,  and  treated  as  a second  degree 
burn,  handling  the  skin  as  little  as  possible.  Kena- 
log  spray  was  applied  locally  to  the  affected  areas 
several  times  a day  during  the  first  two  days  of 
hospitalization,  then  replaced  by  Cortisporin  lo- 
tion. Cortisporin  ophthalmic  ointment  was  ap- 
plied to  the  skin  around  both  eyes.  Although  the 
eye  showed  swelling  of  the  eyelids  there  was  no 
external  ocular  disease.  The  fundi  were  not  well 
visualized.  The  child  was  placed  on  tetracycline, 
250  mg.  every  6 hours  by  mouth.  This  was  sub- 
sequently replaced  by  Unipen,  when  it  was  found 
that  the  organisms  were  not  responsive  to  the 
tetracycline.  Vistaril  was  added  for  restlessness. 
The  child  developed  some  loose  stools  and  Don- 
nagel  was  added  to  the  therapy.  The  child  was 
observed  carefully  over  the  next  seven  days  for 
possible  development  of  comeal  ulcer. 

There  was  rapid  improvement  of  the  skin  over 
the  period  of  a week  (Fig.  2)  and  the  child  was 


Fig.  d.  Appearance  of  the  patient  on  ninth  hospital 
day. 

a.  Peeling  of  hands,  healing  of  trunk,  knees  and 
thighs. 


discharged  home  on  the  8th  hospital  day.  He  has 
been  followed  now  for  some  eight  months.  He 
was  maintained  on  Aristocort,  Unipen  and  Vis- 
taril orally  for  about  two  weeks  after  discharge, 
with  special  skin  care.  He  had  some  peeling  of 
the  feet,  the  scalp,  etc.  The  remainder  of  his  skin 
recovered  completely  without  any  sequelae. 

Discussion 

The  mother  of  this  child  was  in  the  habit 
of  treating  him  with  medications  containing 
acetaminophen  whenever  the  child  had  a 
slight  fever.  This  medication  had  been  admin- 
istered prior  to  the  onset  of  the  dermatologi- 
cal crisis.  The  week  prior  to  admission,  the 
family  had  moved  into  a new  house  which 
was  freshly  painted.  The  child  had  received 
a new  set  of  cotton  clothes,  which  he  wore 
for  the  first  time  about  one  week  prior  to 
admission.  He  had  partaken  of  some  orange 
pudding  for  the  first  time  four  days  prior 
to  admission.  His  mother  had  started  wash- 
ing his  clothes  in  a concentrated  detergent 
which  she  had  never  before  used.  The  child 
had  been  crawling  on  the  floor  and  coming 
into  contact  with  a set  of  metallic  drapes, 
which  had  been  in  the  house  and  had  been 


b.  Healed  face  without  any  skin  or  eye  residue. 
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recently  returned  from  a cleaner.  No  other 
significant  past  history  was  available  of  any 
contact  with  allergens. 

This  condition  may  be  confused  with  Rit- 
ter’s disease,  which  is  an  acute  bacterial  in- 
fection in  the  neo-natal  period,  and  may 
occur  with  outbreaks  of  neo-natal  pemphigus 
or  bullous  impetigo.  In  acute  toxic  epidermal 
necrolysis,  however,  there  is  no  general  tox- 
emia, let  alone  septicemia.  It  is  to  be  con- 
cluded therefore,  that  the  condition  under 
discussion  is  not  Ritter’s  disease,  although 
the  skin  damage  is  of  the  same  kind.  It  is  also 
distinct  from  the  Stevens- Johnson  syndrome 
or  ectodermosis  erosiva  pluriorficialis,  since 
there  is  a universal  distribution  of  the  erup- 
tion without  any  of  the  lesions  of  erythema 
multiformi.  Lesions  of  the  mucous  mem- 
branes are  invariably  mild  and  inconstant  in 
toxic  epidermal  necrolysis,  but  form  a prom- 


inent feature  of  the  Stevens- Johnson  syn- 
drome. Blindness  does  not  occur  and  no 
sequelae  occur  except  occasional  scarring. 
Drug  sensitivity  is  first  to  be  considered. 
Those  drugs  that  are  more  commonly  impli- 
cated are  penicillin,  sulfonamides,  phenal- 
butazone,  phenolpthalin  and  antipyrine. 

We  believe  that  the  history  of  sudden  on- 
set of  erythema  of  the  skin  beginning  around 
the  eyes  and  mouth,  progressing  rapidly  to 
involve  most  of  the  body  surface  within  48 
hours,  associated  with  exquisite  tenderness 
of  the  involved  skin,  with  a positive  Nikolsky 
sign,  together  with  the  rapid  recovery  of  this 
child,  without  sequelae,  is  indeed  indicative 
of  toxic  epidermal  necrolysis.  We  think  that 
the  culture  of  coagulase  positive  staphylococ- 
cus, cultured  from  the  skin  surface  was 
probably  contaminant  as  there  was  no  clin- 
ical evidence  of  pyodermia.  • 
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Metastatic  epidermoid  carcinoma  in 
the  pre-parotid  lymph  nodes 

J.  W,  Grossman,  MD,  and  David  Hedrick,  MD*,  Albuquerque,  New  Mexico 


A mass  in  the  parotid  region  is  not  always 
in  the  parotid  gland.  Two  ctises  are  reported, 
in  which  the  masses  were  metastases  from 
carcinoma  of  the  skin. 


There  is  a group  of  small  lymph  nodes  in  the 
subcutaneous  tissues  over  the  parotid  gland 
which  drain  the  root  of  the  nose,  the  eyelids, 
the  forehead,  the  anterior  part  of  the  scalp 
and  the  lateral  aspect  of  the  external  ear. 
The  efferent  lymphatic  vessels  of  these 
lymph  nodes  (hereafter  referred  to  as  the 
P.P.L.N.  pre-parotid  lymph  nodes)  pass  to 
the  superior  deep  cervical  nodes.  Metastases 
to  the  P.P.L.N.  from  epidermoid  carcinoma 
of  the  skin  in  areas  drained  by  them  may 
clinically  simulate  a primary  tumor  of  the 
parotid  gland,  and  histologically  raise  the 
question  of  the  more  hazardous  primary 
epidermoid  carcinoma  of  the  gland.  Though 
both  tumors  are  not  often  seen  and  the  pri- 
mary variety  is  even  less  frequently  en- 
countered, their  differentiation  can  be  im- 
portant in  guiding  therapy.  This  point  de- 
serves emphasis  and  the  purpose  of  this  paper 
is  to  call  attention  to  the  nature  of  the  prob- 
lem by  reporting  two  cases  in  which  the 
“parotid”  mass  proved  to  be  metastases  of 
epidermoid  carcinoma  of  the  skin  to  the 
P.P.L.N.  and  not  a primary  tumor  of  the 
gland. 

CASE  REPORTS 

Case  1:  A 75-year-old  female  was  referred  for 
consideration  of  further  treatment  following  incom- 
plete excision  of  a mass  in  the  right  parotid  area. 

♦ From  the  Department  of  Radiology,  Lovelace  Clinic 
and  Lovelace  Foundation,  Albuquerque,  New  Mexico. 


The  mass  had  been  present  and  enlarging  for 
several  months  prior  to  excision.  A right  facial 
paralysis  had  resulted  from  the  surgery.  There 
were  no  enlarged  cervical  lymph  nodes  palpable. 

Microscopic  examination  of  the  excised  tissue 
revealed  parotid  gland  with  squamous  cell  car- 
cinoma grade  III,  thought  most  likely  to  be  meta- 
static rather  than  a primary  tumor  of  the  parotid 
gland.  On  close  questioning  of  the  patient,  a his- 
tory of  excision  and  radiation  therapy  of  a skin 
tumor  of  the  right  supraorbital  region  two  years 
previously  was  obtained  (Fig.  1).  A faint  scar 


mary  epidermoid  cancers  of  the  skin  in  the  cases 
being  reported.  In  Case  1,  the  lesion  was  in  the 
skin  of  the  right  eyebrow.  In  Case  2,  the  lesion 
was  in  the  skin  of  the  forehead,  to  the  right  of 
the  midline. 
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was  visible  in  this  area,  but  no  recurrence  could 
be  seen  or  palpated.  It  was  learned  from  the 
patient’s  previous  physician  that  this  skin  tumor 
was  an  invasive  epidermoid  carcinoma. 

The  right  parotid  area  was  treated  with  x-ray. 
The  patient  remained  free  of  evidence  of  recur- 
rence or  metastases  for  four  and  one-half  years, 
at  the  end  of  which  time  she  died  of  other  causes. 

Case  2:  A 79-year-old  female  was  referred  for 
diagnosis  and  treatment  of  a hard  swelling  in  the 
right  parotid  gland  of  one  month’s  duration.  It 
measured  21/2  x 31/2  cm  and  was  located  in  the 
upper  pole  of  the  gland.  No  enlarged  cervical 
lymph  nodes  were  palpable.  The  referring  phy- 
sician’s records  revealed  that  one  year  previously 
an  epidermoid  carcinoma,  grade  III,  of  the  skin 
of  the  forehead  on  the  right  side  had  been  com- 
pletely excised  (Fig.  1).  There  was  no  gross 
evidence  of  local  recurrence.  Based  on  experience 
with  a previous  case,  a clinical  diagnosis  off  meta- 
static epidermoid  carcinoma  to  the  P.P.L.N.  was 
made.  This  was  confirmed  by  biopsy  (Fig.  2). 


Fig.  2.  A (left):  Pericapsular  fibrous  hand  sep- 
arates the  metastases  from  the  salivary  gland 
which  is  in  the  left  lower  quadrant  of  the  photo- 
graph (Magnification  x 26) 

B (right):  Metastatic  epidermoid  carcinoma  in- 
cludes keratohyalin  in  the  centers  of  the  tumor 
nests.  Tumor  is  interspersed  with  desmoplastic 
fibrous  stroma.  (Magnification  x 205) 

The  neoplastic  tissue  was  firmly  adherent  to 
the  parotid  gland.  It  was  felt  that  an  attempt  at 
radical  removal  was  not  warranted  because  of 
the  patient’s  age,  general  condition,  and  the  pos- 
sibility of  producing  a facial  paralysis.  The  pa- 
tient was  treated  with  radiation  therapy  and 
when  seen  three  months  after  completion  of  ther- 
apy, there  was  no  apparent  tumor  in  the  parotid 
area.  A depression  was  palpable  in  the  region  of 
the  previous  tumor. 

Discussion 

When  a mass  is  found  in  the  parotid  area, 
j the  first  impression,  based  on  statistics, 
t should  be  a primary  tumor  of  the  parotid 
gland.  When  histological  examination  of  tis- 
sue from  such  a tumor  is  made,  and  epi- 
dermoid carcinoma  is  found,  one  must,  if 
possible,  determine  whether  this  is  a primary 
epidermoid  carcinoma  of  the  parotid  gland 
or  whether  it  is  a metastatic  epidermoid  car- 


cinoma to  the  P.P.L.N.  from  a primary  skin 
cancer.  To  do  so  allows  a more  informed 
approach  to  therapy. 

Primary  epidermoid  carcinoma  of  the 
parotid  gland  is  one  of  the  less  common 
parotid  tumors.  State  and  Gage,^  in  review- 
ing a series  of  243  cases  of  primary  parotid 
tumors  both  benign  and  malignant,  found 
primary  squamous  cell  carcinoma  in  13  of 
the  77  instances  of  malignancy  in  the  series, 
an  incidence  of  16.9  per  cent.  This  is  higher 
than  generally  recorded  in  the  literature. 
Beehrs,  Woolman,  Carveth  and  Devine^  re- 
ported an  incidence  of  3 per  cent  for  primary 
epidermoid  carcinomas  in  a series  of  162 
malignant  tumors  of  the  parotid  gland.  In 
the  same  group  they  noted  seven  cases  (4.3 
per  cent)  of  metastatic  epidermoid  carcinoma 
of  the  parotid,  an  incidence  somewhat  higher 
than  the  primary  variety.  Foote  and  FrazelP 
in  their  monograph  recorded  26  cases  of  pri- 
mary squamous  cell  carcinoma  of  the  parotid 
gland  in  a series  of  261  malignant  parotid 
tumors,  an  incidence  of  about  10  per  cent. 

It  is  postulated  by  Foote  and  Frazell  that 
primary  epidermoid  carcinoma  of  the  parotid 
gland  arises  from  the  duct  epithelium  which 
has  the  ability  to  undergo  squamous  meta- 
plasia. It  is  unknown  whether  epidermoid 
carcinomas  of  the  parotid  gland  are  from 
the  outset  purely  unicellular  tumors  or 
whether  they  represent  diffuse  squamous 
cell  overgrowths  of  tumors  that  were  fund- 
amentally muco-epidermoid  in  the  begin- 
ning. 

Epidermoid  carcinoma  of  the  skin  in  the 
areas  drained  by  the  P.P.L.N.  is  common 
especially  in  the  Southwest  because  of  cli- 
matic conditions.  In  the  initial  examination 
and  in  the  follow-up  after  treatment  of  epi- 
dermoid carcinoma  of  the  skm  of  these  aregs, 
the  parotid  regions  should  be  carefully  ex- 
amined for  metastases  in  the  P.P.L.N.  When 
epidermoid  carcinoma  of  the  parotid  gland 
is  diagnosed,  particularly  since  the  primary 
variety  is  rare  and  the  choice  of  therapy  may 
be  different,  it  is  important  to  determine 
whether  the  patient  has  or  has  had  an  epi- 
dermoid carcinoma  of  the  skin  drained  by 
the  P.P.L.N. 

Graham^  has  written  an  excellent  paper 
calling  attention  to  metastatic  cancer  in  the 
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P.P.L.N.,  especially  in  melanoma  of  the  skin, 
but  also  in  epidermoid  cancer.  He  has  studied 
the  distribution  of  the  P.P.L.N.  and  discusses 
the  surgical  treatment  of  metastases  to  these 
nodes. 


mold  carcinomas  of  areas  drained  by  afferent 
vessels  of  the  pre-parotid  lymph  nodes  (P.P. 
L.N.) ; viz.,  root  of  the  nose,  eyelids,  fore- 
head, anterior  scalp  and  lateral  aspect  of  the 
internal  ear.  Some  of  these  metastasize  to 
the  P.P.L.N.  Clinically  they  may  stimulate 
the  rare  primary  epidermoid  carcinomas  of 
the  parotid  gland.  Two  such  cases  were  de- 
scribed to  emphasize  first  the  need  for  pe- 
riodic and  careful  examination  of  the  parotid 
areas  following  treatment  of  malignant  le- 
sions of  the  upper  anterior  portions  of  the 
face  and  head,  and  second,  the  desirability 
of  an  accurate  differential  diagnosis  to  guide 
therapy.  • 


Primary  epidermoid  carcinoma  of  the 
parotid  gland  is  a widely  infiltrating  tumor 
and  its  treatment  by  radical  surgery  often 
results  in  sacrifice  of  the  facial  nerve.  Meta- 
static epidermoid  carcinoma  to  the  P.P.L.N. 
is  best  treated  surgically,  but  the  facial  nerve 
can  often  be  preserved  totally  or  in  part. 


Summary 


Tumors  of  the  exposed  skin  are  common 
in  the  Southwest.  Among  them  are  epider- 
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Comments  From  Our  Readers  Concerning  Montana  Cover  Painting 
We  were  proud  of  the  recent  Montana  issue  of  our  Journal.  Its  distinctive  cover  was 
particularly  unique,  and  it  has  created  a great  deal  of  discussion  and  many  comments. 
Among  them  are  the  following: 

“The  Journal  is  to  be  congratulated  for  its  excellent  taste.” — New  Mexico 

“We  have  a collection  of  RusseU  prints  at  our  ranch  and  would  be  pleased  to  add  this  delight- 
ful one  to  it.” — Wyoming 

“I  certainly  approve  of  offering  this  opportunity  to  the  physicians  in  the  area.” — Montana 
“I  particularly  enjoyed  this  cover  reproduction  on  the  Journal  and  feel  it  adds  a real  note  of  dis- 
tinction to  this  publication  from  our  own  Rocky  Mountain  area.” — Colorado 
“Being  an  ex-Coloradan,  (Cortez)  Charles  Russell  has  been  a bit  of  a hero  and  his  paintings  are 
very  close  to  home.” — Nevada 
“An  old  classic.” — Colorado 

“Please  send  the  oil-on-canvas  copy  of  the  Charles  Russell  painting,  ‘Free  Trappers.’  I have  seen 
a reproduction  of  this  painting  which  a friend  of  ours  ordered  from  you  and  it  is  beautifully  done. 
Please  continue  this  fine  work.”-— Utah 

“The  use  of  this  painting  as  a cover  for  the  Journal  truly  made  an  outstanding  cover.” — New 
Mexico 

“The  painting  arrived  intact.  It  is  beautiful.  My  staff  refused  to  work  for  two  hours  to  enjoy  it.” 

— Nevada 

The  cover  of  the  Rocky  Mountain  Medical  Journal  for  May  is  an  absolute  delight.” — Nevada 
“I  am  certainly  delighted  with  the  Montana  issue  of  the  Rocky  Mountain  Medical  Journal.  The 
color  photograph  turned  out  extremely  well.” — Montana 

Further  favorable  acceptance  was  indicated  by  orders  for  copies  of  the  picture.  Many 
orders  have  been  received  and  promptly  filled.  It  is  not  too  late  for  you  to  be  supplied 
with  copies  of  the  famous  Russell  painting.  You  might  have  another  look  at  the  May  issue 
and  decide  whether  you  would  like  to  possess  a copy.  The  different  types  and  prices  are 
mentioned  in  the  editorial  pages  of  the  May  issue. 
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Narcotics  in  the  college  environment 


A.  Kenneth  Young,  MD,  Albuquerque,  New  Mexico 


There  is  nothing  new  in  the  use  of  drugs 
except  the  publicity  given  it  today. 


College  has  been  defined  as  the  Fountain  of 
Knowledge  where  all  go  to  drink!  With  the 
recent  tremendous  increase  in  enrollments 
and  the  burgeoning  of  the  multiversity  with 
its  lack  of  individual  identity,  this  unfortu- 
nately seems  to  be  becoming  more  factual 
than  facetious. 

That  there  has  been  a re-emphasis  on 
Education  in  college  is  most  salutary,  though 
it  may  not  necessarily  prove  effective.  One 
wonders  if  this  re-emphasis  is  responsible 
for  the  action  taken  by  one  midwestern  uni- 
versity which  has  ruled  that  “No  athlete  shall 
be  awarded  a letter  unless  he  can  tell  at  a 
glance  which  letter  it  is.” 

Whether  or  not  the  increased  numbers  of 
students  on  our  campuses  represent  a true 
search  for  education,  or  merely  a conformity 
to  false  social  and  cultural  standards,  the 
development  of  such  large  aggregations  of 
young  people,  with  less  and  less  individual 
control,  has  brought  in  its  wake  a train  of 
behavioral  problems;  alcohol,  sex  and  the 
“new  freedoms,”  which  in  our  3D  world  might 
be  called  dress,  drugs,  and  deviation.  Just 
how  new  are  these?  Dress,  as  we  all  know, 
has  been  copying  the  pendulum  in  its  swing 
from  one  extreme  to  the  other  throughout 
the  ages,  the  topless  bosomy  beauties  at  the 
courts  of  the  middle  ages  and  the  topless 
waitresses  and  go-go  girls  of  today.  The 
lengthy  curls  of  King  Charles  I are  not  alto- 
gether absent  in  segments  of  our  society 
today. 

Deviates,  too,  are  mentioned  in  biblical 
times  and  crop  up  throughout  the  ages,  par- 


ticularly in  the  world  of  art  and  letters.  It 
is  with  drugs  that  we  seem  to  be  most  con- 
cerned today,  particularly  the  new  ones,  LSD 
and  marijuana.  Are  they  really  so  new,  these 
drugs  and  their  advocates,  the  so-called  NEW 
THINKERS?  Frank  Moore  Colby,  the  Amer- 
ican essayist  who  died  in  1925,  defined  a NEW 
THINKER  as  one  who  “when  studied  closely 
is  merely  a man  who  does  not  know  what 
other  people  have  thought.” 

Let  us  look,  then,  at  narcotics  in  this  light 
and  see  how  new  is  their  use  for  obtaining 
“kicks.” 

Broadly  speaking  these  drugs,  or  narcotics, 
fall  into  only  a few  families: 

Alcohol,  in  its  many  forms. 

Opium  — with  morphia  and  heroin  — the 
poppy. 

Cannabis  or  Indian  hemp,  known  also  as 
hashish,  bhang,  marijuana. 

The  cocaines — or  the  coca  bean  family. 

Worthy  of  mention,  also,  are  some  of  the 
more  esoteric  herbal  narcotics,  including  the 
legendary  mandragora  and  the  mysterious 
nepenthe,  which  latter  was  probably  either 
opium  or  marijuana  in  one  form  or  another. 

To  quote  Shakespeare: 

Nor  Poppy  nor  Mandragora 

Nor  all  the  drowsy  syrups  of  the  world 

Can  ever  medecine  thee  to  that  sweet  sleep 

Which  thou  owedst  yesterday. 

(lago  in  Othello,  Act  III,  Scene  3.) 

Plutarch  incidentally  mentions  mandra- 
gora— or  mandrake — in  telling  of  the  hard- 
ships that  beset  Antony’s  army  in  the  war 
against  the  Parthians.  The  troops  in  starva- 
tion partook  of  the  mandrake  and  it  produced 
madness,  then  death.  It  caused  also  loss  of 
memory — men  were  observed  “stooping  to 
the  ground  and  overturning  every  stone  as 
if  that  task  were  of  greatest  importance.” 
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The  newer  and  notorious  hallucinogenic 
or  psychedelic  drugs  we  shall  come  to  later. 

From  time  immemorial  these  older  sub- 
stances have  been  used  in  the  Orient  and 
other  parts  of  the  world — often  in  the  first 
place  as  legitimate  medicines,  but  invariably 
also  illegally  as  drugs  affecting  the  senses, 
producing  mood  changes,  elation,  or  hallu- 
cinations. 

Anesthesia,  which  is  not  essentially  a 
modern  discovery  at  all,  was  practiced  by  the 
ancient  Egyptians  in  surgical  procedures 
which  are  documented  in  manuscripts  in- 
scribed almost  5000  years  ago. 

Incidentally,  there  is  a popular  misconcep- 
tion that  the  Egyptians  were  among  the  first 
brain  surgeons  because  instruments  for  open- 
ing the  skull  by  trephining  have  been  dis- 
covered in  early  tombs  along  with  skulls 
that  had  clearly  been  opened  in  this  manner. 
Though  done  in  the  guise  of  healing,  evidence 
has  shown  that  this  operation  was  performed 
on  the  insane  and  upon  political  enemies  in 
order  to  “let  out  the  evil  spirits”  which  ap- 
parently it  did  most  successfully  as  many 
of  the  skull  openings  failed  to  show  any 
evidence  of  a healing  process!  The  Egyptians, 
however,  did  carry  out  many  legitimate  sur- 
gical procedures  and,  for  anesthesia,  rendered 
the  patient  insensible  with  considerable 
quantities  of  fermented  potions.  On  the  other 
side  of  the  coin,  habitual  drunkenness  was 
also  known. 

Ancient  use  of  opium 

In  3000  B.C.  HwaTo  in  China  (Han  Dy- 
nasty) discovered  a narcotic  which,  dissolved 
in  wine,  rendered  the  subject  unconscious 
and  produced  languorous  dreams.  Though 
never  described  fully,  it  was  probably  an 
opium  preparation.  Undoubtedly,  about  this 
time  opium  came  into  use  as  a tranquilizing 
and  hallucinogenic  narcotic  in  China. 

Homer,  in  700  B.C.,  praised  nepenthe  for 
its  soothing  qualities  and  in  The  Odyssey  it  is 
nepenthe  which  Helen  gave  to  Telemachus 
to  make  him  forget  his  sorrows.  It  is  almost 
certain  that  the  myterious  nepenthe  was 
either  opium  or  hashish  masquerading  under 
a new  name — perhaps  in  an  attempt,  even 
then,  to  give  it  respectability. 

However,  you  think,  this  is  well  known; 
everyone  knows  that  opium  has  been  a tradi- 


tional drug  from  way  back  when.  What  about 
marijuana  and  LSD,  apparently  the  two 
major  concerns  of  today,  and  what  about 
cocaine  or  “snow”  — beloved  of  Sherlock 
Holmes  in  his  periods  of  brilliant  deduction 
and  meditation?  Cocaine  was  discovered  in 
the  mid-1800’s  by  Maclagen,  but  for  countle^ 
centuries  the  Peruvian  Indians  had  used  it — 
chewing  the  coca  leaves  to  stave  off  hunger 
pangs  and  develop  euphoria  and  false  energy 
on  long  journeys.  It  really  is  no  newer  prob- 
ably than  opium. 

Hashish 

All  right  then — but  what  about  marijuana 
or  “pot”?  Marijuana  is  a preparation  of  the 
leaves  and  flowers  of  Cannabis  Indica,  or 
Indian  Hemp,  known  in  various  parts  of  the 
world  as  hashish,  bhang,  kif,  etc.  One  of 
the  first  descriptions  of  pot  (or  hashish)  and 
its  effects  is  in  the  Chinese  Book  of  Herbs, 
the  RHYA  in  1200  B.C.  j 

In  the  7th  century  B.C.,  the  Assyrians  ' 
smoked  pot  in  the  form  of  hashish  and  ate  1 
both  the  hemp  leaves  and  resinous  cakes  of  ! 
the  extract.  It  is  interesting  to  speculate  that 
when  Nebuchadnezzar  in  652  B.C.  crawled  * 
around  in  madness  eating  grass,  he  was  pos- 
sibly eating  marijuana  leaves.  To  quote 
Daniel  4 and  34,  “At  the  end  of  the  days  (of 
eating  grass)  I,  Nebuchadnezzar,  lifted  up 
mine  eyes  to  Heaven  and  mine  understanding 
returned  to  me.”  It  should  be  noted,  for  a 
modem  touch,  that  he  was  quite  the  present 
day  picture:  Verse  33  says,  “His  hairs  were 
grown  like  eagle’s  feathers  and  his  nails  like 
bird’s  claws.”  Beats  of  today — take  note! 

In  500  B.C.  Herodotus  in  his  “Histories” 
described  the  deliriant  action  of  marijuana. 

These  references  quoted  so  far  were  not 
regarding  the  use  of  cannabis  for  medication. 
One  of  the  first  recorded  applications  in  this 
field  was  in  230  B.C.  in  the  WEI  Dynasty  in 
China  when  Haotho  gave  ma-yo  (a  prepara- 
tion of  hemp-marijuana)  to  render  people 
insensible  to  pain. 

Among  the  more  interesting  of  the  ancient 
references  to  marijuana,  it  is  recounted  that 
in  the  year  1090  A.D.  there  existed  a secret 
order  of  Moslems  under  Hasan  Sabah  who 
roamed  the  mountains  of  Asia.  These  bri- 
gands ruthlessly  murdered  all  and  sundry 
who  crossed  their  paths.  They  were  hashish 
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eaters  and  smokers  and  known  to  the  Arabs 
as  Hashishin — this  is  the  derivation  of  the 
English  word  “assassin.”  Marco  Polo,  some 
200  years  later,  fell  in  with  a gang  of  these 
Hashishins,  led  at  that  time  by  one  known 
as  “The  Old  Man  of  the  Mountains,”  and  over- 
came him  by  getting  him  intoxicated  with 
his  own  hashish. 

It  is  obviously  impossible,  in  a short  sum- 
mary, to  recount  even  a fraction  of  the  fas- 
cinating references  throughout  a period  of 
thousands  of  years,  sufficient  to  say  that  “pot” 
is  possibly  as  old  as  time  itself. 

Hallucinogenic  drugs 

The  present  day  form  of  marijuana — 
“reefers” — was  first  introduced  to  the  U.S. 
in  1910  in  New  Orleans,  and  later  recognized 
as  a popular  addiction  in  New  York  in  1921. 
Since  then  there  has  been  an  ebb  and  flow 
in  the  tide  of  its  notoriety,  brought  recently 
into  prominence  by  the  spotlight  which  has 
been  focused  primarily  on  LSD — the  newest 
in  the  field — or  is  it? 

Popularly  called  a hallucinogenic  drug, 
there  is  some  confusion  as  to  when  it  was 
first  synthesized,  some  authorities  claiming 
as  early  as  1922.  Be  that  as  it  may,  its  hallu- 
cinogenic properties  were  not  discovered 
until  the  1940’s.  One  of  a group  of  drugs 
capable  of  producing  varying  degrees  of 
hallucinations,  it  is  related  to  mescaline 
which  is  not  new,  nor  is  its  use  for  producing 
hallucinations  new.  Mescaline  is  the  active 
alkaloid  in  the  buttons  of  the  peyote  cactus. 
Long  known  to  the  Aztecs  in  Mexico  for  its 
medicinal  properties,  it  produces  effects  simi- 
lar to  LSD,  and  because  of  this  is  a vital 
part  of  many  North  American  Indian  cultist 
religions  from  Oklahoma  to  Canada.  Here, 
in  New  Mexico,  Spanish  documents  of  1631 
mention  the  use  of  peyote  by  Pueblo  Indians 
in  the  Santa  Fe  area,  and  its  use  continues 
today  in  the  practices  of  the  “Native  Ameri- 
can Church”  of  the  Navajo  Indians. 

Another  plant  used  mystically  by  primi- 
tive Aztecs  is  the  ololiuqui  which  when  ana- 
lyzed is  closely  similar  to  LSD. 

What  then  is  new  in  narcotics — largely  the 
publicity,  or  at  least  the  spread  of  the  pub- 
licity. It  is  certainly  not  the  actual  recorded 
descriptions  of  the  effects  of  such  drugs. 


Theophile  Gautier  in  1843  describes  his 
own  sensations  under  the  effects  of  hashish 
or  marijuana:  “Thousands  of  millions  of 
butterflies,  their  wings  rustling  like  fans, 
swarmed  about  me  in  a faintly  luminous 
atmosphere”  ...  “I  was  swimming  in  a sea 
of  sound  in  which  motifs  from  the  Barber 
of  Seville  floated  like  islands  of  light.  I heard 
the  sounds  of  colors,  and  if  I spoke,  the  sound 
reverberated  in  my  head  like  thunder.  I 
dared  not  speak  for  fear  of  making  myself 
explode  like  a bomb,  and  my  body  became 
transparent  so  that  I could  see  the  hashish 
in  my  belly  glowing  like  an  emerald.” 

The  erotic  aspects  of  the  drug  were  paint- 
ed vividly  by  Alexandre  Dumas  in  the  Count 
of  Monte  Cristo:  “Lips  of  stone  turning  to 
flame  . . . breasts  of  ice  becoming  like  heated 
lava  . . . the  man  sinking  back  breathless  and 
exhausted  beneath  the  kisses  of  these  marble 
goddesses.” 

The  reputed  aphrodisiac  action  of  mari- 
juana has  always  appealed  to  the  popular 
imagination.  Orientals  and  the  early  addicts 
in  New  Orleans  employing  it  mainly  for  the 
purpose  of  prolonging  coitus. 

That  this  erotic  euphoria  is  by  no  means 
a constant  effect  of  the  drugs  is  now  known, 
producing  as  it  does,  in  many  users,  a miasma 
of  horror  combined  with  a peculiarly  de- 
tached euphoria.  As  long  ago  as  1884  the 
anonymous  author  of  “Confessions  of  an 
English  Hashish  Eater”  wrote  that  life  ap- 
peared to  be  a grand  joke  and  the  mere 
delight  of  existence  made  him  laugh  boister- 
ously. At  one  stage,  attempting  to  thrust  his 
hand  through  his  hair,  “My  fingers  passed 
through  my  crackling  skull  into  my  warm 
cheesy  brain.” 

Publicity  and  drugs 

So  we  see  that  in  marijuana  and  opium 
there  is  nothing  new,  even  LSD  is  only  a 
modern  synthesis  of  the  ancient  mescaline- 
peyote  group  of  drugs.  Publicity  of  a kind 
has  always  given  them  prominence  as  we 
have  shown,  but,  in  older  times,  a prominence 
that  was  rather  limited  in  scope  and  area. 
Unfortunately  the  esoteric  drugs  appealed  to 
a limited  number  of  intellectuals.  In  the  18th 
and  19th  Centuries  among  famous,  and,  in 
their  day,  vocal  users  were  Theophile  Gautier, 
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French  poet  and  writer  of  macabre  tales; 
Charles  Baudelaire,  one  of  the  first  of  the 
so-called  “decadents”;  Gerard  DeNerval; 
Charles  Lamb,  the  essayist;  Edgar  Allen 
Poe,  Oscar  Wilde,  and  many  others  among 
whom  the  best  known  is  probably  Thomas 
DeQuincy  who  in  1882  wrote  “Confessions  of 
an  Enghsh  Opium  Eater,”  describing  the 
growth  and  effects  of  his  drug  habit. 

All  these  had  their  effects  in  stimulating 
outbursts  of  drug  experimentation  confined 
largely  to  the  so-called  intellectuals  of  their 
time.  Unfortunately  today  not  only  do  we 
have  a fantastic  increase  in  mass  communica- 
tions media,  including  a press  which  has  sen- 
sationalism for  its  very  life  blood,  but  there 
is  also  a tremendous  upsurge  in  what  must 
be  called  pseudo-intellectualism  — the  New 
Thinkers  who,  apparently  imaware  that  all 
this  has  been  thought  about  long  before,  do 
not  realize  that  the  new  horizons  they  are 
seeking  to  explore  are  already  littered  with 
the  ugly  debris  and  moral  garbage  of  genera- 
tions gone  long  since. 

There  is  nothing  new  imder  the  sun — even 
the  fads  which  hang  on  the  fringe  of  drug 
addiction — substitutes  such  as  morning  glory 
seeds,  nutmeg  and  even  banana  skins — the 
most  recent. 

Two  thousand  years  B.C.,  the  Chinese 
recorded  that  rhododendron  infusions  were 
used  for  their  effects  as  an  opium  substitute 
to  produce  languorous  dreams,  along  with 
jasmin  leaves  and  the  mysterious  mandrake 
or  mandragora,  which  is  a legend  in  itself 
and  one  that  persisted  throughout  the  middle 
ages. 

Escape  from  reality 

There  are  always  those  who  will  experi- 
ment— particularly  in  the  face  of  danger  and 
in  defiance  of  saner  experience,  those  who 
will  seize  folly  by  its  forelock  in  the  forelorn 
chance  of  gaining  a notoriety  which  they 
could  not  otherwise  achieve.  In  their  simplest 
expression  these  activities  take  the  form  of 
pie-eating  contests,  goldfish  swallowing,  and 
phone-booth  cramming.  These  eccentricities, 
harmless  as  they  are  in  themselves,  are  suffi- 
ciently novel  that  they  are  publicized  from 
coast  to  coast  and  immediately  duplicated 
within  weeks  all  over  the  country,  only  to 
die  out  again  as  quickly. 


The  publicity  gained  by  marijuana  and 
LSD  has  been  similar,  both  in  its  inception 
and  its  effects,  but  will  it  die  in  like  fashion? 
Fed  by  continuing  pubhcity  it  will  continue 
to  grow  and  to  spread.  Unfortunately  too, 
unlike  the  other  examples,  it  will  endanger 
and  may,  in  some  cases,  destroy  the  partici- 
pants, continuing  as  a habit  with  some,  even 
should  the  general  pattern  die  out. 

Much  talk  has  been  made  about  the  ad- 
dictiveness or  otherwise  of  LSD  and  mari- 
juana; addiction  being  popularly  defined  as 
the  development  through  usage  of  a physical 
dependence  on  the  drug  and  a consequent 
physiological  need  for  it.  LSD  and  marijuana, 
it  has  been  claimed,  do  not  have  this  property, 
or  effect.  This  seems  to  be  entirely  missing 
the  point  and  failing  to  recognize  the  inter- 
dependence of  mind  and  body.  Supposing  the 
advocates  of  these  drugs  state  that  they  do 
not  produce  true  addiction,  i.e.,  in  the  physical 
sense;  nonetheless  they  do  produce  a mental 
addiction,  in  that  the  individual  likes  the  sen- 
sations produced  and  enjoys  the  apparent 
widening  of  his  perceptions  and  the  tran- 
quilization  of  his  anxieties.  In  time  he  comes 
to  depend  on  these  drugs  for  the  escape  from 
reality  which  they  provide,  and  the  false 
assurance  of  his  own  superiority  which  they 
engender. 

Education  in  dangers  of  drug  usage 

As  a Canadian  psychiatrist  put  it  recently, 
while  some  drugs  such  as  heroin  addict  you, 
with  LSD  you  addict  yourself.  This  also  is 
true  to  an  extent  with  marijuana,  though 
being  of  the  hemp  family  it  cannot  be  con- 
sidered a drug  which  has  no  addictive  quali- 
ties. 

This  then  states  the  problem  as  it  stands 
today — what  of  the  solution? 

On  a well-known  southern  college,  overt 
necking  had  become  something  of  a problem. 
The  dean  of  women  therefore,  addressing  her 
students,  began  by  saying,  “The  President 
and  I have  decided  to  stop  petting  on  cam- 
pus!” 

Obviously  this  approach — a simple  policy 
decision — is  not  likely  to  be  effective.  A 
better  approach  is  adequate  education  in  the 
dangers  of  drugs  — especially  emphasizing 
that  their  use  is  nothing  new,  therefore  noth- 
ing to  appeal  to  the  avante  garde.  Another, 
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and  possibly  the  most  important — and  maybe 
the  most  unattainable — is  the  control  of  pub- 
licity and  the  avoidance  of  sensationalism. 
The  user,  in  his  own  set,  gains  stature  when 
he  brags  about  his  habit  and  his  experiences 
and  becomes  in  its  eyes  a hero  if  he  is  pub- 
licized or  convicted.  By  and  large,  these  are 
immature  persons  seeking  an  easy  escape 
from  the  knowledge  of  their  own  immaturity. 
Surely  such  a thing  as  immaturity  is  not 
deserving  of  nationwide  or  even  local  pub- 
licity. 

Where  users  are  discovered,  they  should 
be  treated  with  understanding  for  their  im- 
maturity, pity  for  their  folly  and  discipline 
for  their  moral  delinquency,  tempered  with 
a measure  of  ridicule  for  their  conceit.  Where 
pushers  are  discovered,  they  should  be  treat- 
ed with  the  harshest  means  that  the  law  can 
devise,  they  are  predators  and  parasites  at 
one  and  the  same  time,  preying  on  the 
weakness  of  their  fellow  human  beings  and 
contributing  nothing  but  evil  to  their  envi- 
ronment. They  cannot  be  dealt  with  with 
understanding  or  tolerance,  because  these 
qualities  are  something  that  they  have  delib- 
erately divorced  themselves  from. 

These  people  are  criminals  and  cannot  be 
excused,  as  can  some  of  the  others  who  con- 
stitute the  Beat  Generation.  The  Beat  Gener- 
ation has  been  explained  in  many  ways,  but 
the  real  clue  to  this  new  problem  lies  in  an 
old  quotation. 

“Watch  what  people  are  cynical  about  and 
one  can  often  discover  what  they  lack,  and 
subconsciously,  beneath  their  touchy  conde- 
scension, deeply  wish  they  had.”  This  was 
the  observation  of  Harry  Emerson  Fosdick. 

So  you  see,  there  is  really  Nothing  New 
Under  the  Sun.  • 


The  American  Cancer  Society  publishes 
booklets  and  brochures  on  prevention,  detec- 
tion, diagnosis  and  treatment  of  cancer.  These 
educational  materials  are  available  free  to 
members  of  the  medical  profession  from  the 
local  ACS  offices.  • 
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Urologic  manifestations  of  abdominal 

aortic  and  iliac  aneurysms* 


Robert  Friedenberg,  MD,  Albuquerque,  New  Mexico 


Many  patients  with  abdominal  aneurysms 
present  with  urologic  symptoms.  An 
analysis  of  27  cases. 


Oliguria,  dysuria  and  anuria,  along  with 
pain  in  the  flank,  groin,  and  testicle,  as  well  as 
pyuria  and  fever,  have  all  been  described  in 
abdominal  aortic  and  iliac  aneurysmsd*- 
These  findings  are  likely  to  be  confused  with 
manifestations  of  primary  urologic  disease 
because  of  failure  to  recognize  their  vascular 
basis.®  Confusion  is  especially  likely  if  pain  is 
not  a striking  finding,  or  if  an  apparently 
asymptomatic  pulsatile  abdominal  mass  has 
been  known  to  exist  for  some  time  without 
change  in  size  or  sensitivity.  Moreover,  with 
the  increasing  tendency  among  urologists 
not  to  delay  surgery  on  the  prostate  until  the 
development  of  residual  urine  of  2 oz.  or 
more,  it  is  especially  important  to  be  certain 
that  obstructive  uropathic  symptoms  do  not 
have  their  origin  in  such  aneurysms. 

Of  course  there  is  some  overlap  of  find- 
ings caused  by  both  vascular  and  genitour- 
inary system  involvement,  as  in  Wright’s 
series  of  102  abdominal  aneurysms  in  which 
22  patients  had  genitourinary  complaints, 
including  7 with  carcinoma  of  the  bladder,  5 
with  nephrosclerosis,  3 with  uremia,  2 with 
carcinoma  of  the  prostate,  and  3 with  renal 
infarcts."* 

Mechanism  of  urologic  symptoms 

The  above  mentioned  symptoms  are  in- 
duced, especially  in  the  non-fulminant  cases 
of  aneurysm  which  do  not  show  gross  massive 

♦From  the  Departments  of  Medicine,  St.  Joseph  and 
Presbyterian  Hospitals,  Albuquerque. 


rupture  and  early  death,  by  perivascular 
leakage  with  consequent  pressure  on,  and 
erosion  of  the  vertebrae,  and  with  produc- 
tion of  intense  inflammatory  and  fibrous 
reaction  about  the  aneurysm  into  the  retro- 
peritoneal space,  causing  nerve  root  com- 
pression.® The  pain  may  also  be  referred  to 
the  groin  and  thigh,  especially  in  iliac  an- 
eurysm, by  compression  of  the  sacral  plexus. 
Sensory,  reflex,  and  atrophic  changes,  as  a 
consequence  of  compression  may  also  oc- 
cur,®’’’ as  demonstrated  by  our  first  case  re- 
port, one  of  internal  iliac  aneurysm  and 
thrombosis  with  slow  perivascular  leakage. 

Although  aortic  abdominal  aneurysms  do 
not  commonly  cause  ureteral  obstruction  be- 
cause the  ureter  is  fixed  only  at  the  renal 
pelvis  and  at  the  bladder,  there  is  no  doubt 
that  any  leakage  of  blood  in  the  course  of 
inducing  an  inflammatory  and  fibrous  re- 
action may  cause  an  obstructive  uropa- 
thy.8, 9.10.11  Pressure  on  the  bladder  by  the 
aneurysm  itself,  may  so  diminish  bladder  ca- 
pacity as  to  cause  frequency,  dysuria,  and 
pollakiuria.®  Another  cause  of  anuria  or 
oliguria  in  ruptured  aneurysm,  not  obstruc- 
tive in  origin,  is  renal  tubular  insufficiency 
secondary  to  decreased  renal  perfusion  in 
patients  who  survive  for  a time  despite 
shock  and  massive  blood  loss.*® 

Frequency  of  urologic  symptoms 

An  analysis  of  the  last  27  cases  of  ab- 
dominal aneurysm,  admitted  to  St.  Joseph 
and  Presbyterian  Hospitals,  Albuquerque, 
New  Mexico,  revealed  that  12  of  these  pa- 
tients, or  almost  one  in  two,  had  urologic 
symptoms  of  pain,  of  variable  degree,  either 
costovertebral,  flank,  groin,  suprapubic,  or 
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testicular,  the  latter  always  being  on  the  left 
side.  Also,  these  patients  had  at  least  one  of 
the  following  symptoms;  oliguria,  dysuria, 
frequency  and  urgency  (Table  1).  There 
was  only  one  iliac  aneurysm,  understandable 
in  view  of  its  infrequency,  the  incidence  in 
one  series  having  been  one-tenth  that  of  ab- 
dominal aneurysms. 

Female  patients  were  on  an  average  older 
than  the  males.  Almost  half  the  patients  were 
females,  a higher  proportion  than  usually 
expected  and  possibly  explained  by  their 
older  age  distribution.  Significantly,  how- 
ever, only  two  females  had  urologic  symp- 
toms, suggesting  that  in  males  a differentia- 
tion from  prostatic  difficulties  may  be  par- 
ticularly troublesome. 

In  an  assessment  of  the  frequency  with 
which  urologic  symptoms  occur  in  the  same 
general  hospital  population  matched  for  age 
and  sex  with  the  27  cases  of  aneurysm  ana- 


lyzed (Table  1),  84  patients  were  otherwise 
randomly  selected  from  hospital  admissions 
during  the  same  time  interval  in  which  the 
27  patients  with  aneurysm  were  hospitalized 
(Table  2).  Fourteen  patients  had  symptoms 
referable  to  the  genitourinary  tract,  using 
the  same  criteria  indicated  above,  showing 
an  incidence  of  less  than  1 in  5 patients  in 
the  general  hospital  group,  as  compared  with 
12  out  of  27  aneurysm  patients,  or  almost 
1 in  2.  More  significant,  all  of  the  14  pa- 
tients in  the  control  series  carried  geni- 
tourinary diagnoses  to  account  for  their 
symptoms.  Thus,  in  effect,  the  control  series 
simply  reflected  the  incidence  of  urologic 
disease  in  a contemporaneous  group  matched 
for  age  and  sex  with  a group  of  patients  with 
proven  abdominal  aneurysm.  Furthermore, 
the  frequency  of  urologic  symptoms,  in  the 
presence  of  such  aneurysms,  is  more  than 
twice  the  incidence  of  symptomatic  urologic 


TABLE  1 

FREQUENCY  OF  URINARY  SYMPTOMS  IN  ABDOMINAL  ANEURYSM* 


Age  Sex  Diagnosis 

Urologic 

Symptoms  Comments 

m 

M 

Carcinomatosis 

Abd.  aneurysm 

No 

Incidental  finding  of 
aneurysm  at  surgery  9 
mos.  before  death 

80 

F 

Hypert.  ASHD 
Ruptured  Abd. 
aneurysm 

No 

Sudden  pain  in  back 
and  legs  and  death 
(P.M.) 

79 

M 

Coronary  AS 

Abd.  aneurysm 
Uremia 

? 

Died  probably  in 
congestive  heart  failure 
(No  P.M.) 

70 

M 

Ruptured  aortic 
abd.  aneurysm 

Yes 

Death.  Admitted  as 
renal  colic.  (P.M.) 

79 

M 

Prostatitis 

Epididmitis 

Abd.  aneurysm 

Yes 

Prostate  was  stated  to 
feel  normal.  Referred 
for  aneurysmorrhaphy 

84 

F 

Pneumonia 

Abd.  aneurysm 

No 

Periodic  abdominal 
pain  and  tenderness 

58 

M 

Bleeding  ulcer 

Abd.  aneurysm 

No 

Diagnosis  by  physical 
examination 

64 

M 

Abd.  aneurysm 
Gastric  ulcer  (?) 

No 

Aortoiliac  graft,  disch. 

18  d.  after  admission 

66 

M 

Ruptured  abd. 
aneurysm 

No 

BUN  20:  Non-visual,  of 
kidneys,  aneu.  by  x-ray 

60 

M 

Cerebral  throm. 
and  ant.  spinal 
artery  throm.  after 
resection  of  abd. 
aneurysm 

Yes 

Aortoiliac  graft  1959  and 
1966  with  left 
nephrectomy  followed 
by  thrombosis  ant. 
spinal  artery 

76 

M 

Arterial  embolism 
No  1ft.  leg, 
abd.  aneurysm 

No 

Aneurysm  10  cm  in  diam. 
by  x-ray;  prostatectomy 
10  yrs.  before 

88 

F 

G.I.  bleeding 

Abd.  aneurysm 
at  L2-L3 

No 

Small  hiatus  hernia, 
diverticulitis,  x-ray 
evidence  of  aneurysm 

61 

F 

Gall  bladder 
disease 

No 

Abd.  aneurysm  at 
surgery 

68 

M 

Ruptured  abd. 
aneurysm 

No 

Aortogram  done  earlier, 
mass  on  1ft,  non-filling 

rt.  renal  artery 


Age  Sex  Diagnosis 

Urologic 

Symptoms  Comments 

72 

M 

Intestinal  obst. 
Adhesions 

Abd.  aneurysm 

No 

Had  prev.  prostatectomy, 

death  from  pulmonary 
comp.  5 wks  postop. 

81 

F 

Abd.  aortic 
aneurysm 

No 

Surgery  with  recovery. 

Aneurysm  3.5x5  cm 

85 

M 

Abd.  aortic 
aneurysm.  AS  oblit- 
erans, prev.  stroke 

Yes 

Chills,  fever  and  pyuria 

12x7cm  aneu.  resected. 
Disch.  1 Yz  wks  postop. 

75 

F 

Abd.  aneurysm, 
cirrhosis,  tumor  of 
chest,  diverticulitis 

Yes 

Non-function  left 

kidney. 

No  treatment 

81 

F 

Perforated  duodenal 

ulcer,  cerebral  hem., 
abd.  aortic  aneurysm 

No 

Death. 

Aneurysm  unruptured 

80 

F 

Chronic  pyelo- 
nephritis, non-funct. 
1ft.  kidney,  poor 
funct.  right  kidney, 
abd.  aortic  aneurysm 

Yes 

Radiologist  thought 
renal  arteries  involved 
in  aneurysm,  on  x-ray 
aneurysm  meas. 

9.5  x 12  cm. 

57 

M 

Abd.  aortic 
aneurysm 

Yes 

Knitted  dacron 
bifurcation  graft, 
disch.  7 d.  postop. 

69 

M 

ASHD,  abd.  aortic 
aneurysm 

Yes 

Prostatic  hypertrophy 
present,  death  from  CHF, 
aneu.  unruptured  (P.M.) 

73 

M 

Case  2 

See  protocol 

Yes 

See  protocol 
(P.M.) 

52 

M 

Hypert.  ASHD, 
old  MI 

Abd.  aortic  aneurysm 
Possible  peptic  ulcer 

Yes 

Prev.  history  “prostate 
trouble,”  dacron  bifurca- 
graft  with  recovery 

74 

M 

Case  1 

See  protocol 

Yes 

See  protocol 
(P.M.) 

68 

F 

Abd.  aortic 
aneurysm 

No 

Dacron  graft  inserted, 
aneurysm  6x5x4  cm. 
Disch.  10  d.  postop. 

65 

M 

Abd.  aortic 
aneurysm 

Yes 

Transfemoral  aortogram 
confirmatory,  left  ureter 

displaced  laterally 


•Urologic  symptomatology  consisting  of  (1)  pain  of  variable  degree,  either  costovertebral,  flank,  suprapubic,  groin  or 
testicular;  (2)  at  least  one  of  the  following:  oliguiria,  dysuria,  frequency,  urgency,  significant  hematuria,  pyuria. 
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TABLE  2 

CAUSES  OF  UROLOGIC  SYMPTOMATOLOGY*  IN  14 
PATIENTS  OUT  OF  84  MATCHED  FOR  AGE,  SEX  AND 
TIME  PERIOD  OF  HOSPITAL  ADMISSION,  WITH  PA- 
TIENTS HAVING  ABDOMINAL  ANEURYSMS. 


Diagnosis  Number  of  Cases 


Prostatic  hypertrophy 

5 

Prostatitis 

1 

Prolapse  uterus 

1 

Carcinoma  prostate 

2 

Renal  colic 

2 

Pyelitis,  obstructive  carcinomatosis 

1 

Carcinoma  urinary  bladder 

1 

Pyelonephritis 

* criteria  same  as  in  Table  1. 

1 

disease  in  the  otherwise  comparable  hospital 
population  analyzed  above. 

The  following  cases  are  reported  in  de- 
tail to  demonstrate  major  urologic  symptoms 
as  presenting  complaints  stemming  from 
their  aneurysms.  In  both  cases  the  relatively 
small  amount  of  residual  bladder  urine 
should  have  suggested  that  major  obstructive 
uropathy  was  not  prostatic. 

CASE  REPORTS 

Case  1:  A 74-year-old  male  was  hospitalized 
because  of  dysuria,  periodic  incontinence,  pain  in 
the  left  knee,  all  of  about  5 days  duration,  and 
inability  to  void  for  one  day.  The  patient  was 
known  to  have  a left  iliac  aneurysm,  rectal  ex- 
amination two  years  previously  having  revealed 
a rounded  symmetrical,  expansilely  pulsatile  mass 
about  5 cm.  in  diameter,  lying  against  the  left 
anterior  surface  of  the  sacrum  near  the  midline. 
Because  there  had  been  a long  standing  history 
of  severe  hypertension,  enlarged  heart,  coronary 
disease  and  atrial  fibrillation,  complicated  by  a 
macrocytic  anemia  following  gastrectomy  in  1952 
for  recurrent  bleeding  duodenal  ulcer,  it  was  felt 
unwise  to  subject  him  to  elective  surgery  for  the 
asymptomatic  aneurysm.  Antihypertensive  regi- 
men, including  reserpine,  pentolinium,  chloro- 
thiazide, and  guanethidine,  had  maintained  his 
blood  pressure  at  averages  of  about  150/90  with 
occasional  postural  hypotensive  episodes.  Prior 
to  therapy  his  blood  pressure  averaged  230/130. 
A satisfactory  ventricular  rate  was  maintained 
with  digoxin. 

Urologic  examination  shortly  after  admission 
revealed  a small  but  unspecified  residual  volume, 
and  confirmed  the  presence  of  the  pulsating  iliac 
aneurysm  on  rectal  examination.  The  urinary 
symptoms  were  attributed  to  prostatic  hyper- 
trophy, and  an  indwelling  catheter  was  inserted. 
Intravenous  pyelography  revealed  slight  inter- 
ference with  drainage  of  the  left  kidney  and  medial 
deviation  of  the  distal  left  ureter.  A needle  biopsy 
of  the  middle  lobe  of  the  prostate  was  obtained. 


Shortly  thereafter,  the  patient  developed 
paresis  in  the  left  lower  extremity.  Rectal  exam- 
ination revealed  that  the  presacral  mass  was 
larger  and  no  longer  pulsated.  It  was  firm  but 
non-tender.  Neurologic  consultation  indicated 
probable  involvement  of  the  sacral  plexus  on  the 
left,  because  of  almost  total  paralysis  of  the  gluteal 
muscles,  medial  hamstrings,  gastrocnemius,  tibialis 
anterior,  peroneus  longus  and  long  and  short 
extensors  of  the  toes,  associated  with  loss  of  deep 
reflexes  in  the  affected  limb.  Hypalgesia  and 
hypesthesia  were  noted  on  the  posterior  thigh,  calf 
and  sole,  the  anterior  half  of  the  left  leg  and  dor- 
sum of  the  left  foot. 

Colon  studies  revealed  a large  circumscribed 
pelvic  mass,  presacral  in  location,  with  anterior 
and  right  lateral  displacement  of  the  rectum  and 
rectosigmoid  junction.  A left  percutaneous  trans- 
femoral  retrograde  arteriogram,  performed  and 
interpreted  by  Dr.  M.  B.  Lesser,  revealed  this 
large  pelvic  mass  to  be  strikingly  avascular,  pro- 
ducing elevation  and  displacement  of  the  right 
hypogastric  and  compression  of  the  left  hypo- 
gastric arteries  (Fig.  1). 


Fig.  1.  Left  percutaneous  transfemoral  retrograde 
arteriogram,  illustrating  a strikingly  avascular 
pelvic  mass  producing  elevation  and  displacement 
of  the  right  hypogastric  and  compression  of  the 
left  hypogastric  arteries. 

On  the  basis  of  these  findings,  diagnosis  of 
thrombosis  of  the  left  iliac  artery  aneurysm  was 
made,  and  it  appeared  to  be  substantiated  by  needle 
biopsy  of  the  mass  which  revealed  organizing 
blood  clot.  Surgical  opinion  was  that  proximal 
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ligation  of  the  thrombosed  aneurysm  was  not 
indicated,  and  the  patient  was  discharged  from 
the  hospital  somewhat  improved  about  two  and 
a half  weeks  after  entry.  Motor  function  had 
improved  in  the  left  leg. 

However,  about  6 weeks  later,  he  was  read- 
mitted to  the  hospital  because  of  severe  left 
lower  quadrant  and  left  lower  extremity  pain, 
and  with  exacerbation  of  his  neurological  find- 
ings. The  rectal  mass  was  less  well  delineated 
than  formerly.  Four  days  after  admission  a soft 
fluctuant  swelling  pointed  in  the  left  femoral  tri- 
angle. This  was  incised  and  drained  of  more  than 
400  cm.3  of  foul  smelling  maroon  colored  exudate 
from  which  was  cultured  E.  Coli.  The  patient 
improved  postoperatively,  but  suddenly  expired 
the  following  day. 

Post-mortem  examination  by  Dr.  G.  A.  Atkin- 
son revealed  the  following  pertinent  features:  The 
heart  weighed  420  grams  and  showed  left  ven- 
tricular hypertrophy.  The  left  coronary  artery 
was  stenosed  to  about  30  per  cent  of  the  normal 
luminal  width  by  atherosclerotic  plaques.  Micro- 
scopic study  revealed  areas  of  very  recent  necrosis 
infiltrated  by  small  numbers  of  neutrophils  in 
the  region  of  the  interventricular  septum.  The 
iliac  arteries  were  notably  sclerotic  and  calcified. 
The  left  internal  iliac  artery  aneurysm  measured 
3.5  cm  by  4 cm.  Distal  to  the  aneurysm  the  vessel 
was  completely  occluded  by  dry  old  laminated  clot, 
and  a similar  thrombus  occluded  the  portion  of 
the  left  internal  iliac  artery  just  proximal  to 
the  aneurysm.  The  lumen  of  the  aneurysm  was 
essentially  empty,  and  its  walls  were  formed  by 
firm  grayish  white  tissue  without  apparent  dis- 
ruption. Occurring  around  this  site  was  a large 
amount  of  dry  firm  clotted  blood  forming  a mass 
measuring  about  7x6x5  cm.  A large  left  retro- 
peritoneal abscess  cavity  was  entered  as  the  left 
kidney  was  removed  and  was  filled  with  400-500 
ml.  of  foul  smelling  yellowish-tan  purulent  fluid. 
The  abcess  extended  from  the  left  pelvic  brim 
up  to  and  behind  the  left  kidney  and  involved 
the  superficial  portion  of  the  iliopsoas  muscle, 
posterior  and  lateral  peritoneal  wall,  and  appar- 
ently presented  in  the  left  femoral  area  at  the 
site  of  the  surgical  incision.  The  abscess  involved 
the  femoral  nerve  also.  Chronic  inflammatory  cell 
infiltration  and  fibroblastic  proliferation  occurred 
in  and  about  nerve  bundles,  with  other  nerve  bun- 
dles showing  simply  demyelinization  without  in- 
flammatory features  presumably  on  an  ischaemic 
basis.  The  urinary  bladder  was  intact  and  the 
prostate  was  only  slightly  enlarged. 

Case  2:  A 73-year-old  man  developed  increas- 
ing urgency,  strangury  and  inability  to  urinate, 
lower  abdominal  pain,  and  fever  one  day  prior 
to  admission.  Since  1964  there  had  been  some 
hesitancy  in  urinating  when  first  arising.  There 
was  a past  history  of  pulmonary  tuberculosis  con- 
tracted in  World  War  I,  and  long  since  inactive. 
His  parents  died  at  advanced  ages  and  there  was 


a history  of  hypertension  and  stroke  in  his  siblings. 
When  examined  in  the  emergency  room,  the  pa- 
tient was  found  to  be  normotensive.  The  vital 
signs  were  normal.  There  was  suprapubic  tender- 
ness, but  no  masses  were  felt.  Muscle  guarding 
was  noted  over  the  lower  abdomen.  The  prostate 
was  symmetrical  and  moderately  tender,  and  the 
lateral  lobes  were  not  significantly  enlarged. 
Catheterization  yielded  60  cc.  of  concentrated 
urine.  An  indwelling  catheter  was  inserted  and 
the  patient  was  hospitalized.  Urologic  examina- 
tion, including  cystoscopy,  indicated  median  bar 
enlargement  as  the  most  likely  cause  of  his  dif- 
ficulty. An  intravenous  pyelogram  (Fig.  2)  re- 
vealed lateral  displacement  of  the  upper  left 
ureter,  indicative  of  a retroperitoneal  mass,  most 
likely  an  aneurysm,  since  a lateral  film  showed 
calcification  in  the  posterior  wall  of  the  aorta,  the 
anterior  wall  not  being  identifiable.  Re-examina- 
tion  of  the  abdomen  revealed  left  para-umbilical 
pulsation  but  no  tenderness. 


Fig.  2.  Lateral  displacement  of  the  upper  left 
ureter,  indicative  of  a retroperitoneal  mass,  most 
likely  an  aneurysm,  since  a lateral  film  showed 
calcification  in  the  posterior  wall  of  the  aorta. 

Five  days  after  admission  on  the  night  pre- 
ceding his  scheduled  transurethral  resection,  the 
patient,  being  ambulatory,  went  to  the  nurses’ 
station,  complaining  of  apprehension.  The  nurse 
reassured  him  and  told  him  to  return  to  his  room 
and  that  she  would  bring  him  a sedative.  Within 
five  minutes  she  found  him  in  his  bed  in  pro- 
found shock,  pulseless,  gray  and  sweating.  Blood 
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pressure  was  unobtainable.  Intravenous  infusion 
containing  levarterenol  was  ineffective  and 
whole  blood  was  administered  rapidly  with  prompt 
but  only  transient  restoration  of  blood  pressure. 
An  electrocardiograph  revealed  no  acute  infarc- 
tive  process  and  continuous  monitoring  revealed 
a sinus  tachycardia  only.  With  the  temporary 
improvement  in  his  vital  signs  and  sensorium  he 
first  began  to  complain  of  lower  abdominal  pain, 
exhibiting  simultaneously,  left  lower  quadrant 
and  suprapubic  tenderness.  He  died  shortly  there- 
after. 

Pertinent  post-mortem  findings  revealed 
marked  calcific  atheromatous  plaguing  of  the 
aorta  with  the  aneurysmal  portion  measuring 
12x7x7  cm.,  largely  filled  with  laminated  clot  and 
presenting  a perforation  anteriorly  just  above 
the  iliac  bifurcation.  The  entire  retroperitoneum 
on  the  left  was  filled  with  recently  clotted  blood 
which  extended  down  into  the  left  pelvis.  There 
was  no  evidence  of  dissection.  The  apex  of  the 
right  upper  lobe  of  the  lung  was  fibrotic  and  con- 
tained emphysematous  blebs.  The  urinary  bladder 
was  unremarkable  and  the  prostate  gland  was 
approximately  twice  normal  size  with  a moder- 
ately prominent  median  bar. 

Discussion 

Urologic  symptoms  were  first  recognized 
in  association  with  aortic  aneurysms  many 
years  ago.  One  of  Uhle’s  five  cases  simulated 
prostatic  obstruction^^  and  the  mimicry  of 
urologic  disease  by  abdominal  aneurysm  has 
been  repeatedly  reported.^^  However,  in  a 
study  of  102  cases  published  in  1950,  no  uro- 
logic signs  or  symptoms  were  mentioned,^® 
and  a later  study  of  141  cases  revealed  only 
9 patients  complaining  of  back  and  abdominal 
pain  with  no  other  symptoms  more  spe- 
cifically relating  to  the  urologic  system.^® 
However,  it  must  be  noted  in  this  last  series, 
that  the  diagnosis  of  aortic  aneurysm  was 
made  by  physical  examination  initially  in 
only  73  of  the  141  cases,  and  only  one  patient 
presented  with  the  complaint  of  a pulsating 
abdominal  mass,  presumably  attesting  to  the 
fact  of  early  diagnosis  in  this  series.  In 
another  study  of  51  cases,  dysuria,  frequency 
and  urgency  were  present  in  four  patients, 
and  there  was  sufficient  distortion  and  com- 
pression of  the  right  ureter  to  cause  hydrone- 
phrosis in  one  case.^^ 

We  may  learn  several  lessons  from  the  two 
cases  reported  above.  First,  an  imexpectedly 
small  amount  of  residual  urine  in  an  elderly 
male  with  ostensible  signs  of  obstructive 
uropathy,  should  alert  one  to  the  possibility 


You 

Can 

Order 


of  any  feature  article  or  adver- 
tisement appearing  in  The  Rocky 
Mountain  Medical  Journal. 

Orders  must  be  placed  with- 
in 15  days  after  date  of  pub- 
lication. Minimum  charge 
applies  for  100  copies  or 
less. 

The  cost  is  very  reasonable.  For  fur- 
ther information  write  to — - 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 


80 


Rocky  Mountain  Medical  Journal 


of  aneurysm.  Secondly,  severe  abdominal 
pain  may  not  herald  the  impending  rupture, 
leakage  or  thrombosis  in  the  region  of  an  ab- 
dominal aortic  or  iliac  aneurysm,  but  rather, 
distress  of  a nature  more  commonly  asso- 
ciated with  urologic  disease  may  be  present. 
This  is  especially  so  if,  as  in  the  case  of  iliac 
aneurysm,  there  are  associated  neurologic 
changes  of  reflex,  sensory  or  atrophic  nature. 
Further,  the  prostatic  examination  should  in- 
clude a 360  degree  sweep  with  the  volar  as- 
pect of  the  examining  finger  to  determine  the 
presence  of  a pulsatile  mass  or  change  in 
its  character.  Finally,  a more  aggressive  ap- 
proach than  simply  relying  on  presumptive 
spontaneous  thrombosis  of  an  iliac  aneurysm 
must  be  considered  for  effective  treatment. 
Indeed,  John  Abernethy,  in  1796,  was  the  first 
to  attempt  a cure  by  ligating  the  external  iliac 
artery  for  aneurysm.'®  In  retrospect,  how- 
ever, it  is  extremely  unlikely  that  ligation 
would  have  effected  any  improvement  in 
our  first  case,  since  the  thrombosis  existed 
proximal  and  distal  to  the  aneurysm  which 


was  free  of  intraluminal  clot  but  ensheathed 
in  hematoma.  Moreover,  in  this  patient,  the 
surgical  risk  was  excessive,  for  an  elective 
procedure,  and  it  is  conceivable  that  he  may 
have  survived  following  his  incision  and 
drainage  were  it  not  for  the  subsequent  in- 
farction in  his  interventricular  septum  and 
presumably  fatal  arrhythmia. 

Although  the  number  of  cases  of  aneurysm 
in  comparison  with  the  general  hospital  con- 
trol series  studied  above  is  insufficient  to 
lend  itself  to  a quantitatively  significant  sta- 
tistical analysis,  the  preponderance  of  uro- 
logic findings  in  the  male  group  with  an- 
eurysm suggests  far  more  than  prostatic  or 
other  primary  uropathic  overlapping. 

One  can  envision  that  with  computeriza- 
tion of  well  documented  clinical  findings  in 
the  future,  the  application  of  some  of  the  ideas 
propounded  by  Feinstein,  utilizing  set  theory 
and  Venn  diagrams,  will  reveal  hitherto  in- 
sufficiently appreciated  correlations  among 
taxonomically  unrelated  diseases.'® 
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Congenital  rubella  syndrome 


Report  of  a case  presenting  uncommon  late  manifestations^ 


J.  Albert  Browder,  MD,  and  T.  Allan  Stallcup,  MS,  Albuquerque,  New  Mexico 


A case  report  illustrates  growth  failure, 
communication  disorder,  orthopedic 
problems  and  eye  defects  as  a result  of  the 
congenital  rubella  syndrome. 


A VARIETY  OF  BIRTH  DEFECTS  are  recognized  to 
be  associated  with  the  invasion  of  the  fetus 
by  the  rubella  virus  during  the  first  tri- 
mester of  pregnancy.  The  difficulty  in  es- 
tablishing the  diagnosis  as  well  as  types  of 
recognized  defects  are  reviewed  in  the  ac- 
companying article.  The  1963-1964  epidemic 
served  to  demonstrate  the  frequency  of  many 
of  these  findings  of  congenital  rubella.  Some 
of  the  significant  defects,  including  deafness, 
eye  abnormalities  and  retardation,  are  fre- 
quently unapparent  at  birth.  Statistics  on 
their  frequency  are  not  yet  available  from 
this  epidemic. 

Since  the  virus  has  been  isolated  from  es- 
sentially all  the  body  tissues  in  the  embryo, 
a variety  of  defects  is  a real  possibility.  The 
following  case  serves  to  demonstrate  the 
spectrum  of  involvement  in  the  absence  of 
the  more  typical  neonatal  picture  and  de- 
scribes unusual  aspects  of  communication 
disorders. 

The  findings  previously  recognized  in 
commimication  disorders  are  sensorineural 
hearing  loss  of  a fairly  constant  pattern  with 
the  greatest  loss  in  the  500  to  4,000  decibel 
range.  As  many  as  fifty  per  cent  of  the 

*From  the  Department  of  Pediatrics,  Lovelace  Clinic 
and  Bataan  Hospital  Evaluation  Clinic,  Albuquerque,  New 
Mexico.  Mr.  Stallcup  is  one  of  the  Audiologists,  Depart- 
ment of  Audiology. 


earlier  patients  studied  for  deafness  showed 
no  other  defects.^  ® Further  studies  on  cur- 
rent cases  from  the  1963-1964  epidemic  are 
needed  to  clarify  the  frequency  of  this  area 
of  difficulty. 

CASE  REPORT 

This  female  patient  was  seen  at  the  Bataan 
Hospital  Rehabilitation  Center  Developmental 
Evaluation  Clinic  at  39  months  of  age  because  of 
history  of  multiple  problems  including  lack  of 
speech  development,  tight  heel  cords,  head  dis- 
proportion and  slow  growth.  Mental  retardation 
was  considered. 

The  child  was  delivered  from  cephalic  pres- 
entation January  30,  1963,  two  weeks  prior  to  the 
expected  date  of  confinement  of  a gravida  VI, 
Para  1,  26-year-old  mother  who  had  had  one 
term  infant  three  years  earlier.  Prior  to  that 
pregnancy,  she  had  had  four  spontaneous  abor- 
tions, all  at  approximately  six  weeks  gestation. 
No  bleeding  or  cramping  occurred  during  this 
pregnancy,  but  she  had  a two-day  rash  at  ap- 
proximately two  months  gestation.  Birth  weight 
of  the  child  was  4 pounds  8 ounces,  being  below 
the  tenth  percentile  for  37  weeks  gestation  (ap- 
proximately 25th  percentile  for  35  weeks — Fig.  1 ) . 
Head  circumference  was  33.5  centimeters  at  the 
newborn  examination  and  34.5  centimeters  at  four 
days.  Newborn  condition  was  satisfactory.  At  five 
weeks,  a mild  diarrhea  was  treated  with  Fur- 
oxone  (furazolidone).  Subsequent  failure  to  gain 
for  two  weeks  was  managed  with  a formula 
change  to  “Sobee”  and  then  Nutramigen.  By  six- 
teen weeks  the  child  was  alert,  happy,  seemed 
to  see  normally,  and  was  apparently  making  satis- 
factory progress.  The  head  circumference  was 
40.5  centimeters  (five  centimeters  is  the  average 
increase  at  sixteen  weeks). 

At  twenty  weeks,  the  infant  followed  with  her 
eyes,  cooed,  and  was  able  to  hold  her  head  erect 
but  poorly.  Weight  gain  was  slow  (growth  chart — 
Fig.  2).  A neurosurgical  consultant  considered 
that  the  child  might  have  an  arrested  hydro- 
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Fig.  1.  Patient’s  Birth  Weight  in  Relation  to 
Gestational  Age.  Standard  Intrauterine  Growth 
Curve. 


cephalus,  but  head  growth  was  now  commensur- 
ate with  age  (see  Table  1).  By  36  weeks,  the 
patient  was  trying  to  feed  herself,  followed  with 
her  head,  but  could  not  sit  alone.  By  17  months, 
the  child  was  sitting  alone,  trying  to  pull  up,  and 
standing  in  a walker.  Mumps  occurred  at  18 
months  without  complication.  At  33  months,  an 
orthopedic  evaluation  noted  tight  heel  cords.  The 
child  improved  after  three  months  treatment  with 
casting  and  subsequently  started  to  walk.  The 
child  had  had  several  ear  infections,  treated  with 
prompt  response,  as  well  as  several  bouts  of  mild 
gastroenteritis. 


TABLE  1 
HEAD  GROWTH 


Birth 

331/2 

(Mean  35  ± 1.2  cm.) 

4 Days 

341/2 

3 Weeks 

351/2 

6 Weeks 

36  ¥2 

12  Weeks 

39  Vz 

16  Weeks 

40y4 

(Average  increase  at  16 
weeks  — 5 cm.) 

20  Weeks 

41 

26  Weeks 

42  Vz 

1 Year 

45 

(Average  increase  at  1 

year  — 10  cm.) 

3 Years  4 Mos.  50.8  (50  cm.  = mean  for  3 


years.) 

Examination  (at  39  months)  revealed  a weight 
of  24  pounds,  height  of  34.5  inches  (Fig.  2),  and 
head  circumference  of  50  centimeters  (mean  for 


three  years) . The  head  was  elongated  with  frontal 
bossing.  The  child  appeared  alert  but  was  mute. 
There  were  poorly  developed  dental  enamel  and 
a high  arched  palate,  and  the  heel  cords  were  still 
moderately  tight,  the  left  only  allowing  flexion 
to  90  degrees. 


Fig.  2.  Patient’s  Growth  Plotted  on  Anthropo- 
metric Chart  for  Infant  Girls. 


Funduscopic  examination  revealed  bilateral 
macular  pigmentation  strongly  suggestive  of 
macular  dysgenesis  secondary  to  old  infection. 
On  neurological  examination  a slightly  spastic 
ataxic  gait  and  greater  muscle  tone  on  the  left 
were  noted.  Fundi  of  mother  and  sister  were 
normal,  and  family  history  was  negative  for  neu- 
romuscular abnormalities,  retardation  or  seizures. 

Laboratory  studies  included  serology,  test  for 
toxoplasmosis,  skull  x-rays,  buccal  smear,  protein 
bound  iodine,  and  chromosome  studies,  all  of  which 
were  within  normal  limits.  The  bone  age  was  at 
the  two-year  level.  A screening  test  for  rubella 
neutralizing  antibody  was  found  positive  in  both 
mother  and  child  in  the  1:4  titer  used. 

Audiometric  testing  has  established  hearing 
levels  within  a 25  to  40  decibel  range  binaurally. 
Such  a hearing  level  would  classify  the  patient 
as  having  a mild  hearing  loss  and  could,  in  itself, 
restrict  language  and  speech,  but  could  not  account 
for  the  lack  of  speech  to  the  degree  exhibited  by 
the  patient. 
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She  expressed  herself  very  well  through  ges- 
tures and  seemingly  imderstood  others  through 
the  visual  channel.  Initially,  she  did  not  use  verbal 
language  nor  did  she  respond  to  any  speech  sig- 
nal. After  an  auditory  training  program  for  five 
months  using  amplification,  verbal  language  is 
progressing  to  a limited  extent.  This  child’s  be- 
havior, when  considering  her  communication  prob- 
lem, is  more  compatible  with  a central  hearing 
disorder  than  with  end  organ  (cochlear)  damage. 


GIRLS 


Fig.  3.  Patient’s  Growth  Level  at  40  Months. 


This  child  presents  the  dilemma  of  recog- 
nizing, or  at  least  suspecting,  rubella  tera- 
tology in  handicapped  infants  born  at  times 
other  than  during  rubella  epidemics. 

Some  of  the  suggestive  findings  include 
low  birth  weight  in  an  infant  when  the  his- 
tory suggests  the  pregnancy  is  near  term. 
The  importance  of  this  finding  has  been 
stressed  repeatedly  as  an  indication  of  in- 
trauterine difficulties  but  is  not  specific  for 
congenital  rubella  syndrome.  Its  delineation 
is  made  easier  by  the  use  of  the  Intrauterine 
Growth  Curves  established  by  Lubchenco 
et  al.®  Head  circumference  of  term  size  with 
subsequent  normal  head  growth  favors  in- 
trauterine growth  retardation  but  not  con- 


genital rubella  syndrome  where  small  head 
size  is  frequent.  The  value  of  growth  curves 
in  differentiating  normal  head  size  from  hy- 
drocephalus is  emphasized  in  this  case. 

This  child  failed  to  present  the  several 
typical  findings  in  the  newborn  emphasized 
in  the  recent  epidemic,  including  hepato- 
splenomegaly,  thrombocytopenic  purpura  and 
congenital  heart  disease.  Subsequent  growth 
failure  as  in  this  child  has  been  repeatedly 
observed  in  congenital  rubella  syndrome. 
However,  this  may  also  be  seen  in  other 
cases  of  low  birth  weight. 

The  problem  of  the  child’s  communicative 
disorder  is  incompletely  defined.  It  has  been 
recognized  that  she  has  some  hearing  and 
was  considered  aphasic.  Recent  tests  have 
defined  a moderate  hearing  deficit.  However, 
she  is  not  considered  to  be  retarded  to  a 
degree  to  prevent  speech  development. 
Aphasias  are  not  mentioned  in  reports  deal- 
ing with  deafness  in  this  condition.  However, 
Laguaite  reported  5 of  27  patients  who  had  ] 
associated  central  nervous  system  defects 
presenting  some  retardation  or  perceptual 
difficulties.^  Other  reviews  less  clearly  de- 
fine the  problem.  None  of  these  were  recent 
enough  to  have  serologic  documentation  of 
the  diagnosis. 

Audiograms  in  congenital  rubella  syndrome 
are  usually  described  as  flat,  although  greater 
loss  in  either  high  or  low  frequencies  are 
observed. Reports  show  a high  incidence 
of  deafness  without  other  defects  and  empha- 
size that  the  frequency  of  hearing  disorders 
in  congenital  rubella  syndrome  may  be  un- 
derestimated. Withdrawal  of  these  children 
with  congenital  rubella  syndrome  (CRS) 
from  social  contacts  tends  to  add  to  their 
apparent  lack  of  intelligence.  The  deafness 
which  up  until  now  has  been  described  as 
neurosensory  loss  is  moderate  to  severe 
(levels  usually  at  65  decibels).  Variation 
between  the  two  ears  and  even  unilateral 
deafness  have  been  observed.^  Educational 
and  emotional  problems  may  ensue  even  with 
unilateral  involvement.  A recent  preliminary 
report  from  Houston  indicates  two  types  of 
hearing  difficulty  in  their  CRS  group  from 
their  1963-1964  epidemic.  In  some,  the  prob- 
lem is  mechanical  with  stapes  fixation.  In 
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others,  there  is  central  nervous  system  in- 
volvement leading  to  an  apparent  loss.'^  No 
detailed  reports  on  the  late  complications  are 
yet  available  from  that  outbreak. 

Various  orthopedic  problems  are  occa- 
sionally seen  in  CRS.  The  retinal  changes 
of  this  patient  are  likewise  compatible  but 
not  diagnostic.  Marks  has  previously  stressed 
that  congenital  retinal  abnormalities  are 
among  conditions  likely  to  be  overlooked.® 
In  the  absence  of  syphilis  and  toxoplasmosis, 
this  finding  favors  rubella.*  There  are  no 
findings  now  to  support  cytomegalic  inclusion 
disease,  but  urinalyses  were  not  done  at  an 
early  age  to  exclude  this  diagnosis. 

A finding  of  a significant  titer  of  rubella 
neutrahzing  antibody  in  a child  without 
history  of  clinical  rubella  is  accepted  as  evi- 
dence of  congenital  rubella.  The  antibody  ap- 
parently persists  for  years.  The  mother’s 
lack  of  known  exposure  and  the  nondescript 

♦After  preparation  of  this  manuscript,  a detailed  discus- 
sion of  rubella  retinitis  appeared  by  Kresby  and  Nauheim 
in  the  American  Journal  of  Diseases  of  Children  113:305, 
1987. 


nature  of  her  rash  certainly  does  not  exclude 
this  diagnosis.  The  finding  of  maternal  neu- 
tralizing antibody  offers  evidence  of  infection 
some  time  in  the  past  and  is  consistent  with 
the  diagnosis. 

The  availability  of  a laboratory  test  that 
will  identify  babies  with  congenital  rubella 
syndrome  makes  the  need  for  a high  index 
of  suspicion  mandatory.  In  this  way,  com- 
plications can  be  diagnosed  and  treated  early. 
Exposure  of  unsuspecting  susceptible  person- 
nel to  infectious  newborns  will  be  avoided. 
The  value  of  the  new  laboratory  serologic 
diagnostic  tests  in  diagnosing  this  syndrome 
is  obvious.  The  need  for  continued  careful 
evaluation  of  all  cases  to  ensure  maximum 
habilitation  is  demonstrated  in  this  case. 

Summary 

A case  probably  repre.senting  sporadic 
congenital  rubella  syndrome  is  presented. 
Some  of  the  findings  in  early  infancy  and 
later  defects  as  growth  failure,  communica- 
tive disorders,  orthopedic  problems  and  eye 
abnormalities,  are  described.  • 
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Colorado- Wyoming  Regional  Medical  Program 

A new  brochure  of  interest  to  the  health  profession  in  Colorado  and  Wyoming 
has  been  produced  which  introduces  the  Colorado-Wyoming  Regional  Medical  Pro- 
gram. The  brochure  covers  a brief  history  of  how  the  national — and  Colorado-Wyo- 
ming— RMPs  were  formed,  some  local  regional  goals,  a reproduction  of  a portion  of 
Public  Law  89-239  (the  Heart  Disease,  Cancer  and  Stroke  Amendments  of  1965)  and 
a list  of  the  local  Regional  Advisory  Council.  For  free  copies  contact:  Public  Infor- 
mation Office,  Colorado-Wyoming  Regional  Medical  Program,  4200  East  Ninth  Ave., 
Denver,  Colorado  80220.  Phone:  394-7506. 
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Rubella  - - 1967* 


J.  Albert  Browder,  MD,  and  William  E.  Clapper,  Ph.D.,  * 

Albuquerque,  New  Mexico 


A wealth  of  new  information  has  been 
developed  by  clinical  and  laboratory  studies 
of  rubella  in  the  past  five  years.  The  author 
reviews  major  new  knowledge,  especially 
as  it  applies  to  areas  of  clinical  and  laboratory 
diagnosis  and  complications  in  the  fetus 
and  infant. 


Maton  is  given  credit  for  the  first  description 
of  rubella  in  1815,  as  well  as  for  pointing  out 
the  difficulty  of  clinical  differentiation  of 
this  disease  from  other  exanthemsd  It  was 
Gregg’s  observations  of  the  fetal  anomalies 
following  maternal  rubella  which  served  as 
the  impetus  for  recent  studies  of  this  disease.^ 
Current  developments  have  arisen  as  the  re- 
sult of  the  isolation  of  the  virus  in  1962  by 
Parkman  et  al.,®  and  Weller  et  al.,^  and  the 
subsequent  development  of  serologic  diag- 
nostic technics  with  their  application  in  a 
widespread  epidemic  in  1963-1964. 

Most  physicians  have  been  taught  that 
the  typical  findings  of  rubella  in  children 
consist  of  a mild  or  no  prodrome,  adenopathy 
especially  of  the  post-auricular,  cervical  and 
suboccipital  nodes,  and  a pink,  maculopapular 
rash  spreading  from  the  face  downward.  In 
typical  cases  fever  may  be  present,  and,  es- 
pecially in  the  adult,  there  may  be  a prodrome 
of  fever,  headache,  malaise,  mild  respiratory 

*From  the  Departments  of  Pediatrics  and  Microbiology, 
Lovelace  Clinic,  and  Bataan  Hospital  Developmental  Evalu- 
ation Clinic,  Albuquerque,  New  Mexico. 


symptoms,  and  conjunctivitis  for  as  long  as 
four  or  five  days.  Difficulties  in  the  diagnosis 
arise  because  of  the  established  fact  that 
subclinical  rubella  or  rubella  without  exan- 
them may  occur  in  as  many  as  25  per  cent  of 
cases,  including  obstetrical  cases.®’®  Sever’s 
studies  on  pregnant  women,®  as  well  as  the 
studies  of  Phillips  et  al.’’  and  of  Schiff  et  al.® 
on  infants  with  congenital  rubella  syndrome, 
stress  the  frequency  of  the  unapparent  infec-  : 
tion.  ! 

Virus  identification  has  allowed  confirma-  ; 
tion  of  diagnosis  in  cases  with  adenopathy  i 
and  with  atypical  exanthems.  Likewise,  it  j 
has  allowed  further  differentiation  of  rubella  ! 
from  many  other  conditions  producing  similar  j 
maculopapular  rashes.  A list  of  some  cur- 
rently recognized  conditions  with  such  rashes 
is  included  in  Table  1.  Undoubtedly,  this  list 

TABLE  1 

CAUSES  OF  RUBELLA-LIKE  RASHES 
Rubeola  f 

Coxsackie  A2,  4,  5,  9 and  16  1 

Coxsackie  Bl,  3,  4 and  5 , 

ECHO  El,  2,  3,  4,  5,  6,  7,  9,  11,  14,  16,  18  and  19  { 

Reovirus  Type  2 ' 

Adenovirus  Types  2,  3,  4 and  7 

Respiratory  Syncytial  Virus  ' 

Scarlet  Fever  \ 

Roseola 

Erythema  Infectiosum 
Infectious  Mononucleosis 
Cat  Scratch  Fever 
Toxoplasmosis 
Typhus 

Rocky  Mountain  Spotted  Fever 
Drug  Eruptions 
Toxic  Erythemas 
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will  prove  quite  incomplete  with  further 
passage  of  time.  The  differential  diagnosis  of 
infections  with  exanthems  has  been  exten- 
sively reviewed  elsewhere.-’'’®-^®’^^ 

Though  classically  the  period  of  communi- 
cability is  taken  as  the  prodromal  period 
and  four  days  afterward,  the  virus  has  been 
recently  demonstrated  in  the  pharynx  for 
up  to  five  days  before  the  rash  appears.  It 
has  been  sporadically  recovered  up  to  four- 
teen days  after  the  appearance  of  the  rash 
as  well  as  one  week  before  the  appearance 
of  the  exanthem. Therefore,  because  of 
such  a long  period  of  infectivity,  isolation  and 
prevention  of  the  spread  of  the  disease  are 
difficult.  Immunity  resulting  from  an  infec- 
tion is  felt  to  be  lifelong. 

Helpful  diagnostic  laboratory  studies  now 
available  include  virus  identification.  A posi- 
tive culture  probably  indicates  infection. 
Neutralizing  antibodies  can  be  identified  in 
the  laboratory,  but  the  methods  are  slow  and 
are  too  expensive  for  most  laboratories  to  in- 
clude as  a regular  procedure.  As  in  other 
viral  infections,  a rise  in  the  titer  of  this 
antibody,  or  conversion  of  negative  to  posi- 
tive reaction,  indicates  recent  infection.  Anti- 
bodies are  formed  by  the  infant  in  congenital 
rubella,  as  well  as  being  transmitted  by  the 
mother  to  the  fetus. Dudgeon  suggests  that 
the  persistence  of  the  virus  into  the  second 
and  third  trimester  is  the  basis  for  active 
antibody  formation.^*  Complement  fixing 
antibodies  appear  during  convalescence  and 
their  identification  now  offers  a simpler, 
shorter  technic  for  serological  diagnosis  of 
the  disease.  Unfortunately,  however,  infants 
infected  in  utero  do  not  appear  to  have  com- 
plement fixing  antibodies.^®  Recently  a 
more  rapid  procedure  for  detecting  neutraliz- 
ing antibodies  which  makes  use  of  the  in- 
direct method  of  immunofluorescence  has 
been  developed.^®  A hemagglutination  test 

’From  Microbiological  Associates,  Bethesda,  Maryland. 


for  antibodies  using  chick  erythrocytes, 
which  rubella  virus  will  agglutinate,  holds 
promise  for  all  laboratories  since  the  antigen 
may  now  be  purchased  commercially.*^® 
The  hemagglutin  inhibiting  antibodies  per- 
sist for  years  in  contrast  to  complement  fix- 
ing antibodies  and  so  may  be  used  for  the 
determination  of  the  immune  state. 

Maternal  Rubella  and  Associated  Congenital 
Defects 

The  classic,  original  syndrome  in  the  new- 
born recognized  to  be  related  to  maternal 
rubella  in  the  first  trimester  included  the 
following  defects: 

1.  Hearing  deficiencies, 

2.  Various  eye  anomalies,  including  cata- 
racts, glaucoma,  squint,  and  microph- 
thalmia, 

3.  Congenital  heart  disease,  especially 
patent  ductus  arteriosus,  pulmonary 

stenosis  and  intra-atrial  defects, 

4.  Central  nervous  system  abnormalities, 
including  microcephaly. 

Recent  observations  extend  these  findings 
considerably.  Table  2 presents  observations 
from  six  major  United  States  cities  during 
the  1963-1964  epidemic. 

A convenient  way  to  consider  the  find- 
ings in  the  affected  offspring  is  based  on  the 
age  of  their  appearance.  It  is  important  to 
remember  that  evidence  now  indicates  that 
there  is  direct  invasion  of  the  fetus  which 
leads  to  the  teratogenic  effects.  This  can 
occasionally  lead  to  abortion  of  the  fetus  or 
fetal  death  and  later  abortion. 

If  death  does  not  occur,  the  resulting  in- 
fection may  lead  to  premature  delivery  but 
most  frequently  to  term  delivery  with  a 
malnourished  newborn  or  one  with  a low 
birth  weight.  The  instance  of  weight  below 
the  expected  range  is  common  and  reported 
in  up  to  50  to  80  per  cent  of  infants  demon- 
strating neonatal  involvement^^  (Table  2) ; 
aggregate,  however,  is  36  per  cent.  Multiple 
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organ  involvement  is  due  to  the  wide-spread 
tissue  invasion  by  the  virus. 

The  more  common  recognizable  defects  in 
the  neonatal  period  and  their  observed  as- 
sociated incidence  are  listed  in  Table  2;  this 
table  summarizes  reports  from  seven  studies 
carried  out  in  the  1963-1964  epidemic. 

For  the  first  time  in  these  studies,  serologic 
proof  of  diagnosis  of  maternal  and/or  con- 
genital cases  has  been  carried  out.  Variations 
in  the  incidence  of  the  different  defects  is 
noted.  Ths  is  probably  explained  in  part  on 
age  when  the  infants  were  seen  in  the  various 
centers  as  well  as  the  extent  to  which  infants 
were  studied  as  knowledge  of  the  newer  de- 
fects became  available.  Based  on  the  com- 
bined figures  from  these  studies,  abnormali- 
ties of  significant  frequency  include  eye  de- 
fects (57%),  congenital  heart  defects  (75%), 
thrombocytopenic  purpura  (63%),  hepato- 
splenomegaly  (50%),  central  nervous  system 
inflammatory  changes  (38%),  and  bone 
changes  especially  in  long  bones  (36%). 


Less  frequent  findings  included  hepatitis, 
pneumonitis,  and  myocarditis.  Occasional  re- 
ports of  genitourinary  anomalies,  clubfoot, 
micrognathia,  anencephaly,  and  cleft  palate 
make  their  association  less  certain.  Overall 
mortality  is  high — 25  per  cent. 

An  additional  interesting  teratogenic  ef- 
fect is  an  alteration  of  dermatoglyphics  with 
an  increase  in  simian  lines  and  of  distal  axial 
triradii.  This  gives  support  to  the  idea  that 
dermatoglyphics  might  offer  clues  of  dele- 
terious intrauterine  experience.^^-^* 

Later  abnormalities  recognized  in  infancy 
and  childhood  have  not  yet  been  reported 
from  the  recent  epidemic.  However,  other 
studies  show  hearing  defects  (usually  sen- 
sorineural), cataracts,  growth  failure,  micro- 
cephaly, and  hydrocephaly  to  be  prominent 
features  that  may  be  recognized  in  later 
months  or  years  of  life  even  where  the  new- 
born appears  normal.  In  Schiff’s  study,  33 
of  43  virus  positive  infants  appeared  normal 
at  birth.® 


TABLE  2 

SURVEY  OF  BIRTH  DEFECTS 
FROM  1963-1964  EPIDEMIC 

Manifestations  Ratio  in  Each  Series 
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Ocular  Defects 

26/58 

24/36 

7/10 

11/25 

16/22 

12/20 

16/21 

109/192 

57% 

Low  Birth  Weight 

27/58 

— 

7/10 

20/25 

12/17 

10/20 

12/21 

46/129 

36% 

Heart  Disease 

.38/58 

31/36 

6/10 

18/25 

22/22 

15/20 

14/21 

144/192 

75% 

Bone  Changes 

13/58 

3/5 

— 

13/25 

6/17 

10/20 

7/21 

46/129 

36% 

Thrombocytopenic 

Purpura 

58/58 

18/36 

2/10 

20/25 

10/22 

4/20 

9/21 

121/192 

63% 

Hepatosplenomegaly 

42/58 

19/36 

3/10 

20/25 

4/22 

4/20 

7/21 

97/192 

51% 

C.N.S.  Signs 

_ 

— 

— 

11/25 

10/15 

5/20 

5/21 

Death 

17/58 

5/36 

4/10 

5/25 

6/22 

6/20 

— 

43/171 

25% 

Others ; 

Anemia 

10/58 

— 

— 

— 

3/29 

— 

Myocarditis 

— 

— 

— 

— 

7/22 

— 

-■ 

Pneumonitis 

— 

1/10 

6/22 

— 

— 

Hepatitis 

11/58 

— 

5/10 

— 

3/22 

— 

— 

Microcephaly 

— 

3/36 

— 

— 

— 

— 

— 

Esophageal  Atresia 

— 

1/36 

1/10 

— 

— 

__ 

G.U.  Defects 

6/58 

— 

— 

— 

— 

— 

— 

Club  Feet 

— 

1/10 

_ 

— 

— 

— 

— 

Cleft  Palate 

— 

3/10 

— 

— 

— 

— 

— 
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Management 

A part  of  good  medical  management  of 
suspected  cases  of  rubella,  whether  newborn, 
child,  or  adult,  must  be  careful  isolation 
from  any  woman  in  early  pregnancy.^*  As 
yet,  no  treatment  or  prevention  is  available 
for  the  fetus.  Gamma  globulin  may  prevent 
clinical  symptoms  but  infants  whose  mothers 
received  this  treatment  have  still  shown  de- 
fects.^’’ Only  45  per  cent  of  the  infants  in 
the  group  studied  by  the  cooperative  Cerebral 
Palsy  study  had  known  exposure.®  This  sug- 
gests that  little  help  could  be  offered  during 
pregnancy  to  a large  portion  of  the  cases  be- 
fore the  maternal  infection.  The  best  answer 
appears  to  be  in  a vaccine  administered  be- 
fore conception.  Such  a vaccine  appears  a 


real  possibility  in  the  near  future  based  on 
present  experimental  work.^® 

Though  prevention  is  not  yet  possible 
other  than  by  isolating  known  cases  of  rubel- 
la, the  parents  of  the  exposed  fetus  must  be 
made  aware  of  the  importance  of  close  follow 
up  for  neonatal  and  later  complications.  Sur- 
gical intervention  is  likely  to  be  needed  in 
cases  of  cataracts,  glaucoma,  and  congenital 
heart  disease.  Other  complications  may  also 
require  special  management. 

Summary 

Recent  developments  in  rubella  have  been 
reviewed.  These  include  problems  of  diag- 
nosis, current  knowledge  of  periods  of  in- 
fectivity,  laboratory  tests,  and  new  aspects 
of  the  congenital  rubella  syndrome. 
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Transabdominal  thoracotomy 


Rodger  E.  MacQuigg,  MD,*  and  James  L.  Werth,  MD,t 

Albuquerque,  New  Mexico 


Thoracotomies  can  be  performed  by 
abdominal  or  other  extra-thoracic 
approaches.  Such  opportunities  are  rare, 
but  practical. 


Alert  surgeons  may  often  spare  patients  an 
additional  incision,  or  even  a separate  opera- 
tion, by  combining  procedures  through  a 
properly  planned  approach.  A frequent  ex- 
ample is  performance  of  a prophylactic  ap- 
pendectomy during  cholecystectomy  through 
the  usual  subcostal  incision.  In  the  past  some 
authors  felt  that  the  risk  of  appendicitis  was 
less  than  that  of  possible  complications  from 
such  a practice,  but  more  recently  it  has 
gained  acceptance  under  suitable  conditions,’^ 
and  the  principle  has  been  successfully  ex- 
tended to  appendix  removal  during  right 
inguinal  herniorrhaphy  without  antibiotic 
coverage.* 

Occasionally  a procedure  will  suggest  it- 
self, which  is  rejected  by  the  careful  surgeon 
largely  from  lack  of  precedent.  We  there- 
fore call  attention  to  successful  resection  of 
thoracic  lesions  by  transdiaphragmatic  ap- 
proach during  laparotomies.  We  find  no 
previous  reports  of  such  a combination  of 
procedures. 

CASE  REPORTS 

Case  1 : A white  male,  aged  47  years,  was  admit- 
ted with  a tentative  diagnosis  of  myocardial  infarc- 
tion because  of  severe  right  parasternal  pain.  This 
was  disproved,  but  translucent  stones  were  found 
on  cholecystogram,  and  chest  films  demonstrated 
a noncalcified  “coin  lesion”  in  the  base  of  the 
right  lung  anteriorly  (Fig.  1).  The  patient  was 
advised  to  have  both  lesions  resected,  with  the 

•From  the  Department  of  Thoracic  Surgery,  Lovelace 
Clinic,  Albuquerque,  New  Mexico. 


t Resident  in  Surgery,  Bataan  Memorial  Methodist 
Hospital. 


understanding  that  cholecystectomy  would  be  per- 
formed first,  since  this  would  be  impractical 
through  a thoracotomy  incision,  and  that  the  coin 
lesion  would  be  resected  during  the  same  opera- 
tion if  all  circumstances  proved  favorable.  It 
should  be  noted  that  the  pulmonary  lesion  was 
not  only  quite  peripheral,  but  was  quite  low  and 
anterior. 


Fig  1.  Roentgenogram  of  “coin  lesion”  right  base 
anteriorly. 


A routine  right  subcostal  incision  was  there- 
fore made,  and  after  retrograde  cholecystectomy 
and  coaptation  of  the  gallbladder  bed,  the  anterior 
portion  of  the  suspensory  Ligament  of  the  liver 
was  incised  sufficiently  to  drop  it,  exposing  the 
anterior  diaphragm.  After  palpation  had  demar- 
cated the  pericardium,  the  diaphragm  was  seized 
with  Allis  clamps,  and  incised  transversely  four 
centimeters  from  the  right  costal  arch.  The  readily 
palpable  pulmonary  lesion  was  isolated  between 
Buie  clamps  and  resected.  The  gross  appearance 
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on  section  was  confirmed  by  frozen  section  as 
hamartoma,  a lesion  which  carries  a good  pro- 
nosis.  (Resection  is  warranted  not  only  by  the 
potential  for  continued  growth  but  for  occasional 
malignancy.  3)  After  the  lung  was  closed  with  a 
lockstitch  of  000  atraumatic  catgut  (Fig.  2),  and 
tested  for  leaks,  the  diaphragm  was  repaired  with 
a lockstitch  of  00  atraumatic  Mersilene.  Since  the 
gallbladder  fossa  had  remained  dry,  abdominal 
drainage  was  omitted.^  Lateral  thoracic  drainage 
was  also  omitted,  although  placement  of  a drain 
could  have  been  readily  accomplished.  No  trans- 
fusion was  given,  since  total  blood  loss  was  esti- 
mated at  less  than  150  cc. 


Fig.  2.  Transabdominal  wedge  resection:  lung 
closure. 


Case  2:  A 52-year-old  housewife  had  been  fol- 
lowed for  two  years  for  a steadily  growing,  though 
apparently  asymptomatic,  tumor.  It  was  located 
in  the  right  cardiophrenic  angle  anteriorly.  Be- 
cause of  radiolucency,  it  was  thought  to  be  fatty 
tissue,  and  the  spherical  outline  suggested  a lipoma 
rather  than  a hypertrophic  fat  pad  (Fig.  3).  She 
also  suffered  from  peptic  esophagitis,  and  barium 
outlined  an  incarcerated  hiatal  hernia.  She  had 
previously  undergone  cholecystectomy  elsewhere 
through  a routine  right  subcostal  incision. 

At  surgery  this  subcostal  incision  was  rede- 
veloped and  extended  into  the  left  rectus  sheath 
to  permit  lateral  retraction  of  the  left  rectus 
muscle.  A Smith  retractor  was  then  applied.  (We 
would  stress  the  utility  of  this  admirable  device 
in  these  cases,  since  it  improves  exposure  even  if 
there  are  adequate  assistants.  It  will  be  recalled 
that  this  retractor  differs  importantly  from  the 
usual  self-retaining  retractor,  in  that  the  entire 
instrument  is  tented  up  from  the  abdominal  cavity 
by  sterile  supports  nmning  down  to  clamps  on 
the  table  (Fig.  4).  This  steady  lifting  of  the 
entire  body  wall,  combined  as  required  with  tilt- 
ing of  the  table  head  up,  or  often  to  one  side. 


Fig.  3.  Roentgenogram  of  tumor  right  lower  me- 
diastinum, AP  and  lateral  views. 
makes  many  difficult  upper  abdominal  proce- 
dures easy.) 

After  incising  the  diaphragm  as  in  the  previous 
case,  the  well  demarcated  tumor  was  readily 
isolated  by  digital  dissection  without  entering  the 
pleural  cavity.  It  arose  from  a broad  pedicle  near 
the  xiphoid,  and  was  removed  with  capsule  intact 
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Fig.  4.  Smith  retractor.  A.  Incised  coronary  liga- 
ment; B.  Side  rail  of  operating  table. 


without  requiring  ligation  of  any  vessels.  The 
diaphragm  was  closed  and  the  hiatal  hernia  cor- 
rected. The  postoperative  course  was  uneventful, 
and  the  x-ray  confirmed  complete  removal  of  the 
tumor  (Fig.  5). 

Granted  that  an  additional  thoracotomy 
incision  in  each  of  these  cases  would  not  have 
materially  increased  the  time  taken  for  sur- 
gery, nor  the  risk,  it  would  have  added  dis- 
comfort. There  would  also  be  an  inevitable 
loss  of  function  of  unpredictable  extent  from 
pleural  adhesions,  which  were  avoided  in  the 
second  case  and  minimized  in  the  first. 

Relevant  progress  has  been  made  in  in- 
vasions of  the  thorax  from  the  upper  end. 


Fig.  5.  Postoperative  chest  film. 


during  exploration  of  the  neck  for  lymph 
node  biopsy.  We  do  not  share  the  feeling  that 
the  thoracic  surgeon  must  always  attain  his 
goals  through  the  rib  cage!  Most  surgeons 
have  been  unable  to  duplicate  the  high  per 
cent  of  positive  scalene  node  biopsies  orig- 
inally reported  by  Daniels.®  However,  one 
may  obtain  good  access  to  the  superior  me- 
diastinum as  well  as  to  the  thoracic  inlet 
through  the  same  incision.  This  may  be  ac- 
complished by  dividing  the  insertion  of  the 
scalene  muscle  on  the  first  rib  as  recom- 
mended by  Reed.®  An  interesting  example 
of  this  approach  is  the  following  case. 

CASE  REPORT 

A debilitated  male,  aged  68  years,  was  admit- 
ted with  multiple  complaints  and  diagnosis  of 
diabetes  mellitus.  Many  years  previously  he  had 
undergone  radical  resection  of  the  right  side  of 
the  neck  after  a removal  of  a facial  malignancy. 
Admission  films  demonstrated  “a  lesion  involving 
the  right  apex  . . . probably  a metastasis,”  and 
there  was  also  an  apparent  mass  protruding  from 
the  right  upper  mediastinum  (Fig.  6) . When 
lesser  methods  for  diagnosis  were  exhausted,  he 
was  transferred  to  the  thoracic  surgery  service  for 

{ 

4 

Fig.  6.  “Lesion  in  right  apex  with  mass  in  right 
upper  mediastinum.”  (Third  case.) 

biopsy,  presumably  by  thoracotomy.  Because  of 
debility,  and  the  likelihood  or  irresectability,  we 
decided  first  to  explore  the  right  scalene  fossa. 
On  finding  no  significant  nodal  material  in  the 
scalene  fat  pad,  the  scalene  muscle  was  divided 
and  the  superior  mediastinum  explored.  The 
lesion  projecting  from  the  mediastinal  silhouette 
was  found  to  be  a markedly  distorted  carotid 
artery,  though  no  tumor,  atherosclerotic  plaques 
or  other  mediastinal  pathology  were  palpable.  The 
dome  of  the  right  pleural  cavity  was  then  entered 
and  the  lung  palpated,  as  the  anesthesiologist 
maintained  expansion,  but  no  pulmonary  disease 


92 


Rocky  Mountain  Medical  Journal 


was  revealed.  It  was  then  evident  that  the  ap- 
parent right  apical  mass  was  actually  pronounced 
kinking  of  the  right  subclavian  artery,  with  a 
sharp  bend  down  through  the  superior  thoracic 
aperture.  This  condition  is  not  extremely  rare, 
as  shown  by  Hsu  and  Ristin.''^  The  6.0  cm.  wound 
was  closed  without  drainage.  The  patient  resumed 
his  normal  activity  next  day,  again  illustrating 
in  a very  poor  risk  patient  the  occasional  value 
of  thoracotomy  through  an  indirect  approach. 


Summary 

Transdiaphragmatic  resection  of  suitable 
thoracic  lesions  during  laparotomy,  although 
hitherto  undescribed,  has  been  demonstrated 
as  practical  by  clinical  trials.  Opportunism 
is  recommended  in  selecting  approaches  for 
thoracotomy. 

The  neck  may  be  utilized  for  access  to  the 
superior  mediastinum  and  thoracic  inlet.  • 
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Maternity  care  in  New  Mexico* 

J.  P.  Voute,  MD,  Santa  Fe,  New  Mexico 


Maternal  and  child  mortality  and  morbidity 
can  be  reduced  by  the  establishment  of 
maternity  clinics  in  areas  of  socio-economic 
deprivation. 


It  is  ESTIMATED  that  95  per  cent  of  all  de- 
liveries in  this  country  take  place  in  hospitals 
and  are  performed  by  physicians.  Thus  95 
per  cent  of  all  pregnant  women  have  the 
benefit  of  high  quality  care  in  terms  of  pro- 
fessional skill  and  modern  technic  and  equip- 
ment. Despite  this  quality  delivery  care  it 
is  surprising  to  find  that  in  1962  the  United 
States  ranked  eleventh  in  infant  mortality 
rates  among  15  countries,  with  relatively 
complete  reporting  using  the  W.H.O.  defini- 
nitions  of  live  birth  and  of  infant  death  (25.3 
per  1,000  live  births).  In  1964  this  rate  was 
24.2  per  1,000  live  births  in  the  U.S.,  and  it 

‘From  the  Maternal  and  Child  Health  Division  of  the 
New  Mexico  Department  of  Public  Health. 


was  29.2  in  New  Mexico,  which  is  second 
highest  among  the  eight  mountain  states. 

Besides  maternal  and  fetal  death,  we  are 
also  concerned  about  the  health  of  the  mother 
and  child.  The  impact  of  a stillborn  baby  or 
of  an  infant  death  is  acute  and  great,  but 
the  impact  of  lifelong  physical  or  mental  dis- 
ability is  of  much  longer  duration,  and  as 
such  it  is  even  greater  to  the  parents  and  to 
the  society.  Many  congenital  disabilities  can 
be  prevented,  not  only  with  adequate  pre- 
natal care,  but  also  earlier  in  the  women’s 
life  with  attention  to  nutritional  status,  im- 
munization against  the  viral  diseases,  health 
education,  sex  education,  pre-marital  exam- 
ination and,  in  the  future  perhaps,  genetic 
counseling.  In  this  paper  we  will  make  an 
effort  to  assess  the  pattern  of  prenatal  care 
in  New  Mexico. 

Available  figures  on  prenatal  care  are 
mostly  derived  from  large  metropolitan  gen- 
eral hospitals  and  public  health  department 
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clinics.  An  estimated  20  to  50  per  cent  of 
clients  of  these  institutions  did  not  receive 
any  ante-natal  care.^’^  For  obvious  reasons, 
figures  concerning  non-metropolitan  and 
rural  areas  are  difficult  to  obtain,  and  less 
available.  A study  in  California  revealed 
that  an  estimated  10  to  40  per  cent  of  the 
mothers  delivered  in  county  hospitals  had 
not  received  any  prenatal  care.® 

Data 

Assuming  that  the  legally  required  blood 
serology  is  generally  done  as  soon  as  a preg- 
nant woman  registers  for  care  in  the  physi- 
cian’s office,  maternity  clinic  or  hospital,  it 
seemed  justified  to  use  known  serology  data 
as  a yardstick  for  the  time  women  seek  pre- 
natal care.  This  information  was  collected 
from  the  birth  certificates  in  New  Mexico 
during  1964.  The  Division  of  Vital  Statistics 
of  the  Public  Health  Department  assembles 
these  data  and  lists  them  as  follows:  (1)  first 
trimester,  (2)  second  trimester,  (3)  third 
trimester,  (4)  at  time  of  delivery,  (5)  none, 
and  (6)  date  of  serology  unknown. 

Table  1 suggests  that  at  least  35  per  cent 
of  the  women  seek  maternity  care  in  the 
first  trimester  and  that  (columns  4 plus  5) 
4 per  cent  of  the  women  had  no  prenatal  care. 
Likewise,  if  it  is  permissible  to  label  column 
3 as  “inadequate  prenatal  care,”  a total  of 
33  per  cent  of  the  women  received  inade- 
quate or  no  prenatal  care. 

An  effort  was  then  made  to  study  pre- 
natal care  in  relation  to  urban  population, 
rural  population  and  socio-economic  condi- 
tion. For  that  purpose,  all  city  and  county 
figures  with  more  than  10  per  cent  date- 
unknown  were  eliminated  as  being  unsuit- 
able for  further  study.  Of  the  remaining 
material,  we  separated  a group  (Table  2)  of 
“good  prenatal  care,”  which  consisted  of 
those  cities  or  counties  with  50  per  cent  or 
more  first  trimester  serologies,  and  another 
group  (Table  3)  of  “poor  prenatal  care,” 
which  consisted  of  counties  with  10  per  cent 
or  less  first  trimester  serologies.  It  is  obvious 
that  none  of  the  figures  in  Tables  2 and  3 
have  absolute  validity.  However,  certain 
relationships  between  the  prenatal  care  peo- 
ple seek  and  receive,  their  living  conditions 
in  terms  of  urban  or  rural  location  and  socio- 
economic factors  can  be  observed.  No  atten- 


tion was  paid  to  any  cultural  patterns  among 
minority  groups  such  as  the  Spanish-Amer- 
ican  or  Indian  population. 

We  then  proceeded  to  study  a group  of 
women  exclusively  from  low  income  strata. 
For  this  purpose  we  studied  a random  sample 
of  284  women  who  delivered  in  1964  in 
Bernalillo  County  Indian  Hospital  in  Albu- 
querque. Table  4 shows  at  what  time  during 
gestation  these  women  received  their  first 
prenatal  care,  and  Table  5 shows  the  time 
of  their  serologies.  Table  5 shows  that  the 
use  of  serology  data  is  probably  justified,  as 

TABLE  1 

TIME  OF  SEROLOGY  DURING  PREGNANCY,  1964 


(in  percent) 

Total 

1 

2 

3 

4 

5 

6 

De- 

first 

second 

third 

at 

date 

liveries 

trim 

trim 

trim 

delivery 

none 

unknown 

26.392 

35% 

18% 

29% 

1.4% 

2.6% 

13.6% 

TABLE  2 

FIFTY  PER  CENT  OR  MORE  SEROLOGIES  IN 
FIRST  TRIMESTER 


City  or 

County  Percentage 

median 

family 

income 

1960 

welfare 
recipients 
(Per  M) 
1963 

unem- 

ployment 

pet. 

1963 

illegi- 

timate 

births 

pet. 

1963 

Los  Alamos 

70% 

$9,269 

0.43 

1.7 

2.9 

Roswell 

63% 

5,187 

38.4 

4.4 

4.9 

Albuquerque 

56% 

6,252 

47.1 

3.8 

6.6 

Lincoln  Co. 

50% 

3,912 

50.4 

4.7 

1.04 

TABLE  3 

TEN  PERCENT  OR  LESS  SEROLOGIES  IN 
FIRST  TRIMESTER 


illegi- 

median  welfare  unem-  timate 
family  recipients  ployment  births 


City  or 

County  Percentage 

income 

1960 

(Per  M) 
1963 

pet. 

1963 

pet. 

1963 

Guadalupe  Co. 

0% 

$3,289 

140.0 

7.6 

11.1 

Taos  Co. 

0.6% 

2,204 

161.4 

13.3 

7.1 

Sandoval  Co. 

5.0% 

2,409 

92.7 

6.5 

23.0 

Sierra  Co. 

5.0% 

3,269 

122.3 

3.5 

2.5 

McKinley  Co. 

10.0% 

4,397 

58.5 

5.3 

9.7 

TABLE  4 

TIME  OF  FIRST  PRENATAL  VISIT 


TOTAL  Weeks  of  Gestation 

0-12  12-24  24-36  36-up  No  Serology 


284  5 35  103  37  104 

(1.8%)  (12.3%)  (36.3%)  (13%)  (36.6%) 


TABLE  5 

TIME  OF  SEROLOGY  DURING  PREGNANCY 


TOTAL  Weeks  of  Gestation 

0-12  12-24  24-36  36-up  No  Prenatal  Care 


284  5 29  97  103  .50 

(1.8%)  (10.2%)  (34.2%)  (36.2%)  (17.6%) 
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the  figures  for  the  dates  of  serology  taken 
are  consistent  with  those  of  the  first  prenatal 
visits  (compare  Tables  4 and  5). 

If  we  compare  the  figures  of  Table  4 with 
the  state  figures  based  on  the  serology  data 
the  shift  toward  no  prenatal  or  inadequate 
prenatal  care  in  this  underprivileged  hospital 
group  is  appalling.  The  prematurity  rate  in 
this  group  of  284  women  was  14  per  cent  (40 
women) ; 67.5  per  cent  of  those  received 
prenatal  care  after  the  36th  week  or  none 
at  all  (49.6  per  cent  for  the  total  group.) 
The  number  of  stillbirths  was  eight  (2.8%); 
five  of  those  received  prenatal  care  after 
36th  week  or  none  (62.5%).  The  number  of 
out  of  wedlock  pregnancies  was  68  (24%); 
22  of  those  were  primigravidae  and  46  multi- 
gravidae.  Table  6 shows  their  behavior  pat- 
tern in  regard  to  prenatal  care. 


TABLE  6 

ILLEGITIMATE  PREGNANCY  AND  DATE  OF 
FIRST  VISIT 


Number  of  Women 

Weeks  of 

Gestation 

0-12 

12-24 

24-33 

36-No  Care 

68  3 7c 

3% 

38.2% 

58.8% 

Total  Group 

284  1.8% 

12.3% 

36.3% 

49.6% 

Conclusions  from  this  study  can  be  sum- 
marized as  follows: 

1.  Prenatal  care  received  by  low  income 
women  delivered  in  Bernalillo  County  Indian 
Hospital  in  Albuquerque  was  considerably 
less  than  the  state  average. 

2.  Prematurity  rate  was  above  the  state 
average  (14%  and  9.6%). 

3.  The  stillbirth  rate  was  above  the  state 
average  (2.8%  and  1.3%). 

4.  The  illegitimate  birth  rate  was  con- 
siderably above  the  state  average  (24%  and 
7.4%). 

Discussion 

In  New  Mexico  then,  as  in  many  places, 
there  is  unsatisfactory  utilization  of  prenatal 
care  facilities,  particularly  by  the  low  socio- 
economic population  groups.  I believe  the 
medical  profession,  both  in  private  practice 
and  in  public  health,  cannot  be  satisfied 
with  this  situation.  A chain  is  not  stronger 
than  its  weakest  link,  and  as  long  as  prenatal 
care  remains  a weak  link,  the  strength  of 
the  chain  of  total  maternity  care  is  jeopard- 
ized. 


We  now  know  that  prenatal  care  is  in- 
sufficient, not  because  physicians,  by  and 
large,  don’t  offer  it  in  the  same  humanitarian 
way  in  their  offices  as  they  do  at  delivery, 
but  because  the  low-socio-economic  groups 
for  reasons  like  poor  education,  poorly  de- 
veloped motivation,  and  many  other  factors, 
fail  to  seek  it.^’®  Gardiner®  in  a compre- 
hensive study  of  730  impoverished  patients 
found  that  76  per  cent  of  the  pregnant 
women  knew  they  should  seek  prenatal  care 
early  in  pregnancy,  but  that  only  16  per  cent 
acted  accordingly.  Evidently  their  motiva- 
tion to  seek  medical  care  is  limited  to  the 
crisis  situation  of  acute  physical  or  mental 
distress.  Pregnancy  by  these  people  is  not 
experienced  as  a crisis  situation  until  the 
time  of  delivery  or  until  some  dramatic  com- 
plication becomes  manifest. 

The  conclusion  therefore  must  be  that 
prenatal  care  will  have  to  be  brought  closer 
to  the  population  by  means  of  health  educa- 
tion, case-finding,  and  expanded  communica- 
tion with  the  poorly  motivated  population 
groups.  This  means  establishment  of  prop- 
erly equipped  maternity  clinics  in  poor 
neighborhoods  and  proper  utilization  of  man- 
power in  the  health  fields  (nurses,  social  and 
case  workers,  etc.)  to  induce  the  people  to 
use  these  facilities.  Perhaps  even  volunteer 
groups  can  perform  these  tasks  effectively, 
as  in  New  Zealand.’’ 

The  practicing  physician  lacks  the  time 
to  reach  out  into  the  community  in  such  a 
manner.  More  important,  solicitation  of  pa- 
tients is  not  consistent  with  the  ethical  code 
and  the  classical  doctor-patient  relationship. 
Health  education  in  the  physician’s  office 
is  geared  toward  the  needs  of  the  bulk  of 
American  middle  class  population.  This 
group  generally  thinks  in  terms  of  long  term 
planning  for  goals  to  be  achieved  in  life. 
Preventive  and  curative  health  care  for  the 
family  are  integral  parts  of  this  planning. 
The  general  pattern  in  the  low  socio-eco- 
nomic strata  is  very  different;  there  is  a 
passive  attitude  towards  the  events  of  life 
with  very  little  or  no  planning  at  all.® 

The  solution  then  must  be  that  public 
health  and  private  practice  join  hands  with 
a common  goal  to  fill  the  deplorable  gaps  in 
maternity  care  in  the  low  socio-economic 
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strata  of  our  society.  This  is  a feasible  goal 
provided  the  two  disciplines  recognize  their 
specific  contributions  to  reach  this.  Once 
this  goal  is  reached  it  is  up  to  the  physician 
in  the  clinic  to  provide  quality  prenatal  care, 
assisted  by  the  necessaiy  auxiliary  manpower 
and  for  this  purpose  he  must  agree  to  tem- 
porarily leave  the  shell  of  his  office  in  ex- 
change for  the  clinic  environment. 

We  recognize  that  the  clinic  setting  does 
not  match  that  of  the  private  medical  office. 
The  free  choice  of  physician,  for  one  thing, 
cannot  be  guaranteed,  where  physicians  will 
participate  on  a rotating  basis.  It  has  been 
said  that  the  clinic  service  is  discriminatory 
against  the  low  income  people,  and  this  dis- 
courages some  physicians  from  participating 
in  the  service.  I do  not  believe  this  is  a valid 
objection  after  what  has  been  said  previous- 
ly in  this  paper.  The  need  for  prenatal  care 
is  the  dominant  and  decisive  factor. 


Conclusions 

In  planning  services  to  the  underprivi- 
leged, our  objectives  can  best  be  formulated 
as  follows: 

(1)  to  reduce  mortality  and  morbidity 
rates  by  rendering  preventive  ma- 
ternity services  to  all  women, 

(2)  to  make  such  services  available  and 
accessible  to  women  in  the  low  socio- 
economic strata  of  the  population. 

(3)  to  accomplish  the  latter  by  moving 
these  services  out  into  “poor  neighbor- 
hoods” and  into  rural  areas  at  pres- 
ent deprived  of  such  services,  and 

(4)  to  utilizing  case-finding  and  health 
education  technics  to  motivate  women 
to  seek  early  prenatal  care  in  these 
facilities. 
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Abstract  of  Minutes 

House  of  Delegates  of 

The  New  Mexico  Medical  Society 

Eighty-Fifth  Annual  Meeting 
May  18-20,  1967 

The  House  of  Delegates  held  two  sessions  at 
its  Eighty-Fifth  Annual  Meeting  in  Santa  Fe,  New 
Mexico,  May  18-20,  1967.  The  Speaker,  Hugh  B. 
Woodward,  and  Vice-Speaker,  Ronald  Dom,  al- 
ternated in  presiding  before  the  House.  At  the 
first  meeting  all  reports  published  in  the  Hand- 
book and  all  supplemental  reports  and  resolutions 
which  had  been  mimeographed  after  publication 
of  the  Handbook,  as  well  as  verbal  and  typed 
resolutions  introduced  on  the  floor  of  the  House, 
were  referred  to  appropriate  reference  commit- 
tees. 

FIRST  SESSION 
May  18,  1967 

The  House  was  called  to  order  at  2:00  p.m. 
Jack  C.  Redman  pronounced  the  invocation.  Sixty- 
nine  delegates  answered  the  roll  call,  including 
certified  substitute  alternates. 

Zigmund  W.  Kosicki,  Santa  Fe,  Vice-President, 
Southwestern  Medical  Association,  announced  that 
the  SMA  will  meet  in  conjunction  with  a meeting 
of  the  Texas  Medical  Association  in  El  Paso, 
February  8-10,  1968,  at  the  Sheraton  Motor  Inn. 
All  New  Mexico  physicians  are  cordially  invited. 

The  Speaker  announced  that  Ira  A.  Budwig, 
Fraternal  Delegate  from  Texas  Medical  Associa- 
tion, was  unable  to  attend  this  meeting. 

The  Speaker  invited  Tom  Alphin,  M.D.,  Medical 
Director,  Equitable  Life  Assurance  Society,  to 
bring  greetings  to  the  delegates.  Dr.  Alphin  com- 
mented that  we  have  passed  almost  one  year  of 
Medicare,  and  that  in  that  time,  the  administra- 
tion of  the  program  had  run  smoothly.  He  pointed 
out  that  management  of  Medicare  was  just  as 
near  as  your  telephone  in  Albuquerque  and  urged 
physicans  to  call  whenever  there  was  a difference 
in  opinions. 

The  President  of  the  Society,  Dr.  Tom  Carr,  was 
recognized  for  the  purpose  of  presenting  the  A.  H. 
Robins  Community  Service  Award  for  1967.  Dr. 
Carr  explained  that  the  recipient  of  the  Award 


(Condensed  and  abstracted  from  the  stenographic  min- 
utes kept  by  Mrs.  Ralph  R.  Marshall.  Reports  referred 
to  but  not  reproduced  herein  were  distributed  to  all 
members  of  the  House  in  mimeographed  form.  Copies 
of  all  reports  are  on  file  in  the  Executive  Office  of  the 
Society  and  in  the  office  of  the  Secretary  of  each  com- 
ponent society,  available  for  study  by  any  member,  and 
together  with  this  abstract,  present  in  full  all  proposals 
as  well  as  actions  taken  upon  them.) 


was  selected  by  the  House  of  Delegates  at  the 
Interim  Meeting  in  1966,  and  that  the  one  chosen 
for  this  year  was  Jack  C.  Redman,  Albuquerque. 
Dr.  Redman  indicated  his  great  pleasure  at  having 
been  selected  to  receive  the  Award. 

The  Speaker  called  on  Dr.  Carr,  President,  for 
a report.  Dr.  Carr  called  to  the  attention  of  the 
delegates  certain  items  in  the  Delegates’  Handbook 
which  should  merit  special  consideration.  He 
stated  that  the  philosophy  of  the  1967  reports  can 
be  simply  phrased:  “Early  and  knowledgeable, 
coordinated  and  firm,  professional  and  completely 
united  advice  to  improve  the  health  of  New 
Mexico’s  citizens.” 

Dr.  Woodward  recognized  Dr.  Carr  for  the 
pirrpose  of  making  a presentation  to  Reginald  Fitz, 
M.D.,  Dean,  University  of  New  Mexico'  School  of 
Medicine.  Dr.  Carr  presented  a check  for  $3,711.19 
to  Dr.  Fitz  from  the  American  Medical  Association 
Education  and  Research  Foundation  (AMA-ERF). 

Dr.  Fitz  expressed  his  deep  satisfaction  in  re- 
ceiving unrestricted  gifts  to  the  University  which 
are  not  subject  to  review  by  any  body  or  group 
and  will  allow  implementation  and  development 
of  new  programs  that  have  not  been  written  into 
any  fixed  budget. 

Dr.  Fitz  gave  a most  interesting  oral  report 
on  the  programs  of  the  School  of  Medicine,  cover- 
ing the  areas  of:  the  medical  students,  the  pro- 
fessional faculty  and  the  building  program. 

Albert  Schwichtenberg,  Albuquerque,  Chair- 
man, AMA  Coimcil  on  National  Secirrity,  reported 
on  the  activities  of  the  AMA  Council.  Dr. 
Schwichtenberg  informed  the  delegates  that  he 
presented  testimony  before  Congress  on  behalf 
of  the  AMA  concerning  the  doctor  draft.  He  indi- 
cated that  the  AMA,  in  his  testimony,  recom- 
mended the  broadening  of  the  draft  base  to  in- 
clude foreign  physicians  until  age  35  similarly 
to  all  other  physicians,  the  inclusion  of  female 
physicians  who  now  constitute  about  7 per  cent 
of  the  graduating  classes,  the  drafting  of  osteo- 
paths and  eliminating  service  with  the  U.S.P.H.S. 
as  fulfilling  military  draft  obligation.  He  stated 
that  this  latter  group  now  takes  in  about  a 
thousand  physicians  a year,  which  the  Council 
feels  should  not  be  obtained  through  the  draft 
mechanism  established  to  meet  military  require- 
ments. 

Speaker  Woodward  called  for  supplemental 
committee  reports  and  resolutions.  All  supple- 
mental reports  and  resolutions  were  referred  to 
an  appropriate  reference  committee. 

The  speaker  appointed  the  following  to  mem- 
bership on  reference  committees: 

A.  Administrative  Matters: 

John  F.  Griffin,  Chairman,  Albuquerque 

Rex  Quigley,  Hobbs 

Hoyt  McClintock,  Clovis 

Melvin  Hester,  Alamogordo 

U.  G.  Hodgin,  Jr.,  Albuquerque 
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B,  Legi.slation  and  Public  Affairs: 

James  R.  Gay,  Chairman,  Albuquerque 
Morton  Dann,  Roswell 
Robert  McComas,  Las  Cruces 
John  Smoker,  Raton 
Julius  Wilson,  Santa  Fe 

C.  Miscellaneous  Business: 

Robert  S.  Grier,  Chairman,  Los  Alamos 
Howard  Lawrence,  Artesia 
Isaac  Terr,  Las  Vegas 
Livingston  Parsons,  Albuquerque 
Jesse  Wallace,  Tucumcari 

Speaker  Woodward  stated  that  previous  rulings 
of  the  House  of  Delegates  have  requested  that 
Reference  Committee  reports  be  kept  secret  and 
not  available  to  any  members  of  the  Society  until 
one  hour  prior  to  the  second  session  of  the  House. 
Because  there  was  a day  between  sessions,  it  was 
the  Speaker’s  opinion  that  it  would  be  more  con- 
venient and  beneficial  to  the  consideration  of  im- 
portant business  of  this  House  to  make  these  re- 
ports available  earlier.  The  House  concurred  in 
this  opinion. 

Dr.  Robert  Beaudette,  Chairman,  NEMPAC, 
announced  that  Senator  Carl  Curtis,  from  Ne- 
braska, would  be  the  banquet  speaker  for  NEMPAC 
and  invited  all  delegates  to  attend. 

SECOND  SESSION 
May  20,  1967 

The  House  was  called  to  order  at  3:00  p.m., 
Saturday,  May  20,  1967,  with  sixty-eight  delegates 
answering  the  roll  call,  including  accredited  sub- 
stitute alternates. 

Speaker  Woodward  appointed  the  following 
tellers  for  the  election:  Don  R.  Clark,  Chairman, 
J.  Hcnt  Burreis  and  C.  H,  Peterson. 

Report  of  Reference  Committee  on  Administrative 
Matters 

The  following  published  reports  considered  by 
the  Reference  Committee  were  for  information  only, 
included  no  recommendations,  and  required  no  policy 
action,  and  were  therefore  et-derd  filed: 

Delegate  to  American  Medical  Association,  Annual 
and  Supplemental  Reports 
Auxiliary  to  the  New  Mexico  Medical  Society 
Council,  Annual  Report  with  Appendixes  A and  B 
Mental  Health  and  Alcoholism 
Rocky  Mountain  Medical  Journal 
Advisory  Committee  to  Selective  Service 
Grievance  Committee,  Supplemental  Report 
Appendix  C of  the  Annual  Report  of  the  Council 
was  disapproved  and  a substitute  resolution  was  ap- 
proved in  lieu  of  the  original  resolution.  The  sub- 
stitute resolution  asks  the  Dean  of  the  University 
of  New  Mexico  School  of  Medicine  to  encourage  resi- 
dents and  interns  to  tour  the  State  with  the  officers, 
committee  chairmen  and  Executive  Secretary  of  the 
New  Mexico  Medical  Society  for  the  purpose  of 
meeting  practicing  physicians  in  their  natural  en- 
vironment. The  interns  and  residents  and  their 
spouses  will  also  accompany  faculty  members  and 
officials  of  the  Regional  Program,  with  their  ex- 
penses being  paid  by  the  Regional  Medical  Program 
or  other  suitable  funds. 

The  Annual  Report  of  the  Grievance  Committee 
was  amended  by  omitting  the  names  of  the  involved 
physicians  and  requesting  that  the  future  chairman 
of  the  Grievance  Committee  be  advised  to  use  anony- 
mous terms  such  as  “the  complainant”  or  “the  in- 
volved physician.” 

The  Reference  Committee  requested  that  the  Pres- 
ident consider  the  advisability  of  having  the  “Pur- 
poses and  Scope  of  the  Grievance  Committee”  revised 
to  Include  procedural  guidelines. 

Bernalillo  County  Medical  Association  sponsored 
a resolution  pointing  up  the  needs  of  the  University 
of  New  Mexico  School  of  Medicine  Library  and  ask- 
ing for  the  financial  support  of  the  membership  in 


the  amount  of  $10.00  per  year.  The  Reference  Com- 
mittee was  of  the  opinion  that  all  members  of  the 
State  Society  should  be  apprised  of  the  plans  and 
potential  of  the  School  of  Medicine  Library,  and  that 
the  project  most  certainly  deserves  the  support  of 
the  Society  and  its  members.  The  overwhelming 
majority  of  witnesses  indicated  a dissatisfaction  with 
the  proposal  advanced  by  the  Bernalillo  County  reso- 
lution; therefore,  the  Reference  Committee  recom- 
mended disapproval  of  the  resolution,  and  the  Com- 
mittee’s recommendation  was  sustained  by  the  House. 

The  1967-68  Budget,  contained  in  the  Tupple- 
mental  Council  Report,  came  in  for  much  debate  since 
the  budget  contained  an  item  of  $2,050.00  to  be  paid 
to  the  Education  Account  of  the  New  Mexico  Political 
Action  Committee.  The  Reference  Committee  was  of 
the  opinion  that  there  was  considerable  question  as 
to  the  efficacy  of  the  present  program,  that  there 
was  some  room  for  evidence  of  a biased  viewpoint  by 
the  NEMPAC,  and  that  considerable  argument  could 
be  advanced  for  the  complete  separation  of  NEMPAC 
and  the  activities  of  the  New  Mexico  Medical  Society, 
and  recommended  that  the  increased  appropriation 
be  disapproved.  (Budget  Committee  recommended  to 
Council  $1,300.00  for  NEMPAC  and  Council  increased 
this  request  by  $750.00).  The  recommendation  of  the 
Reference  Committee  was  not  sustained  by  the  dele- 
gates by  a vote  of  24  in  favor,  with  39  opposed. 

T'he  Supplemental  Report  of  the  Council,  with  the 
exception  of  Item  D — NEMPAC  Budget,  was  approved 
and  included: 

a)  That  the  five  delinquent  members  be  notified 
that  if  their  dues  are  not  paid  by  July  1,  1967, 
as  provided  in  the  Bylaws,  Chapter  1,  Sec.  3, 
they  will  be  expelled  from  membership. 

b)  T'hat  Don  L.  Marketto,  Las  Cruces,  be  granted 
a year’s  extension  of  time  to  take  the  Orienta- 
tion Course. 

c)  That  Marcus  Smith,  be  reappointed  as  Scientific 
Editor  for  New  Mexico  for  the  Rocky  Mountain 
Medical  .fournal. 

d)  That  the  employment  agreement  with  Mr. 
Howard  Houk,  Legal  Counsel,  be  renewed  for 
another  year. 

e)  The  employment  agreement  with  Mr.  Bob  Reid, 
Public  Relations  Counsel,  was  not  renewed  for 
the  reasons  that  the  Council  wished  to  cen- 
tralize our  Public  Relations  in  Albuquerque 
rather  than  El  Paso,  and  are  also  trying  to 
anticipate  the  type  of  assistance  needed  in  the 
future  for  the  Executive  Secretary. 

f)  Approved  a budget  anticipating  $65,863.00  in  in- 

come and  expenses  of  $65,824.00. 

The  Reference  Committee  considered  the  invita- 
tion from  Eddy  County  Medical  Society  for  the  Tenth 
Interim  Meeting  of  the  New  Mexico  Medical  Society  to 
be  held  in  Carlsbad  in  November,  1968,  and  recom- 
mended approval  of  the  invitation.  The  House  ap- 
proved the  request. 

Report  of  Reference  Committee  on  Legislation  anil 
Public  Affair.s 

The  following  published  reports  considered  by 
the  Reference  Committee  were  for  information  only, 
included  no  recommendations,  required  no  policy  ac- 
tion, and  were  therefore  ordered  filed: 

Adjudication  and  Liaison  Committee  to  Health  In- 
surance Carriers,  Annual  and  Supplemental  Re- 
ports. 

Advisory  Committee  to  the  Department  of  Public 
Welfare 

Legislation  and  Public  Policy  Committee 

Public  Health  Committee 

Public  Relations  Committee 

New  Mexico  Physicians’  Service  Board 

The  Reference  Committee  recommended  and  the 
House  sustained  the  request  of  the  Reference  Com- 
mittee that  the  following  recommendation  of  the  Fee 
Committee  be  approved: 

a)  That  the  New  Mexico  Medical  Society  sign  a 
letter  of  agreement  with  the  Veterans  Admin- 
istration for  fiscal  year  1968  fees  on  the  basis 
of  the  California  Relative  Value  Index  of  1961 
with  a coefficient  of  5.5  unless  the  Veterans 
Administration  agrees  to  our  primary  proposal 
for  Usual  and  Customary  Fees. 

b)  That  the  New  Mexico  Medical  Society  sign  the 
Medicare  ODMC  Contract,  overdue  since  April 
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1,  1967,  only  if  the  Contract  fee  errors  noted 
elsewhere  in  this  report  are  corrected  to  the 
satisfaction  of  the  Fee  Committee. 

c)  That  the  President,  the  Council  and  the  Ad- 
visory Committee  to  the  Department  of  Wel- 
fare be  urged  by  the  House  to  take  whatever 
steps  are  appropriate  to  reinforce  the  Fee  Com- 
mittee’s request  that  the  DPW  remove  the  highly 
undesirable  quantitative  restrictions  on  medi- 
cal services  available  to  DPW  clients  under 
Title  XIX. 

d)  Concerning  Title  XVIII,  Medicare  Over  65,  that 
all  physicians  be  urged  to  “watchdog”  the 
matters  of  fees  and  adjudications,  and  that  any 
arbitrary  failure  to  pay  Usual  and  Customary 
fees  be  reported  to  the  Adjudication  Committee. 

e)  T'hat  the  House  of  Delegates  urge  all  members 
of  the  New  Mexico  Medical  Society,  through  the 
Newsletter,  to  charge  Usual  and  Customary  fees 
to  the  Division  of  Vocational  Rehabilitation  for 
all  services  including  Teachers  Retirement  Ex- 
aminations, State  Rehabilitation  Training  and 
Social  Security  Disability  Determination  ex- 
aminations. 

f)  That  a replacement  on  the  Fee  Committee,  due 
to  Dr.  Paul  Turner’s  departure  from  the  state, 
be  appointed  by  the  President  or  by  the  Fee 
Committee  if  the  President  so  orders,  and  that 
the  appointee  be  either  a pathologist,  anesthesi- 
ologist or  urologist,  preferably  from  the  north- 
eastern quarter  of  the  state. 

g)  Reminded  the  House  that  it  had  previously 
asked  Blue  Shield  to  resurvey  the  fee  data  used 
in  the  “Usual  and  Customary”  fee  system  “at 
least  every  two  years,  or  periodically  as  mu- 
tually agreeable  to  Blue  Shield  and  the  Medical 
Society,  and  that  previous  survey  was  accom- 
plished during  the  months  of  February,  March, 
April  and  May;”  therefore  requested  that  a 
new  survey  be  accomplished  during  the  year 
1967,  and  that  Blue  Shield  and  Equitable  As- 
surance Society  of  America  be  asked  to  help  the 
Medical  Society  conduct  such  a survey. 

The  Reference  Committee  sponsored  a special 
resolution,  which  was  approved  by  the  House,  com- 
mending John  J.  Corcoran,  Chairman,  Pee  Committee, 
and  Fred  Hanold,  Acting  Chairman,  Adjudication  and 
Liaison  Committee  to  Health  Insurance  Carriers,  and 
the  members  of  each  committee,  for  their  diligent 
and  fruitful  efforts  on  behalf  of  the  New  Mexico 
Medical  Society. 

The  Reference  Committee  substituted  its  own  reso- 
lution for  one  introduced  by  the  Santa  Fe  County 
Medical  Society  calling  on  the  Board  of  Directors  of 
Surgical  Service  to  provide  a means  of  assignment 
of  benefits  to  non-participating  physicians. 

A resolution  sponsored  by  Chaves  County  sup- 
porting AMA  policy  concerning  prescribing  drugs 
was  disapproved,  and  a substitute  resolution  of  the 
Reference  Committee  was  approved  which  recom- 
mended that  physicians  be  free  to  use  either  the 
generic  or  brand  name  in  prescribing  drugs  and  that 
physicians  supplement  medical  judgments  with  cost 
consideration  in  making  this  choice. 

Report  of  the  Reference  Committee  on  Uliseellaneous 
Rii.<siness 

The  following  published  reports  considered  by  the 
Reference  Committee  were  for  information  only,  in- 
cluded no  recommendations,  required  no  policy  action 
and  were  therefore  ordered  filed. 

Accident  Prevention  Committee 

Constitution  and  Bylaws  Committee 

Insurance  Committee 

Liaison  Committee  To  Allied  Professions 

Liaison  Committee  to  UNM  School  of  Medicine 

Medical-Legal  Committee 

Maternal  and  Perinatal  Mortality  Committee 

Committee  on  Medicare  for  O.D.M.C. 

The  Reference  Committee  considered  the  Accident 
Prevention  Committee  Report  at  length  and  com- 
mented that  the  report  reflected  a great  deal  of  useful 
and  worthwhile  effort  and  accomplishment  and  that 
its  aims  and  purposes  should  be  encouraged  further. 

There  was  discussion  in  the  Reference  Committee 
hearings  regarding  the  council  districts.  It  was  the 
opinion  of  the  Committee  that  presently  the  council 
districts  are  based  on  geographic  and  physical  acces- 
sibility of  the  councilors  to  their  constituents  and  that 
there  seemed  little  to  gain  by  redistricting  on  a 
physician-population  basis. 


The  Reference  Committee  agreed  with  the  state- 
ments made  before  the  Committee  by  Dr.  Reginald 
Fltz,  Dean,  UNM  Medical  School,  that  the  work  of 
the  Liaison  Committee  to  the  New  Mexico  School  of 
Medicine  was  valuable  and  that  the  accomplishments 
of  the  Committee  have  been  mutually  beneficial  to 
the  Medical  School  and  the  Medical  Society. 

The  Medicine  and  Religion  Committee  recom- 
mended that  a policy  be  established  regarding  con- 
tinuity for  the  Chairman  of  the  Committee,  members 
of  the  Committee  and  Subcommittee  members.  The 
Reference  Committee  concurred  in  this  suggestion 
and  the  Speaker  announced  that  this  suggestion 
would  be  transmitted  to  the  President  of  the  Society 
for  his  consideration.  T'he  Committee’s  request  for 
a budget  item  was  not  considered  inasmuch  as  this 
item  was  referred  to  a different  committee  for  con- 
sideration. 

The  House  unanimously  approved  the  follow- 
ing resolution  which  was  submitted  by  the  Public 
Health  Committee: 

“The  New  Mexico  Medical  Society  acknowledges  and 
pays  tribute  to  the  very  great  services  to  New 
Mexico  and  to  the  medical  profession,  both  in  the 
areas  of  public  health  and  the  private  practice  of 
medicine,  of  Miss  Myrtle  Greenfield,  former  Direc- 
tor of  the  State  Health  Laboratory  from  1920-1956, 
whose  death  March  12,  1967,  ended  a long  and  de- 
voted career.” 

A resolution  sponsored  by  William  F.  Blank, 
regarding  the  publicity  practices  of  the  National 
Institutes  of  Health,  as  evidenced  by  a news  release 
in  U.  S.  News  and  World  Report,  May  22,  1967, 
P.  12,  was  considered  in  Reference  Committee  at 
length.  The  original  resolution  was  amended  and 
modified  with  full  concurrence,  approval  and  as- 
sistance of  Dr.  Blank.  The  resolution,  as  amended 
and  approved  by  the  House,  is  as  follows: 

“WHEREAS,  the  New  Mexico  Medical  Society  has 
noted  with  concern  certain  publicity  practices  of 
the.  National  Institutes  of  Health,  which  appear  to 
misrepresent  by  claiming  credit  for  advances  in 
medical  knowledge  which  antedate  and  could  not 
spring  from  the  activities  of  the  NIH  (as  evidenced 
by  news  release  in  17.  S.  News  and  World  Report,  May 
22.  1967,  P.  12); 

“WHEREAS,  federally-subsidized  programs  in- 
volve large  expenditures  of  money  and  energy  and 
it  is  unethical  to  mislead  the  public  as  to  pro- 
ductivity of  these  activities  of  government  by 
such  publicity  practices; 

“THEREFORE,  BE  IT  RESOLVED  that  this  So- 
ciety express  to  the  AMA  for  consideration  its  dis- 
approval of  such  publicity  releases  by  NIH;  and 
“BE  IT  FURTHER  RESOLVED  that  this  Society 
ask  that  the  AMA  critically  examine  existing  and 
proposed  federally-subsidized  research  programs 
as  to  purposeful  direction  and  to  review  the  pub- 
licity practices  related  to  such  programs  and  that 
a copy  of  this  resolution  be  forwarded  to  the 
Senators  and  Congressmen  from  New  Mexico.” 

R.  C.  Derbyshire  was  recognized  by  Speaker 
Woodward.  Dr.  Derbyshire  said: 

“Mr.  Speaker,  Fellow  Delegates:  For  the  first  time 
in  several  years  it  is  my  pleasure  to  make  some 
remarks  about  which  I think  there  will  be  no  dis- 
agreement and  which  are  non-controversial.  In  1952 
a breath  of  fresh  air  came  to  New  Mexico  from  Iowa 
in  the  form  of  Dr.  Carr.  When  he  moved  to  Albuquer- 
que to  establish  a practice  in  internal  medicine,  he 
became  an  active  part  of  the  community  and  the 
medical  community.  From  the  time  he  moved  to  New 
Mexico  he  began  to  make  outstanding  contributions 
to  the  practice  of  medicine.  Just  four  years  ago  a 
cloud  fell  over  Dr.  Carr’s  career  when  he  had  to  un- 
dergo very  serious  surgery  in  Iowa.  We  are  indebted 
to  the  skill  of  surgeons  at  the  University  of  Iowa 
that  Dr.  Carr  was  able  to  recover  and  become  our 
President  last  year.  He  soon  resumed  his  activities 
in  the  Medical  Society  and  in  his  practice,  and  I want 
to  mention  briefly  some  of  the  accomplishments  and 
the  contributions  which  he  has  made. 
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■'Dr.  Carr  is  an  active  member  of  the  Board  of 
Trustees  of  Southwest  Blood  Bank  and  has  traveled 
extensively  in  support  of  these  activities.  For  eight 
years  he  has  been  an  active  member  of  the  New 
Mexico  Board  of  Medical  Examiners,  and  has  made 
outstanding  contributions  from  both  a disciplinary 
and  educational  standpoint.  He  has  been  active  on 
the  Liaison  Committee  of  the  School  of  Medicine  and 
has  unceasingly  worked  to  promote  the  Medical  School 
and  Improve  graduate  education  in  New  Mexico.  He 
has  served  as  Secretary-Treasurer  of  the  New  Mexico 
Medical  Society  and  has  been  active  as  chairman  or 
member  of  numerous  important  committees  of  the 
State  Medical  Society.  He  has  been  active  on  hospital 
staffs  in  Albuquerque  and  has  served  as  President  of 
both  staffs.  In  addition  to  this,  he  has  been  an  out- 
standing physician. 

“There  is  only  one  fault  I have  found  with  Dr. 
Carr  during  my  friendship  with  him.  He  has  not 
learned  to  say  ‘no.’  Every  time  you  ask  him  to  do 
something,  no  matter  how  hard-pressed  he  is,  he 
is  always  willing  to  do  it  and  always  does  what  he 
says  he  will  do. 

“I  feel  honored  that  you  have  asked  me  to  make 
these  remarks.  I hope  he  will  learn  to  say  ‘no.’  I hope 
we  will  continue  to  avail  ourselves  of  his  wisdom 
and  experience.” 

Dr.  Carr  expressed  his  gratitude  to  the  mem- 
bership for  the  honor  of  serving  in  the  office  of 
President  during  the  past  year.  He  challenged 
the  county  societies  to  stimulate  all  physicians 
within  their  jurisdiction  to  become  working  active 
members  in  the  Society. 

Dr.  Carr  asked  Drs.  Robert  Beaudette  and  Earl 
Malone,  both  Past-Presidents,  to  escort  the  new 
President  of  the  Medical  Society,  Emmit  M.  Jen- 
nings, to  the  rostrum. 

Dr.  Jennings  said, 

“Mr.  Speaker,  Drs.  Beaudette  and  Malone,  our  dis- 
tinguished retiring  President,  Dr.  Carr,  Ladies  and 
Gentlemen:  It  is  with  extreme  pleasure,  a bit  of 
pride,  and  a great  deal  of  humility  that  I stand  here 
today  to  accept  this  great  honor  which  you  have 
bestowed  upon  me.  I only  hope  that  I can  be  worthy 
of  your  honor  and  trust  for  the  next  year.  Folks, 
before  starting  my  lengthy  tirade,  I would  first  like 
you  to  share  with  me  the  joy  and  honor  of  having 
with  me  today  three  of  the  people  who  put  up  with 
so  much  from  me  and  are  responsible  for  my  being 
here  — my  mother,  father  and  my  wife.  And.  I know 
exactly  what  you  are  going  to  say  when  you  visit 
with  them,  “How  did  nice  folks  like  you  end  up  with 
a son  like  that?”,  or,  “How  did  a beautiful  girl  like 
you  end  up  with  that  for  a husband?”.  Well,  I’ll  tell 
you,  it  wasn’t  easy. 

“I  hope  you  will  indulge  me  a few  moments’  time 
before  we  adjourn  and  allow  me  to  reminisce  a bit. 
I would  like  to  tell  you  of  a burning  love  affair  I 
once  had  which  may  be  in  the  throes  of  dying  out. 
You  know,  I’m  proud  to  be  an  American  and  not 
ashamed  to  tell  you  that  my  love  affair  is  with  my 
country.  It  a.lso  includes  my  work  of  being  a phy- 
sician to  the  sick  in  this  great  country  of  ours.  But 
I’m  not  the  least  bit  in  love  with  the  government 
of  this  country  developing  the  idea  of  starting  to  tell 
me  how  I should  treat  the  sick,  who  I can  or  cannot 
treat,  and  how  much  I will  charge  them  for  my  serv- 
ices. And  believe  me,  this  is  the  road  we  are  headed 
down  if  we  for  one  minute  relax  our  vigilance.  Like 
it  or  not,  doctors,  you  had  better  become  interested 
in  politics  because  the  politicians  are  certainly 
interested  in  you. 

"I  believe  that  this  country's  medicine  was  made 
great  by  the  free  enterprise  system  of  medicine,  and 
I intend  to  do  all  I can  to  combat  all  Inroads  into  our 
private  practice  by  the  government,  although  I must 
admit  that  at  times  I feel  like  I’m  punching  a bag 
full  of  air.  However,  I hope  that  all  of  you  will  re- 
member that  no  one  else  can  practice  medicine,  and 
if  enough  of  us  stand  firm  in  our  resolve  to  practice 
the  best  medicine  available  and  avoid  collaborating 
with  government,  our  system  of  medicine  will  pre- 
vail. But  if  you  stumble  into  their  ‘sweet  pie’  talk 
that  government  medicine  isn’t  all  bad  and  cooperate 
a little  here,  then  a little  there,  then  socialization  of 


our  profession  and  country  will  not  be  far  behind.  I 
throw  out  this  challenge  to  you  and  hope  when  we 
look  back  ten  years  from  now  we  will  not  be  found 
wanting. 

“Because  of  our  need  for  continued  progress  and 
my  need  for  guidance  in  combating  ever-increasing 
inroads  into  our  practice  of  medicine,  and  since  medi- 
cine apparently  cannot  confine  itself  to  medicine  but 
must  get  involved  in  social,  economic,  and  political 
aspects,  I am  asking  all  Past-Presidents  of  this  So- 
ciety to  a meeting  this  summer  in  Cloudcroft — a sum- 
mit on  the  summit  . — to  discuss  state  and  national 
problems  of  medicine  and  suggest  methods  for  the 
direction  of  our  Society.  I hope  that  many  of  you 
will  visit  with  one  of  these  men  between  now  and 
July  so  that  we  may  have  as  many  ideas  as  possible 
to  discuss.  We  hope  to  report  our  suggestions  to  you 
at  the  Interim  Meeting. 

“Ladies  and  Gentlemen,  I don’t  mind  telling  you 
that  when  I hear  the  Star  Spangled  Banner  and  see 
our  flag  being  raised,  my  vision  becomes  a little 
blurry.  We  have  the  greatest  country  in  the  world 
and  the  best  system  of  medicine,  and  as  long  as  I have 
the  honor  and  privilege  to  serve  as  your  President, 
I will,  with  God’s  guidance,  and  your  help,  do  all  pos- 
sible to  preserve  the  free  enterprise  practice  of  medi- 
cine.” 

The  House  rose  in  a spontaneous  applause  fol- 
lowing Dr.  Jennings’  acceptance  speech. 

The  Speaker,  Dr.  Woodward,  called  on  Don 
Clark,  Chairman  of  the  Tellers,  for  a report. 

Dr.  Clark  announced  the  following  election  results: 

President-Elect Earl  B.  Flanagan,  Carlsbad 

Vice-President Hugh  B.  Woodward,  Albuquerque 

Secretary-Treasurer  __John  D.  Abrums,  Albuquerque 

Speaker,  House  of  Delegates  Ronald.  Dorn, 

Albuquerque 

Vice-Speaker,  House  of  Delegates  Harry  Ellis, 

Santa  Fe 

Councilor,  District  III  ..George  Boyden,  Albuquerque 

Councilor,  District  VI  Richard  Sherman, 

Alamogordo 

General  Convention  Committee Robert  Stone, 

Albuquerque 
Rufus  Lee,  Los  Alamos 

New  Mexico  Physicians’  Service George  Boyden, 

Albuquerque 
William  Hossley,  Deming 
Robert  McComas,  Las  Cruces 
John  Smoker,  Raton 
C.  H.  Peterson,  Carlsbad 

Nominating  Committee: 


District  I R.  P.  Beaudette,  Raton 

District  II Marcus  Smith,  Santa  Fe 

District  III Tom  L.  Carr,  Albuquerque 

District  IV George  Prothro,  Clovis 

District  V C.  Pardue  Bunch,  Artesia 

District  VI William  Hossley,  Deming 

District  VII John  McCulloch,  Farmington 


There  being  no  further  business  to  come  before 
the  House,  the  Speaker  declared  the  Eighty-fifth 
Annual  Meeting  of  the  House  of  Delegates  ad- 
journed without  day. 
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Rocky  Mountain  Medical  Journal 


AM  A Volunteer  Physicians  for 
Vietnam  Program 

Every  month,  16  American  physicians  donate 
two  months  of  their  time  and  services  to  help 
meet  the  health  care  needs  of  the  South  Viet- 
namese civilian  population. 

Serving  in  South  Vietnamese  civilian  hospitals 
under  the  AMA  Volunteer  Physicians  for  Vietnam 
program,  they  replace  16  physicians  who  are 
rotated  home  every  month  after  having  served 
two  months  as  volimteers.  Thirty-two  physicians 
are  in  South  Vietnam  at  all  times  imder  auspices 
of  the  program. 

Dr.  James  R.  Leake  of  Littleton,  Colorado  was 
among  the  latest  group  of  physicians  to  leave  for 
South  Vietnam  under  this  program. 

A serious  shortage  of  native  physicians  exists 
in  South  Vietnam.  Of  the  approximately  1,000 
Vietnamese  physicians  nearly  900  are  in  the  armed 
forces,  leaving  only  about  100  to  care  for  the  health 
needs  of  16  million  people. 


New  hooks  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 

The  Adrenal  Cortex:  Edited  by  Albert  B.  Eisenstein.  Boston, 
1967,  Little,  Brown.  685  p.  Price:  $22.50. 

Applied  Gynecologic  Pathology:  By  Joseph  E.  HaU.  N.  Y., 
1963,  Appleton.  404  p.  Price;  $12.00. 

A Biological  Consideration  of  Treatment  of  Breast  Cancer: 
By  George  Crile,  Jr.  Springfield,  111.,  1987,  Thomas.  189  p. 
Price:  $8.00. 

Biological  Treatment  of  Mental  Illness:  Edited  by  Max  Rlnkel. 
N.  Y.,  1966,  L.  C.  Page.  1025  p.  Price:  $25.00. 

Cardiac  Surgery:  Edited  by  John  C.  Norman.  N.  Y.,  1967, 
Appleton.  603  p.  Price;  $15.00. 

Conjoined  Twins:  The  National  Foundation.  N.  Y.,  1967, 
The  Foundation.  147  p.  Gift. 

Contact  Dermatitis:  By  Alexander  A.  Fisher.  Philadelphia, 
1967,  Lea  & Febiger.  324  p.  Price:  $15.00. 

The  Empty  Fortress:  Infantile  Autism  and  The  Birth  of  The 
Self:  By  Bruno  Beetelheim.  N.  Y.,  1967,  Free  Pr.  484  p. 
Price:  $9.95. 

Lower  Urinary  Fistulae  in  The  Female:  By  E.  L.  F.  Mc- 
Connachie.  Springfield,  111.,  1966,  Thomas.  159  p.  Price: 
$10.75. 

Manual  of  Preoperative  and  Postoperative  Care:  By  American 
College  of  Surgeons.  Philadelphia,  1967,  Saunders.  506  p.  Price: 
$8.50. 


Ophthalmic  Pathology:  Edited  by  Michael  J.  Hogan.  2d  ed. 
Philadelphia,  1962,  Saunders.  797  p.  Price:  $30.00. 

A Psychiatrist  For  A Troubled  World:  By  William  Menninger. 
N.  Y.,  1967,  Viking.  871  p.  Price;  $12.00. 

Psychoanalysis;  A Generai  Psychoiogy:  Edited  by  Rudolph 
Loewenstein.  N.  Y.,  1966,  International  Univ.  Pr.  684  p.  Price: 
$15.00. 

Psychoanalysis  and  Male  Sexuality;  Edited  by  Hendrik  M. 
Ruitenbeek.  New  Haven,  1966,  College  & University  Pr. 
268  p.  Price:  $5.00. 

A Textbook  for  Medical  Assistants:  By  M.  Murray  Lawton. 
St.  Louis,  1967,  Mosby.  465  p.  Price:  $8.85. 


Book  Review: 

System  of  Ophthalmology:  Volume  IX,  Diseases  of  the  Uveal 
Tract:  By  Sir  Stewart  Duke-Elder  and  Edward  S.  Perkins. 
St.  Louis,  1966,  Mosby.  978  p.  Price  $44.50. 

This  welcomed  volume  is  a new  creation  sup- 
planting the  447-page  portion  on  the  uveal  tract 
in  Duke-Elder’s  Textbook  of  Ophthalmology 
(1941).  Prof.  Perkins,  noted  for  his  experimental 
studies  in  the  field,  has  collaborated  with  Duke- 
Elder  in  its  preparation. 

The  comprehensive  sections  of  the  book  include 
the  anatomical,  physiological  and  healing  char- 
acteristics of  the  uveal  tract,  disturbances  of  circu- 
lation, inflammations  (uveitis),  uveal  manifesta- 
tions of  systemic  diseases,  atrophies  and  degenera- 
tions, cysts  and  tumors,  and  cilio-choroidal  de- 
tachments. 

The  chapter  on  uveitis  includes  recent  develop- 
ments on  hypersensitivity  and  auto-immunity. 
The  section  on  clinical  signs,  symptoms  and  diag- 
nosis of  uveitis  has  been  enlarged  almost  four 
times  incorporating  the  changed  concepts  of  its 
cause  and  treatment  and  the  discoveries  and  ad- 
vances of  the  past  twenty-five  years. 

The  lucid  text  is  enriched  by  a generous  quan- 
tity of  good-quality  illustrations,  many  in  real-life 
color.  This  volume  with  its  wealth  of  useful  infor- 
mation is  of  value  to  every  ophthalmologist. 

M.  B.  RIDER,  M.D. 
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tissue's  healing  nicely. 
Velj  anxiety  slews 
h'is  steps  tnwardpecovepy. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil  (me- 
probamate) often  may  play  an  important  role  in 
medical  and  surgical  aftercare. 


lutions:  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose 
lemselves.  Excessive  prolonged  use  may  result  in  dependence  or  habituation  in  susceptible  persons— 
5 ex-addicts,  alcoholics,  severe  psychoneurotics.  After  prolonged  high  dosage,  drug  should  be  withdrawn 
gradually  to  avoid  possibly  severe  withdrawal  reactions  including  epileptiform  seizures.  Side  effects 
include  drowsiness  and,  rarely,  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  non-thrombo- 
cytopenic  purpura  with  petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported. 
■ If  an  allergic  reaction  occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions, 
observed  very  rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever,  fainting  spells,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Warn 
patients  of  possible  reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  disturbances 
occur,  dose  should  be  reduced.  If  symptoms  persist,  patients  should  not  operate  vehicles  or 
dangerous  machinery.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported  follow- 
ing prolonged  dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic  anemia— have  occurred  rarely,  almost  always 
k in  the  presence  of  known  toxic  agents.  One  fatal  case  of  bullous  dermatitis  following  inter- 

k mittent  use  of  meprobamate  with  prednisolone  has  been  reported.  Prescribe  very  cautiously 

A for  patients  with  suicidal  tendencies.  Suicidal  attempts  should  be  treated  with  immediate 

gastric  lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate.  Coated 
K Tablets,  Wyseals®  Equanil  (meprobamate)  400  mg.  Continuous- 

Release  Capsules,  Equanil  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories 
Philadelphia,  Pa. 


Professionally  posed. 


American  College  of  Chest  Physicians 
INTERIM  CLINICAL  MEETING,  Warwick  Hotel, 
Houston,  Texas,  November  25-26,  1967 

This  meeting  will  consist  of  a two-day  sci- 
entific program  with  roimd  table  discussions  and 
fireside  conferences.  A highlight  of  this  program 
will  be  a panel  discussion  held  at  the  NASA 
Manned  Spacecraft  Center. 

For  a copy  of  the  program  and  other  detaiils 
please  write  to  the  Executive  Office  of  the  Amer- 
ican College  of  Chest  Physicians,  112  East  Chestnut 
Street,  Chicago,  Illinois  60611. 

* * ❖ * 

Hahnemann  Medical  College  and 
Hospital  Future  Meetings 

General  Internal  Medicine 

Oct.  4,  1967  through  March  27,  1968— Wed.  1-4 
p.  m. 

Directors:  Wilbur  W.  Oaks,  M.D.,  Daniel  Mason, 
M.D.,  Sheldon  R.  Bender,  M.D. 

Hahnemann  Medical  College 

A Current  View  of  Congestive  Heart  Failure 
Nov.  13-14,  1967 
Director:  Albert  N.  Brest,  M.D. 

Sheraton  Hotel 

Human  Sexual  Function  and  Dysfunction 

Nov.  17-18,  1967 

Director:  Paul  Jay  Fink,  M.D. 

Marriott  Motor  Hotel 

Psychodelic  Drugs 
March  18-20,  1968 
Director:  Paul  Jay  Fink,  M.D. 

Marriott  Motor  Hotel 

Pre-  and  Postoperative  Management  of  the 
Cardiopulmonary  Patient 

April  8-10,  1968 

Directors:  Joseph  F.  O’Malley,  M.D., 

Wilbur  W.  Oaks,  M.D. 

Marriott  Motor  Hotel 

Auscultation  of  the  Heart 

May  27-31,  1968 

Directors:  William  Likoff,  M.D., 

Bernard  L.  Segal,  M.D. 

Sheraton  Hotel 

Psychiatry  in  Internal  Medicine 

Nov.  18-20,  1968 

Directors:  Paul  Jay  Fink,  M.D., 

Wilbur  W.  Oaks,  M.D. 

Sheraton  Hotel 

For  further  information  concerning  these  meet- 
ings, contact  the  Director. 


American  College  of  Physicians 

The  American  College  of  Physicians  (ACP) 
will  hold  a regional  scientific  meeting  for  special- 
ists in  internal  medicine  in  Montana  and  Wyoming 
on  Sept.  30.  The  meeting  will  be  held  in  Casper, 
Wyo.  The  Montana- Wyoming  meeting  is  one  of  / 
some  35  scientific-educational  meetings  sponsored  J 
during  the  academic  year  by  the  ACP.  Held  | 
throughout  the  United  States  and  Canada,  the  | 
meetings  help  keep  the  College’s  13,600  members  1 
abreast  of  new  developments  in  the  basic  sciences  1 
and  clinical  medicine.  J 

For  further  information,  contact  Alfred  H.  Ful-  1 
ton,  Jr.,  M.D.,  3120  W.  MacDonald  Dr.,  Billings,  1 
Montana  59102.  1 


American  College  of  Surgeons 

The  American  College  of  Surgeons  will  hold 
its  first  of  three  1968  Section  Meetings  in  Dallas, 
Feb.  19-21.  More  than  400  surgeons  are  expected 
to  attend  this  concentrated,  three-day  program, 
open  to  all  doctors  of  medicine.  This  is  the  first 
ACS  meeting  in  Dallas  since  1958.  Headquarters 
will  be  the  Statler-Hilton  Hotel. 

Under  the  chairmanship  of  Dr.  Robert  S.  Spark- 
man, Dallas,  the  local  advisory  program  commit- 
tee has  planned  an  intensive  series  of  panels, 
“How-I-Do-It”  Clinics,  symposia,  scientific  papers, 
and  films  designed  to  inform  the  medical  pro- 
fession at  large  about  developments  in  surgery. 


Third  Annual  Clinical  Cancer  Conference 

The  Cancer  Research  Institute,  in  cooperation] 
with  the  Department  of  Surgery  and  Continuing] 
Education  in  the  Health  Sciences,  University  of ! 
California  San  Francisco  Medical  Center,  is  pre- 
senting a two-day  conference  November  11-12, ' 
1967.  It  is  co-sponsored  by  the  California  Division] 
of  the  American  Cancer  Society  and  the  Cancer  | 
Committee  of  the  California  Medical  Association. 

This  conference  has  been  designed  specifically ; 
to  review  and  report  information  concerning  can- 
cer problems  in  clinical  practice  as  encountered  by  ?| 
the  general  practitioner  as  well  as  the  specialist  . 
It  will  be  presented  by  authorities  in  the  field  of, 
diagnosis  and  treatment  in  a wide  variety  of  on-  , 
cologic  problems  with  special  emphasis  on  recent '1 
advances  in  diagnostic  and  therapeutic  procedures.  |l 

For  further  information  concerning  this  con- 
ference, contact  Dr.  Maurice  Galante,  University"" 
of  California  San  Francisco  Medical  Center,  Sanj 
Francisco,  Calif.  94122. 
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A journal  within  a Journal  published  quarterly  in  the  interests 
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/ tills  issue:  smog,  smaze  or  smust 


r 


Smog.smaze  or  8must...effects  of  air 
pollution  on  upper  respiratory  tract 

Nathan  Flaxman,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine,  Chicago,  Illinois 


In  Los  Angeles  it  is  smog  (smoke  and  fog).  In  New 
York  City  srnaze  (smoke  and  haze) . In  El  Paso  smust 
(smoke  and  dust).  The  original  factor  was  smoke 
plus  such  natural  phenomena  as  fog,  haze  and  dust, 
but  air  pollution  has  mushroomed  from  a smoke 
problem  in  our  industrial  cities  into  a major  econom- 
ic, esthetic  and  public  health  problem  that  affects 
practically  every  American  locality  and  citizen. 
Respiratory  disease,  of  course,  is  by  far  the  most 
costly  effect  of  air  pollution,  for  contaminated  air 
can  aggravate  our  illnesses,  deplete  our  strength 
and  shorten  our  life  span.^ 

The  greatest  problem  in  dealing  with  solid  wastes 
is  that  they  are  not  quickly  returned  to  dust.  To  aid 
the  decomposing  process,  the  great  bulk  of  such 
waste  is  burned,  polluting  our  air  in  the  process.^ 
Dr.  Jack  McKee  of  the  California  Institute  of  Tech- 
nology'* has  calculated  that  in  Los  Angeles  County, 
which  has  more  than  six  million  people,  about  three 
pounds  of  gaseous  wastes  per  person  per  day  (on  a 
dry- weight  basis)  enter  the  atmosphere.  This  is  twice 
as  much  as  solid  refuse  disposal  and  six  times  as  much 
as  the  contaminants  in  waste  water.  It  is  estimated 
that  in  New  York  City,  730  pounds  of  pollutants,  a 
little  over  half  the  size  of  a compact  two-door  sedan 
of  foreign  make,  is  annually  thrown  into  the  air  for 
each  man,  woman  and  child  in  the  city.^ 

Air  pollution  is  an  evident  factor,  not  only  in  the 
common  cold  and  upper  respiratory  disease,  but  also 
in  chronic  bronchitis,^  pulmonary  emphysema,^ 
bronchial  asthma,^  pneumonitis  and  lung  cancer.® 
Its  effect  on  the  incidence  of  pulmonary  tuberculosis 
is  unproved,^  although  it  is  conceivable  that  the 


presence  of  various  materials  polluting  the  air  migi] 
do  this.  A siege  of  smog  in  Denver,  the  "mile  hig  j 
city,”  in  December  1965  was  accompanied  by  respl 
ratory  infection  that  doubled  normal  absentee  rat<| 
in  schools,  factories  and  city  government.* 


w 


hile  air  pollution  is  only  one  factor,  it  has  becoir] 
important  in  the  causes  of  most  of  the  afflictions  t] 
the  respiratory  tract.  This  has  been  shown  not  onj 
by  the  Denver  occurrence,  but  also  by  detailed  stud  ] 
of  respiratory  illness  in  a small  group  of  313  mti 


I';  i? 


rom  October  1962  to  May  1963  when  there  were 
• 02  episodes  involving  the  upper  respiratory  tract, 
'he  attack  rate  of  illness  was  related  in  time  to  in- 
' teased  concentration  of  both  smoke  and  sulphur 
ioxide  in  the  atmosphere  of  the  district  in  which 
le  mien  lived. 

)ther  factors  often  mentioned,  include  exposure  to 
nose  who  have  colds,  exposure  to  extreme  changes 
;f  temperature,  allergy  and  bacterial  infection, 
lowever,  when  low  individual  resistance  due  to 
,ick  of  rest,  overwork,  fatigue,  improper  or  unbal- 
aced  diet,  previous  illness  and  emotional  stress  are 
icluded  as  causes,  we  enter  the  realm  of  somewhat 
-bscure  relationships.  Much  more  emphasis  can  be 
.laced  on  the  role  of  polluted  air. 

|ie  symptoms,  signs  and  complications  of  involve- 
ment of  the  upper  respiratory  tract,  especially  the 
)mmon  cold,  are  the  same  regardless  of  the  causa- 
ive  factor.  Swelling  of  the  lining  of  the  nose,  the 
:ratchy  dry  throat,  the  discharge  from  the  nose  at 
rst  watery  then  thicker,  discolored  and  more  tena- 
ous,  the  eyes  tearing,  and  frequent  snee2ing  are 
^ 1 part  of  the  Number  1 human  ailment.  Concur- 
;nt  or  residual  sinusitis  when  mucus  is  trapped 
. lere,  middle  ear  involvement  due  to  interference 
ith  drainage,  laryngitis  and  bronchitis  are  compli- 
•tions  of  the  common  cold.  The  primary  interfer- 
ice  is  with  a most  important  function  of  the  nose— 
e cleansing  of  foreign  matter  in  the  first  line  of 
dr  defense”  to  prevent  it  from  entering  the  breath- 
g tract. 

owever,  the  diagnosis  and  subsequent  decision  on 
)w  to  treat  the  patient  so  affected  rests  basically  on 
|e  relief  of  symptoms  that  cause  him  the  misery, 
he  stuffed,  runny  nose,  the  clogged  ears,  and  the 
.rsh  dry  cough— all  the  symptoms  that  make  com- 
an cold  sufferers  feel  miserable  and  interfere  with 
peir  sleep— can  be  alleviated  with  medications  of 
I e oral  nasal  decongestant/antihistamine  combina- 
1 'n  type.  The  burning  sensation  in  the  throat,  sore- 


Triaminic’  syrup 


For  nature’s  hazards: 
nasal  congestion 
due  to  seasonal 
allergies  and 
summer 


Each  teaspoonful  (5  ml.)  contains; 

Phenylpropanolamine  hydrochloride 12.5  mg. 

Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate 6.25  mg. 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quick,  lasting  comfort  to  your  little  patients  with  Triaminic 
Syrup.  You  may  occasionally  encounter  these  s/de  effects: 
drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Pre- 
cautions; the  possibility  of  drowsiness  should  be  con- 
sidered by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes,  or  thyrotoxicosis. 

(Advertisement) 


ness  of  the  chest  and  even  chest  pain  can  also  be 
relieved  by  such  medication.  Rest  in  bed  if  there  is 
fever  (but  confined  to  home  at  least),  liberal  fluids, 
uniformly  warm  surroundings  and  adequate  humid- 
ity in  the  room,  are  all  helpful  adjuncts  to  the  med- 
ication. Most  common  cold  sufferers  recover  rapidly 
and  are  symptom-free  in  four  to  ten  days. 

Further  treatment,  altered  by  the  fact  that  the  afflic- 
tion hangs  on  for  more  than  the  usual  duration  of 
the  common  cold,  requires  consideration  of  allergy, 
which  is  most  frequently  the  prolonging  factor.  But 
air  pollution  itself  may  often  be  the  culprit. 

(Concluded  on  following  page) 


dr  the  Third  National  Conference  on  Air  Pollution 
held  recently,  it  was  emphasized  that  this  subject 
had  received  more  attention  in  the  past  four  years 
than  in  all  previous  history.  Spicer,"  an  active  par- 
ticipant at  this  conference,  reiterated  that  it  behooves 
the  practicing  physician  to  be  aware  of  trends  in 
respiratory  disease  and  to  accept  a major  role  in 
community  action  relating  to  air  pollution  and  res- 
piratory health.  By  taking  a positive  stand  physicians 
have  been  instrumental  in  the  development  of  anti- 
pollution legislation.  An  outstanding  example  is 
Los  Angeles  where  major  steps  have  been  taken  by 
abolishing  coal  burning,  and  even  banishing  oil 
burning,  seven  months  a year.  Natural  gas  must  be 
used  instead  and  it  must  be  used  by  industry  when 
available.  Backyard  incinerators  have  been  abolished 
in  favor  of  landfill  disposal,  and  building  incinera- 
tion ended  except  for  a few  expensive  smokeless 
furnaces.’®  Concerted  action  can  be  taken  against 
particular  industrial  nuisances.  One  company  that 
disregarded  complaints  discovered  its  error  when 
thousands  of  its  credit  cards  were  returned  by  irate 
customers  who  decided  to  patronize  competing 
companies." 

Summary.  Respiratory  disease  is  the  most  important 
and  most  costly  effect  of  air  pollution,  whether 
termed  smog,  smaze,  or  smust.  Air  pollution  is  an 
economic,  esthetic  and  public  health  problem  that 
affects  practically  every  American  locality  and  citi- 
zen. New  sources  of  air  pollution  are  invisible  and 
odorless,  but  the  harmful  gases  and  liquid  droplets 
are  there.  Triggered  by  sunlight,  some  of  these  un- 
dergo mid-air  chemical  changes  and  the  results  are 
even  more  irritating  to  the  upper  respiratory  tract. 
The  symptoms,  signs  and  complications,  especially 
of  the  upper  respiratory  tract,  can  be  readily  aborted 
by  modern  medication  but  may  be  unduly  prolonged 
by  polluted  air.  In  steps  taken  to  prevent  this,  the 
practicing  physician  can  take  a major  role. 
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How  can  he 
be  a sport 
with  a 
runny 
nose? 


For  summer  allergies,  summer 
colds, or  nasal  congestion  dueto 
almost  any  cause,  you  prescribe 
quick  r-e-l-i-e-f  with  triaminic.; 
It's  ideal  for  summer  allergies) 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  'round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  midafter 
noon  and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  summer  allergies 


tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate 25  mg. 


Side  effects:  Occasional  drowsiness,  blurred  vision, 
cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 

(Advertisementi 


Colorado  Delegate’s  Report  of  the  Annual 
Convention  of  The  American  Medical 
Association,  June  18-22,  1967  held  in 
Atlantic  City,  New  Jersey 

The  116th  Annual  Convention  of  the  American 
Medical  Association,  held  in  Atlantic  City  June 
18-22,  1967,  was  productive  in  all  respects.  The 
scientific  program  was  outstanding,  the  Associa- 
tion’s business  was  conducted  in  an  efficient  and 
democratic  manner,  and  the  social  events  were 
helpful  in  creating  a friendly  and  cooperative  at- 
mosphere. Most  of  the  hotels  in  Atlantic  City  had 
been  remodeled  and  the  many  new  motels  made 
this  the  most  comfortable  meeting  for  the  AMA 
in  Atlantic  City  for  meuiy  years. 

Two  hundred  forty-two,  or  100  per  cent  of  the 
242  delegates,  were  in  their  seats  for  both  the 
Tuesday  and  Wednesday  deliberations.  Thursday, 
the  final  day,  attendance  stOl  stood,  at  240.  There 
was  a total  registration  of  38,690;  of  these,  11,955 
were  physicians. 

All  told,  the  House  was  presented  with  151 
items  of  business  on  which  action  had  to  be  taken, 
including  a record  total  of  123  resolutions  from 
state  medical  associations;  18  reports  from  the 
Board  of  Trustees,  three  of  which  were  nomina- 
tions to  fill  Council  positions;  4 reports  from  the 
Council  of  Medical  Service;  3 reports  from  the 
Council  on  Constitution  and  Bylaws,  one  produced 
during  the  convention  in  order  to  implement  an 
adopted  resolution;  2 reports  from  the  Coimcil  on 
Medical  Education;  and  1 report  from  the  Judicial 
Council  nominating  affiliate  members  of  the  Asso- 
ciation. 

This  seemed  like  a great  deal  of  business  for 
one  session,  but  when  Dr.  House  told  us  of  the 
British  Medical  Association  having  600  resolutions 
at  their  meeting  following  ours,  it  was  obvious 
that  our  association  was  either  better  organized 
or  slow. 

The  House  unanimously  chose  Dr.  Dwight  L. 
Wilbur  of  San  Francisco,  “a  liberal  conservative” 
by  his  own  definition,  as  President-elect,  and 
elected  to  a vacant  post  on  the  Board  of  Trustees, 
Dr.  Edward  R.  Annis  of  Miami,  who  Modem 
Medicine  says  is  “the  voice  of  organized  medi- 
cine.” Both  were  excellent  selections,  will  be  very 
effective,  and  have  long  been  friends  of  Colorado. 

Dr.  Irvin  Hendryson,  “our  own  Chief,”  was 
again  elected  to  the  Board  of  Trustees  and  wel- 
comed by  deafening  applause.  It  was  obvious  that 
he  was  the  most  popular  candidate  of  the  day, 
and  many  of  us  veterans  think  of  the  decade. 

A list  of  all  successful  candidates,  as  it  appears 
in  the  minutes,  follows: 


Dwight  L.  Wilbur,  M.D.,  San  Francisco,  Cali- 
fornia, was  elected  President-elect.  Dr.  Wilbur 
has  been  a member  of  the  Board  of  Trustees  since 
1963.  He  will  serve  in  his  new  capacity  for  one 
year  and  will  be  installed  as  the  Association’s 
123rd  President  at  its  annual  convention  in  his 
home  city  in  June,  1968. 

Malcolm  E.  Phelps,  M.D.,  El  Reno,  Oklahoma, 
who  has  been  field  director  of  the  Volimteer  Phy- 
sicians for  Vietnam  Program,  was  elected  Vice 
President  of  the  Association. 

Walter  C.  Bornemeier,  M.D.,  Chicago,  Illinois, 
was  re-elected  Speaker  of  the  House  and  RusseU 
B.  Roth,  M.D.,  Erie,  Pennsylvania,  was  re-elected 
Vice  Speaker  of  the  House. 

Four  Trustees  were  elected  to  succeed  them- 
selves: Wesley  W.  Hall,  M.D.,  Reno,  Nevada;  Irvin 
E.  Hendryson,  M.D.,  Denver,  Colorado;  Alvin  J. 
Ingram,  M.D.,  Memphis,  Tennessee;  and  Robert  C. 
Long,  M.D.,  Louisville,  Kentucky. 

Edward  R.  Annis,  M.D.,  Miami,  Florida,  was 
elected  to  complete  the  term  of  the  Board  of 
Trustees  vacated  by  the  death  of  Homer  L.  Pear- 
son, M.D.,  Miami,  Florida;  and  Burt  L.  Davis, 
M.D.,  Palo  Alto,  California,  was  elected  to  com- 
plete the  term  as  Trustee  vacated  by  the  resigna- 
tion from  the  Board  of  President-elect,  Wilbur. 

Thurman  B.  Givan,  M.D.,  Brooklyn,  N.  Y.,  was 
elected  to  succeed  himself  on  the  Coimcil  on  Con- 
stitution and  Bylaws. 

Earle  M.  Chapman,  M.D.,  Boston,  Massachu- 
setts (succeeding  himself),  and  Vernon  E.  Wilson, 
M.D.,  Columbia,  Missouri,  were  elected  to  the 
Council  on  Medical  Education. 

George  W.  Slagle,  M.D.,  Battle  Creek,  Michigan, 
was  elected  to  succeed  himself  on  the  Council  on 
Medical  Service. 

On  the  nomination  of  President  Rouse,  Elmer 
G.  Shelley,  M.D.,  North  East,  Pennsylvania  was 
elected  to  succeed  himself  on  the  Judicial  Council. 

The  American  Medical  Association’s  Distin- 
guished Service  Award  was  presented  by  the 
House  of  Delegates  to  Dr.  E.  W.  Alton  Ochsner 
of  New  Orleans,  Louisiana.  His  warmth,  energy, 
and  many  achievements  are  familiar  to  every  phy- 
sician in  the  nation.  A1  is  undoubtedly  the  most 
impular  selection  that  the  House  has  ever  made 
for  this  honor. 

In  beautiful  surroundings  at  his  Tuesday  eve- 
ning inauguration  as  the  Association’s  122nd  Presi- 
dent, Milford  O.  Rouse,  M.D.,  Dallas,  Texas,  pointed 
out  that  “The  federal  government  is  making  its 
moves  into  areas  where,  to  its  own  satisfaction  at 
least,  it  is  able  to  demonstrate  unfilled  needs 
for  health  care  or  health  care  planning.  If  we  are 
alert  to  our  responsibilities  for  filling  aU  of  the 
apparent  vacuums  in  community-wide  health  pro- 
grams, we  can  eliminate  areas  which  may  seem 
to  demand  government  involvement. 

“Leadership  will  be  provided,”  Dr.  Rouse  said, 
“in  these  areas  of  community  planning  and  the 
provision  of  community  health  services  for  all 
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people.  The  only  undefined  factor  is  the  source 
of  that  leadership.  If  it  is  not  the  physicians  of 
the  community,  it  will  be  government  in  one  of  its 
many  forms.” 

President  Rouse  listed  some  of  the  many  prob- 
lems now  facing  the  medical  profession,  assert- 
ing however,  that  “this  is  a time  not  for  despair, 
but  for  a clear  recognition  of  crises  that  are  ap- 
proaching; a time  not  for  anger  and  frustration, 
but  for  unswerving  determination  to  face  our  prob- 
lems and  solve  them;  a time  not  for  philosophy 
alone,  but  for  action  to  make  our  philosophy  a 
reality.” 

In  his  report  to  the  House  Thursday,  President 
Rouse  elaborated  on  that  theme  and  listed  what 
he  considers  to  be  some  of  the  solutions  to  the 
problems  facing  medicine.  Among  the  items  he 
included  were  more  unity  within  the  medical 
profession;  greater  interprofessional  harmony  with 
all  other  elements  of  health  care;  better  communi- 
cations between  physicians  and  their  societies  at 
every  level,  and  between  physicians  and  the  pub- 
lic; increased  participation  by  physicians  in  the 
deliberations  and  programs  of  the  medical  asso- 
ciations; more  activity  by  physicians  in  the  polit- 
ical and  civic  affairs  of  their  communities;  and 
the  development  of  citizen  interest  in  matters  of 
over-all  health. 

“As  we  have  done  in  the  past,”  the  President 
told  the  House,  “we  shall  gladly  respond  to  re- 
quests from  government  or  from  any  other  source 
for  advice  on  health  matters — But,  as  in  the  past, 
we  shall  insist  that  we  be  approached  in  good 
faith,  with  the  assurance  that  our  freedom  of 
judgment  and  freedom  of  action  will  be  preserved. 

“Our  future,”  he  concluded,  “will  not  be  de- 
termined by  those  who  oppose  us,  but  by  our  own 
willingness  to  accept  the  responsibilities  which 
are  naturally  ours.” 

Actions  of  the  House 

The  House,  in  what  many  think  was  its  most 
significant  action,  enacted  the  Association’s  first 
major  policy  change  on  therapeutic  abortion  in 
ninety-six  years.  They  actually  up-dated  the  As- 
sociation’s 1871  policy  on  the  subject  which,  ac- 
cording to  the  Reference  Committee  report,  was 
not  only  antiquated,  but  lacked  even  the  rudi- 
ments of  adequate  safeguards  to  prevent  abuse. 

The  Reference  Committee  called  upon  Dr. 
Myron  Waddell,  our  President,  for  help  and  advice. 
He  felt  that  the  report  varied  little  from  what  our 
Legislature  had  adopted  at  its  last  session.  The 
up-dated  policy,  the  House  agreed,  contains  neces- 
sary safeguards  and  permits  the  physician  to  ex- 
ercise his  personal  conscience  and  judgment  in 
the  best  interest  of  his  patient,  over-riding  ob- 
jections in  any  medical  decision. 

The  following  was  established  as  policy  of  the 
American  Medical  Association:  “.  . . Recognizing 
that  there  are  many  physicians  who,  on  moral 
or  rehgious  grounds,  oppose  therapeutic  abortion 


under  any  circumstances,  the  American  Medical 
Association  is  opposed  tO'  induced  abortion  except 
when: 

“(1)  There  is  documented  evidence  that  continu- 
ance of  the  pregnancy  may  threaten  the  health  or  life 
of  the  mother,  or 

“(2)  There  is  documented  medical  evidence  that 
the  infant  may  be  born  with  incapacitating  physical 
deformity  or  mental  deficiency,  or 

“(3)  There  is  documented  medical  evidence  that 
continuance  of  a pregnancy,  resulting  from  legally 
established  statutory  or  forcible  rape  or  incest  may 
constitute  a threat  to  the  mental  or  physical  health 
of  the  patient; 

“(4)  Two  other  physicians  chosen  because  of  their 
recognized  professional  competence  have  examined 
the  patient  and  have  concurred  in  writing;  and 

“(5)  The  procedure  is  performed  in  a hospital 
accredited  by  the  Joint  Commission  on  Accreditation 
of  Hospitals. 

“It  is  to  be  considered  consistent  with  the  prin- 
ciples of  ethics  of  the  American  Medical  Associa- 
tion for  physicians  to  provide  medical  information 
to  state  legislatures  in  their  consideration  of 
revision  and/or  the  development  of  new  legisla- 
tion regarding  therapeutic  abortion.” 

Editorially  speaking,  I am  inclined  toi  agree 
with  Dr.  Joseph  Donnelly  of  Jersey  City,  N.  J. 
The  office  hours  of  the  obstetrician  will  get 
“longer  and  longer”  and  the  time  in  the  delivery 
room  “less  and  less.”  I like  for  Colorado  to  be 
first  most  of  the  time,  but  we  have  usually  taken 
the  leadership  in  more  constructive  legislation. 

Medicine  and  Osteopathy 

For  10  years  the  House  has  tried  to  work  out 
a fair  stand  on  the  medical  profession’s  relation- 
ships with  osteopathy.  Their  original  committee 
was  headed  by  Dr.  Sam  Newman,  our  stalwart, 
who  has  been  greatly  missed,  but  I hear  will  be 
back  soon.  We  are  sure  that  this  report  was  in 
accord  with  Sam’s  basic  thinking.  All  have  long 
agreed  that  the  issue  today  between  Medicine 
and  Osteopathy  no  longer  is  cultism  versus  science, 
but  rather  “one  level  of  medical  education  and 
practice  as  opposed  to  another  level  of  education 
and  practice.” 

The  Hofise  adopted  the  following  recommenda- 
tions of  the  Board  regarding  the  medical  profes- 
sion’s relationships  with  osteopathy: 

1.  Authorize  the  Board  of  Trustees  to  begin  prompt- 
ly negotiations  directed  toward  beginning  official 
change  of  schools  of  osteopathy  to  schools  of  medi- 
cine. (It  is  understood  that  funds  from  the  American 
Medical  Association  will  be  required  to  conduct  these 
negotiations,  and  assistance  in  identifying  and  secur- 
ing additional  funds  from  other  sources  to  support 
efforts  toward  changing  the  schools.) 

2.  Authorize  the  Council  on  Medical  Education  to 
undertake  negotiations  to  establish  means  by  which 
selected  students  with  proven  satisfactory  scholastic 
ability  in  schools  of  osteopathy  may  be  considered  by 
schools  of  medicine  for  transfer  into  medical  school 
classes. 

It  is  conceivable  that  this  position  may  not  be 
free  of  error,  but  with  the  man-power  shortage 
in  medicine  and  allied  fields,  these  men  could  be 
better  evaluated  and  placed  than  many  of  our 
much  sought-after  and  over-utilized  foreign  medi- 
cal school  graduates. 
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Diploma  Nursing  Supported  by  AMA 

The  shortage  of  working  nurses  has  long  been 
of  concern  to  all  of  us,  so  the  AMA  reaffirmed 
its  support  of  all  nursing  education  programs  and 
adopted  the  following  statement  on  nursing  edu- 
cation; 

WHEREAS,  The  American  Medical  Association  is 
on  record  to  “continue  its  support  of  ALL*  current 
nationally  approved  educational  programs  for  nurses;” 
and 

WHEREAS,  The  national  trend  which  is  sup- 
ported by  the  professional  nurses’  associations  ap- 
pears to  be  the  gradual  phasing  out  of  the  diploma 
schools  of  nursing  and  the  transfer  of  nursing  edu- 
cation to  collegiate  institutions:  and 

WHEREAS,  70  per  cent  of  nursing  care  at  the 
present  time  is  rendered  by  graduates  of  diploma 
schools  with  the  demand  for  such  nurses  continuing  to 
exceed  the  supply:  and 

WHEREAS,  there  is  general  professional  agree- 
ment on  the  need  for  inclusion  of  nursing  education 
in  community  health  planning  with  provision  for 
greater  use  of  in-hospital  training  as  well  as  training 
in  collegiate  institutions,  therefore,  be  it 

RESOEVED,  That  the  American  Medical  Associa- 
tion reaffirms  its  support  of  all  forms  of  nursing 
education  including  baccalaureate,  diploma,  associate, 
and  practical  nurse  education  programs;  and  be  it 
further 

RESOLVED,  That  those  hospitals  that  conduct 
diploma  schools  of  nursing  be  commended  for  the 
great  contribution  being  made  by  these  Institutions 
to  the  health  needs  of  the  nation;  and  be  it  further 

RESOLVED;  That  such  hospitals  be  urged  to  con- 
tinue their  schools  and  increase  enrollment  while 
allowing  the  individual  to  choose  the  kind  of  nursing 
education  he  or  she  desires;  and  be  it  further 

RESOLVED;  that  the  American  Medical  Associa- 
tion take  appropriate  action  in  consultation  with  pro- 
fessional nurses’  associations  and  the  American  Hos- 
pital Association  to  encourage  increasing  enrollment 
in  diploma  schools  and  at  the  same  time  improve 
educational  standards. 

Many  of  us  are  not  aware  of  the  efforts  that 
the  AMA,  through  its  Council  on  Allied  Profes- 
sions and  its  Committee  on  Nursing,  is  doing  to 
augment  the  supply  of  nurses  and  the  quality  of 
nursing  education.  For  three  years  the  Division 
Head,  Dr.  A.  N.  Taylor,  and  his  Associate  Director, 
Ann  Sparmacher,  R.N.,  have  held  National  Con- 
ferences of  Physicians  and  Professional  Nurses 
jointly  with  our  AMA  Committee  on  Nursing. 
These  meetings  are  productive,  and  are  leading  to 
a much  better  and,  I hope,  more  productive  rela- 
tionship. 

In  reality,  the  AMA  action  deplores  the  gradual 
phasing  out  of  hospital  diploma  schools  in  the  face 
of  a projected  shortage  of  some  50,000  registered 
nurses  by  1969,  and  the  prospects  that  59  more 
hospitals  will  close  their  nursing  schools  next 
year. 

Health  Care  Cost 

“Today  the  ability  of  the  physician  to  serve 
his  patient  is  being  handicapped  by  the  rapidly 
rising  prices  of  the  various  components  of  health 
care.”  That  is  a statement  from  the  Board  of 
Trustees  report  adopted  by  the  House  with  the 
provision  that  it  be  widely  disseminated  for  study 
and  evaluation  as  to  its  applicability  in  local 
areas. 

“Indeed,”  the  report  continued,  “if  the  price 
of  health  care  continues  to  outrun  slower  increases 
in  consumers’  income,  the  problem  of  medical 
indigency  will  assume  alarming  proportions.” 


Basic  problems  in  the  over-all  design  of  the 
nation’s  health  care  system,  as  shown  in  the  adopted 
report,  include  inadequate  numbers  of  new  phy- 
sicians and  shortages  of  other  individuals  trained 
to  function  as  part  of  the  health  care  team,  the 
present  organization  and  management  of  the  na- 
tion’s hospitals,  with  respect  to  their  “privilege 
of  automatically  translating  all  higher  costs  into 
higher  prices”  which  “must  now  be  questioned;” 
diagnostic  and  therapeutic  care  outside  of  a hos- 
pital; and  legislation  in  the  health  field. 

A number  of  actions  were  taken  to  outline 
possible  solutions  to  the  problems  of  higher  health 
care  costs.  One  important  one  was  the  adoption 
of  a progress  report  on  strengthening  and  improv- 
ing voluntary  health  insurance  programs,  sub- 
mitted by  the  Council  on  Medical  Service.  The 
House  accepted  the  Council’s  statements  that  it 
would  “continue  to  study  the  scope  and  patterns 
of  benefits,  public  demands  for  coverage,  the  per- 
formance of  health  insurance  and  prepayment  pro- 
grams and  accumulation  of  data  for  future  use;” 
and  that  the  Council  would  “proceed  to  develop 
guiding  principles  for  health  insurance  and  pre- 
payment programs.” 

As  further  efforts  in  this  direction,  the  House 
referred  to  the  Board  and  to  the  Council  on  Medi- 
cal Service  a resolution  that  the  AMA  “consult 
with  insurers  in  an  effort  to  change  their  policy 
of  insurance  coverage  so  that  payment  can  be 
made  for  diagnostic  procedures  and  minor  surgery 
performed  in  the  physicians’  office  and/or  in  the 
hospital  out-patient  department;”  adopted  a reso- 
lution that  the  Association  petition  Congress  to  re- 
move the  restriction  on  first-dollar  deduction  from 
income  tax  laws  for  health  care  expenditures;  and 
adopted  the  over-all  policy  that  “physicians — 
continue  to  do  everything  possible  to  help  the 
public  conserve  its  health  care  dollars.” 

Subjects  of  considerable  interest  to  the  dele- 
gates and  their  constituents  were  the  Millis  Com- 
mission Report  (Citizens’  Commission  on  Graduate 
Medical  Education),  and  the  report  of  the  Trustees' 
Commission  on  Research.  It  was  agreed  that  both 
relate  so  specifically  to  the  roles  of  the  Councils 
on  Medical  Education  and  Medical  Service,  the 
two  coimcils  have  assumed  responsibility  for  as- 
sembling critiques  and  information.  At  a later 
date,  they  will  bring  to  the  Board,  and  subse- 
quently to  the  House,  recommendations  for  im- 
plementation of  parts  or  the  whole  of  the  report. 
The  House  urged  all  interested  members  of  the 
Association  or  groups  to  submit  comments,  sug- 
gestions or  recommendations  for  consideration  by 
the  two  councils. 

With  respect  to  the  Commission  on  Research, 
the  Board  has  established  a Committee  on  Re- 
search to  review  reports  on  the  subject  from  the 
Councils  on  Medical  Education  and  Medical  Serv- 
ice; refer  portions  of  the  report  to  other  councils 
and  committees;  and  confer  with  those  groups  in 
addition  to  receiving  their  reports. 
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Again,  the  House  urged  any  interested  indi- 
viduals and  groups  to  forward  comments  and  sug- 
gestions to  the  Executive  Vice  President  for  trans- 
mittal to  the  Committee. 

These  both  are  excellent  reports  with  some 
pitfalls,  so  it  does  behoove  the  House  to  see  what 
the  potential  impact  of  the  report  upon  what  we 
now  have  in  graduate  medical  education  might  be. 
Government  Health  Programs 

As  might  be  expected,  a great  many  reports 
and  resolutions  dealt  directly  with  the  Associa- 
tion’s relationships  with  government,  and  with 
the  multitude  of  government  health  programs, 
existing  or  proposed,  in  the  health  field.  These 
have  been  managed  differently  in  many  sectors 
of  the  coimtry. 

Because  of  our  experience  here  with  a Poverty 
and  Health  Program,  planned  and  established 
without  consultation  or  any  cooperation  with  the 
medical  society,  this  report  should  be  of  great 
interest  to  the  physicians  of  Colorado  and  especial- 
ly of  Denver. 

The  House  re-affirmed  Association  policy  that' 
“The  medical  profession  has  long  and  consistently 
held  to  two  basic  positions  concerning  personal 
health  care  and  its  financing:  that  no  one  should 
go  without  needed  care  because  of  inability  to  pay, 
and  that  responsibility  for  payment  rests  first 
on  the  individual  himself  and  then,  to  the  extent 
that  he  is  unable  to  pay,  on  his  family,  the  com- 
mimity,  the  county,  the  state,  and  to  the  extent 
that  lesser  levels  of  government  are  unable  to 
finance  the  care,  the  federal  government.” 

Regarding  the  Title  XIX  program,  the  House 
made  it  policy  that  “the  medical  profession  should 
now  take  a firm  stand  in  support  of  the  Title 
XIX  approach  in  improving  the  health  and  the 
delivery  of  health  care  services  to  the  needy  of 
the  nation.” 

Recommendations  adopted  by  the  House  are 
that  the  medical  profession  take  a strong  stand  in 
support  of  implementation  of  Title  XIX  “while 
still  seeking  such  changes  in  the  federal  legisla- 
tion and/or  regulations  as  will  improve  this  pro- 
gram; that  it  urge  organized  medicine  to  take  a 
leading  role  in  formulating  emd  directing  Title 
XIX  programs  at  the  state  and  local  level  . . . 
and  that  it  incorporate  in  such  planning  the  use 
of  existing  voluntary  mechanisms  and  private  in- 
surance carriers,  wherever  feasible,  utilizing  the 
usual  and  customary  fee  principle,  thus  bringing 
■within  the  mainstream  of  present  medical  care 
systems  the  provision  of  quality  health  care  for 
all  Americans.” 

Appalachian  regional  health  programs  were 
the  subject  of  a number  of  resolutions  and  the 
House  adopted  the  follo'wing  guidelines  for  setting 
up  any  such  programs:  (1)  demonstrated  need  for 
the  proposed  project;  (2)  local  control;  (3)  par- 
ticipation of  a significant  proportion  of  local  phy- 
sicians in  planning  and  development  of  the  proj- 
ect; (4)  the  operation  of  any  regional,  area  or 


county  health  service  facility  shall  not  infringe 
upon  the  private  practice  of  medicine;  (5)  all 
health  services,  whether  preventive,  prophylactic 
or  therapeutic,  shall  be  rendered  at  a cost  to  the 
patient  commensurate  with  the  social  and  eco- 
nomic status  of  the  patient;  (6)  there  shall  be 
adequate  medical  representation  on  all  national, 
state  and  local  bodies  having  supervision  or  juris- 
diction in  the  development  and/or  operation  of 
such  health  service  facilities;  (7)  these  health 
service  projects  shall  in  no  way  be  developed, 
operated  or  influenced  in  any  manner  which  could 
lead  to  a government-controlled  system  of  medi- 
Ccil  practice. 

More  generally,  in  connection  with  any  and 
all  government  medical  care  programs,  guidelines 
were  adopted  by  the  House: 

“The  medical  profession  in  any  community  is 
best  represented  by  the  local  medical  society  and  its 
officers.  They  should  be  consulted  initially,  and  dur- 
ing- the  process  of  planning  of  any  and  all  projects 
for  the  care  of  the  sick  and  the  preservation  of 
health.”  (These  are  significant). 

In  proposing  any  ne-w  facility,  “It  shall  be  first 
determined  that  existing  facilities  are  so  inadequate 
that  only  a completely  ne-w  facility  will  provide  a 
solution. 

“The  responsibility  for  the  health  needs  of  a com- 
munity basically  resides  at  the  community  level,  and 
all  the  local  resources  . . . shall  be  examined  before 
the  community  accepts  government  monies. 

“If  it  is  deemed  advisable  to  operate  a govern- 
ment-financed facility  in  a community,  it  shall  in 
no  way  be  binding  upon  a physician  to  refer  his  pa- 
tients there;  to  coerce  a physician  to  service  the 
facility;  and  this  facility  must  in  no  way  infringe 
upon  the  private  practice  of  medicine. 

“These  projects  should  not  be  developed  or  oper- 
ated in  such  a manner  as  to  establish  a precedent 
that  could  lead  to  a governmental  controlled  medical 
care  system  in  this  country.” 

We  have  a bright  light  in  Colorado,  a Welfare 
Director  whom  we  should  support  in  her  past 
and  present  efforts. 

Race  Quotas 

We  are  all  aware  of  the  difficulty  southern 
physicians  experience  in  complying  with  the  “race 
quota  system  imposed  on  doctors  and  hospitals 
by  HEW.  The  Public  Health  Service  representa- 
tive denied  that  such  a system  had  been  estab- 
lished. The  southern  physicians,  with  a great  deal 
of  support  from  many  other  areas,  opposed  the 
establishment  of  a racial  quota  system  for  hos- 
pitals. 

The  resolution  adopted  by  the  House  accused 
the  HEW  of  using  sick  people  to  carry  out  social 
reforms.  It  implied  that  this  practice  was  detri- 
mental to  good  medical  care,  and  any  effort  to 
set  hospital  admissions  by  race  quota  system  could 
deny  the  patient  free  choice  of  physician  and 
hospital. 

Physician  Control  Over  Collection  and 
Disbursement  of  Professional  Fees 

In  adopting  a report  of  the  Council  on  Medical 
Service  regarding  collection  and  disbursement  of 
professional  fees,  the  House  reaffirmed  past  action 
and  provided  clear,  consistent  policy  statements 
reflected  in  these  thoughts  which  are  elaborated 
in  the  full  report: 
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1.  It  is  proper  for  the  physician  to  establish  the 
fee  he  charges  to  any  patient  for  professional  service 
rendered,  with  the  recognition  that  a duly  constituted 
committee  of  his  peers  may  appropriately  review  and 
pass  upon  the  equity  and  justice  of  his  charge. 

2.  It  is  proper  for  third  party  agencies  to  make 
payment  of  professional  medical  fees  for  patients. 

3.  It  is  proper  for  a physician  to  work  with  other 
physi,cians  in  a team  approach  to  the  provision  of 
medical  service,  recognizing  that  each  is  entitled  to 
compensation  according  to  the  value  of  his  services 
and  that  charge®  attributable  to  each  physician’s 
service  shall  be  made  clear  to  the  patient. 

4.  It  is  proper  for  a phj'slcian  who  provides  per- 
sonal supervision  and  direction  for  a physician-in- 
training  to  charge  for  the  professional  medical  service 
rendered. 

5.  A physician  should  not  enter  into  a contract 
or  agreement  with  a hospital  whereby  the  hospital 
acts  as  the  agent  for  him  unless  it  is  with  the  consent 
of  the  physician  and  of  the  medical  staff. 

6.  Physicians,  collectively  in  hospitals,  may  prop- 
erly establish  special  medical  staff  funds,  wholly 
under  their  own  control,  which  they  may  support  as 
they  see  fit,  disburse  as  they  may  agree. 

7.  Fees  for  professional  medical  services  are  prop- 
erly paid  only  to  the  responsible  physicians  and  may 
not  be  appropriated  by  any  other  person  or  agency. 

8.  The  physician  is  the  sole  arbiter  as  to  the  ways 
he  may  dispose  of  his  professional  income,  without 
duress,  consistent  with  the  laws  of  the  land  and  the 
Principles  of  Medical  Ethics  of  this  association. 

This  is  in  keeping  with,  and  perhaps  clarifies 
the  policy  which  has  long  been  a reality  in  our 
state,  but  the  re-emphasis  of  the  importance  of 
each  physician  submitting  his  own  bill,  or  being 
identified  on  a statement,  is  not  stressed  suffi- 
ciently. 

Medical  Manpower 

For  some  time  the  American  Medical  Associa- 
tion has  been  accused  of  not  producing  enough 
physicians.  The  fact  is  that  in  the  last  20  years 
the  population  has  increased  28  per  cent  while 
the  medical  graduates  have  increased  50  per  cent, 
roughly  5,000  each  year  to  7,500  each  year.  All 
agree  that  the  demand  for  physicians  and  allied 
health  personnel  has  increased.  The  AMA  col- 
laborating with  the  government  set  up  a commit- 
tee or  commission  on  Health  Manpower.  Their 
activities  were  reviewed  by  the  board  of  trustees 
and  presented  to  the  House  of  Delegates  for  in- 
formation. 

The  House  accepted  for  information  a report 
from  the  Board  which  pointed  out  that  “The  pro- 
duction of  well  qualified  physicians  in  adequate 
numbers  is  necessary  to  meet  effectively  both 
social  and  economic  demands  for  health  care.”  It 
reviewed  some  of  the  activities  of  the  Committee 
on  Health  Manpower  and  concluded  that  “The 
AMA  should  continue  to  study  the  effect  of  new 
roles  for  health  personnel  and  new  interrelation- 
ships and  interdependencies  between  health  pro- 
fessionals, as  well  as  the  impact  of  innovative  con- 
cepts on  the  organizational  structure  evolving  in 
the  general  system  of  health  care  delivery.  . . 

“In  any  event,  our  resolve  should  always  be  as 
it  is  now:  to  use  the  best  tested  and  most  forward 
looking  measures  to  provide  excellent  health  care 
for  all  our  citizens  through  an  ample  number 
of  able,  educated  and  highly  skilled  physicians.” 

The  House  also  referred  to  the  Board,  for 
consideration  by  the  committee,  a resolution  that 


“deliberations  include  strong  emphasis  on  sound 
ways  of  accelerating  medical  education  in  all  its 
phases,  including  post-MD  and  graduate  education, 
and  of  increasing  the  supply  of  physicians  in  all 
categories.” 

In  addition,  the  House  adopted  reports  calling 
for  revision  of  the  Essentials  of  Approved  Resi- 
dencies in  radiology,  obstetrics  and  gynecology; 
adopted  a resolution  calling  for  the  promotion  of 
better  practices  in  inhalation  therapy;  and  adopted 
a resolution  that  the  AMA  reaffirm  its  support  of 
all  forms  of  nursing  education;  that  hospitals 
which  conduct  diploma  schools  of  nursing  be  com- 
mended; that  such  hospitals  be  urged  to  continue 
their  schools  and  increase  enrollment;  and  that 
the  AMA  take  appropriate  action  in  consultation 
with  professional  nurses’  associations  and  the 
American  Hospital  Association  to  encourage  in- 
creasing enrollment  in  diploma  schools  and  at 
the  same  time  improve  education  standards. 

Political  Surgery 

For  the  past  five  years  the  Society  of  Abdom- 
inal Surgeons  have  been  aspiring  to  control  the 
AMA  section  on  general  surgery.  This  year  their 
efforts  paid  off  in  a big  way.  A slate  of  officers 
backed  by  the  American  Association  of  Abdom- 
inal Surgeons  won  five  of  the  seven  officers  to 
control  the  section.  This  really  touched  off  a 
round  of  debate  which  ended  with  the  House 
condemning  the  term  American  Board  without 
AMA  approval.  It’s  possible  that  someone  may 
want  to  take  another  look  at  this  House  action  for 
any  organization  can  call  themselves  a board. 

Members’  Disability  Insurance  Program 

The  House  adopted  the  report  of  the  Reference 
Committee  on  this  subject,  and  referred  to  the 
Board  a number  of  resolutions  pertaining  to  it. 

The  committee’s  report,  as  adopted,  recom- 
mended that  the  House  authorize  the  Board  to 
make  every  effort  to  continue  the  AMA  Mem- 
bers Group  Disability  Insurance  Program  with  the 
same  premium-benefit  structure.  It  also  recom- 
mended the  following  guidelines  to  aid  the  Board 
in  negotiating  and  executing  the  necessary  con- 
tracts and  in  the  future  operation  of  the  program: 

1.  The  contract  should  provide  ample  assurance 
that  disability  claimants  will  be  treated  equitably 
and  justly. 

2.  The  carrier  should  guarantee  benefits  and 
premiums  for  a period  of  at  least  five  years  in  order 
to  assure  the  stability  of  the  program. 

3.  Promotional  literature  should  be  approved  in 
advance  by  the  Board  or  its  designee.  All  measures 
within  the  bounds  of  dignity  and  ethics  should  be 
utilized,  to  promote  the  program. 

4.  A continuous  ongoing  review  of  the  entire  pro- 
gram should  be  maintained.  The  Insureds  and  other 
members  should  be  made  aware  that  such  a review 
may  reveal  in  the  future  the  necessity  for  a re- 
vision of  the  program  at  the  end  of  the  five-year 
period. 

5.  Information  regarding  the  operation  of  the  pro- 
gram, its  financial  aspects  and  the  processing  of 
claims  should  be  available  to  the  Board  for  review  at 
any  time. 

6.  An  AMA  Disability  Insurance  Review  Commit- 
tee should  be  continued  and  should  provide  a mechan- 
ism for  claims  review. 
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The  hearings  held  by  this  committee  and  their 
deliberations  in  executive  session  were  long  and 
arduous.  Their  report  appeared  to  be  what  the 
doctors  of  Colorado  wanted.  The  delegates  have 
never  received  as  much  mail  and  helpful  advice 
on  any  item  as  they  did  on  this  disability  insurance 
report.  This  is  appreciated  because  our  purpose 
is  to  represent  the  doctors  of  Colorado  .at  the 
national  level.  In  reality  the  insurance  is  a bargain 
for  a doctor  at  any  age  group. 

The  Quarrel  with  HEW 

There  were  several  resolutions  calling  for  a 
Congressional  investigation  of  the  Department  of 
Health,  Education  and  Welfare  and  an  evalua- 
tion by  Congress  of  the  performance  of  Under- 
secretary Wilbur  J.  Cohen.  Modem  medicine 
covered  this  sO'  interestingly  that  I will  quote 
them  verbatim. 

Delegations  from  Louisiana,  Florida,  and  South 
Carolina  sought  an  AMA-supported  Congressional 
investigation  of  the  Department  of  Health,  Edu- 
cation, and  Welfare  and  an  evaluation  by  Con- 
gress of  the  performance  of  Undersecretary  Wilbur 
J.  Cohen. 

The  reference  committee,  however,  presented 
a much  milder  substitute  resolution  which  pre- 
dicted a Congressional  move  to  investigate  HEW, 
and  would  “encourage  and  commend”  the  legis- 
lators involved.  There  was  no  reference  to  Un- 
dersecretary Cohen.  What  the  House  then  adopted 
was  an  amended  version  saying  that  if  legislation 
is  introduced  to  investigate  HEW,  the  AMA  will 
offer  any  information  it  can. 

Sentiment  had  been  strong  at  the  reference 
committee  hearing  for  making  the  undersecretary 
the  AMA’s  chief  target  in  a Congressional  investi- 
gation. 

After  several  Florida  doctors  insisted  on  push- 
ing for  Mr.  Cohen’s  resignation,  witnesses  from 
other  states  tried  to  temper  the  language.  “From 
a pragmatic  standpoint,”  said  one,  “this  resolution 
will  do  us  more  harm  than  good.”  Another  agreed 
that  Mr.  Cohen  may  want  to  socialize  medicine 
but  that  what  has  been  done  could  not  have  been 
done  by  him  alone. 

Dr.  W.  Robyn  Hardy,  New  Orleans,  observed: 

“If  I wanted  to  destroy  General  Motors  I 
wouldn’t  shoot  the  president  of  the  company,  and 
if  I want  to  stop  the  powers  of  HEW  I don’t  want 
to  shoot  one  man  in  it.  I want  to  destroy  HEW. 
We  need  to  start  at  the  bottom  and  tear  out  the 
foundations.  Our  efforts  are  in  the  wrong  direc- 
tion.” 

The  House  debate  and  oratories  on  all  of  this 
was  very  basic  and  reassuring.  Their  official  ac- 
tion was  as  follows: 

Several  resolutions  were  offered  to  the  House 
questioning  whether  the  administration  of  gov- 
ernment programs  is  truly  carrying  out  the  intent 
of  Congress  in  its  passage  of  laws.  They  were 
combined  by  the  House  into  one  resolution  stating 
“That  if  legislation  is  introduced  to  investigate 


the  activities  of  the  Department  of  HEW  and  its 
executive  personnel  who  are  concerned  with  health 
matters  to  determine  if  the  intent  of  Congress  is 
being  carried  out,  the  American  Medical  Associa- 
tion will  provide  to  such  an  investigation  any  in- 
formation that  its  Board  and  councils  may  secure 
in  these  matters.” 

The  resolution  also  pointed  out  that  since  the 
most  effective  method  to  preserve  the  private 
practice  of  medicine  is  to  elect  proper  officials  at 
all  levels  of  government,  “the  American  Medical 
Association  urges  that  physicians,  as  individuals, 
redouble  their  efforts  in  political  activities.” 

It  was  also  resolved  that  the  Association  “con- 
tinue and  expand  its  efforts  to  inform  our  mem- 
bership of  its  activities  to  represent  them,  par- 
ticularly before  the  Congress  and  the  federal 
agencies.” 

The  House  also  adopted  a resolution  “That 
medical  societies  be  urged  to  investigate,  docu- 
ment and  report  to  the  Law  Division  . . . aU  vio- 
lations of  Public  Law  89-97  by  officers  or  em- 
ployees of  the  federal  government”  and  that  “a 
status  report  be  provided  to  this  House  at  the 
1967  Clinical  Convention.” 

The  House  also  reaffirmed  the  Association’s 
opposition  to  S.  260  (the  Hart  Bill)  and  its  sup- 
port of  direct  billing  under  Part  B of  medicare 
on  the  basis  of  a physician’s  itemized  statement 
of  charges. 

The  House  supported  AMPAC  and  the  state 
PAC  organizations  by  adopting  a resolution  rec- 
ognizing “that  leadership  at  all  levels  of  medicine 
should  make  individual  commitment  to  state  PAC- 
AMPAC  membership  and  local  PAC  programs, 
wherever  this  is  legally  possible.” 

Generic  Prescribing 

A resolution  combining  several  state  resolu- 
tions was  adopted  by  the  House,  asserting  “that 
the  AMA  again  reaffirm  its  policy  that  physicians 
should  be  free  to  use  either  the  generic  or  the 
brand  names  in  prescribing  drugs  for  their  pa- 
tients; and  encourage  physicians  to  supplement 
medical  judgments  with  cost  considerations  in  mak- 
ing this  choice.” 

Committee  on  Planning  and  Development 

At  the  Jime,  1966,  convention  of  the  House,  the 
Board  announced  the  appointment  of  a committee 
to  study  planning  and  development  techniques 
within  the  Association.  The  report  of  the  com- 
mittee was  received  and  the  Board  submitted  its 
final  report  to  the  House  at  this  convention. 

The  Board  voted  to  (1)  establish  a permanent 
Committee  on  Planning  and  Development  and  (2) 
select  seven  active  members  of  the  AMA  as 
members.  The  following  charges  were  established 
for  the  committee: 

1.  study  and  make  recommendations  concerning 
the  long-range  objectives  of  the  Association  and  the 
resources,  programs  and  organizational  structure  by 
which  the  Association  attempts  to  reach  them. 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2. 5 mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


In  six  published  studies^  ® detailed  re- 
sults are  given  on  the  use  of  Lomotil  in 
111  patients  with  chronic  ulcerative 
cohtis.  They  show  that  Lomotil  gave 
satisfactory  to  “excellent”  control  of 
diarrhea  in  more  than  two-thirds  of 
these  patients.  As  the  disorder  ad- 
vances and  destroys  bowel  muscu- 
lature, the  motUity-lowering  action  of 
Lomotil,  understandably,  has  less 
effect. 

The  successful  use  of  Lomotil  in  a 
disorder  as  exceedingly  difficult  to 
treat  as  moderate  ulcerative  colitis  em- 
phasizes again  its  unsurpassed  anti- 
diarrheal  effectiveness  in  these  more 
common  conditions : 

• Gastroenteritis  • Acute  infections 

• Spastic  colon  • Drug  induced  diarrhea 

• Functional  hypermotility 

For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 
Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea  is 
controlled,  are : 

Children:  Total  Daily  Dosage 
3-6  mo. . . 1/2  tsp.*t.i.d.  (3  mg.)  ill 
6-12  mo. , 1/2  tsp.  q.i.d.  (4  mg.)  i i i I 

1- 2  yr. . . . 1/2  tsp.  5 times  daily  (5  mg.)  1 i | | I 

2- 5  yr. . . . 1 tsp.  t.i.d.{6  mg.)  i | | 

5-8  yr 1 tsp.  q.i.d.  {8  mg.)  i 1 1 | 

8-12  yr. ..  1 tsp.  5 times  daily  (10  mg.)  i 1 1 i 1 

Adults:  2 tsp.  5 times  daily  (20  mg.)  auiuui 
or  2 tablets  q.i.d.  es  ee  sees 

*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  initial  daily  dosage. 

Precautions:  Lomotil  is  a federally  exempt 
narcotic  preparation  of  very  low  addictive 
potential.  Recommended  dosages  should  not 
be  exceeded,  and  medication  should  be  kept 
out  of  reach  of  children.  Should  accidental 
overdosage  occur  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy  or 
coma,  hypotonic  reflexes,  nystagmus,  pin- 
point pupils  and  tachycardia.  Lomotil  should 
be  used  with  caution  in  patients  with  im- 
paired liver  function  or  those  taking  addict- 
ing drugs  or  barbiturates. 

Side  Effects;  Side  effects  are  relatively  un- 
common but  among  those  reported  are  gas- 
trointestinal irritation,  sedation,  dizziness, 
cutaneous  manifestations,  restlessness,  in- 
somnia, numbness  of  the  extremities,  head- 
ache, blurring  of  vision,  swelling  of  the 
gums,  euphoria,  depression  and  general 
malaise. 


tablets/liquid 

controls  diarrhea 


even  in  ulcerative  colitis... 

characterized  by: 

— diarrhea,  cramps,  tenesmus 

— bloody,  mucoid,  purulent  stools 


1.  Barowsky,  H.,  and  Schwartz,  S.  A.:  J.A.IM.A.  280;  1058-1061 
(June  23)  1962.  2.  Cayer,  D.,  and  Sohmer,  M.  F. : N.  Carolina 
Med.  J.  22:600-604  (Dec.)  1961.  3.  Hock,  C.  W.:  J.  Med.  Ass. 
Georgia  50:485-488  (Oct.)  1961.  4.  Van  Derstappen,  G.,  and  Van- 
denbroucke,  G. : Med.  Klin.  56:962-964  (June  2)  1961.  5.  Merlo, 
M.,  and  Brown,  C.  H. : Amer.  J.  Gastroent.  34:625-630  (Dec.)  1960. 
6.  Weingarten,  B.;  Weiss,  J.,  and  Simon,  M. : Amer.  J.  Gastroent. 
35:628-633  (June)  1961. 
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2.  Serve  as  a focal  point  for  the  planning  activities 
of  the  Association  and  stimulate  and  coordinate  plan- 
ning activities  throughout  the  organization. 

3.  Study,  or  cause  to  be  studied,  medicine  and  the 
environment  in  which  the  Association  must  function 
and  transmit  the  conclusions  of  these  studies  to  the 
Board. 

In  the  report  adopted  by  the  House,  the  Board 
earnestly  solicited  nominations  to  the  committee 
from  delegates,  constituent  associations,  com- 
ponent societies  and  other  interested  groups  and 
individuals. 

Two  resolutions  on  the  subject  were  referred 
to  the  Board. 

It  is  noteworthy  that  in  his  report  to  the 
House,  President  Rouse  stated  that  “We  now  have 
an  established  Committee  on  Planning  and  De- 
velopment at  the  AMA  level.  I hope  that  every 
county  and  state  association  will  likewise  make 
use  of  a comparable  committee,  to  plan  wisely  and 
develop  properly  the  policies  and  programs  needed 
in  the  decades  ahead — far  beyond  just  the  next 
year.” 

They  adopted  many  other  resolutions,  including 
these: 

Amending  the  bylaws  so  that  recipients  of  the 
Distinguished  Service  Award  and  the  Citation  of  a 
Dayman  for  Distinguished  Service  will  be  nominated 
at  the  Clinical  Convention  and  the  presentations  will 
be  made  at  the  next  Annual  Convention. 

Confirming  that  there  is  nothing  in  the  niilifary 
officers’  oath  that  conflicts  in  any  way  with  the 
ethics  of  the  medical  profession. 

Noting  that  a double  standard  of  policy  often 
exists  between  so-called  “hospital-based  specialists” 
and  other  types  of  practitioners  with  respect  to  hos- 
pital staff  appointments  and  endorsing  the  "principle 
of  a single  standard  with  respect  to  staff  appointments 
among  all  physicians  having  equivalent  credentials  in 
all  hospital  departments  and  services  as  a means  of 
assuring  maximum  freedom  of  choice  of  physicians  by 
patients,  and  of  consultants  by  staff  members.” 

Requesting  the  JCAH  to  “encourage  . . . the  ac- 
ceptance, wherever  possible,  of  physicians  elected  or 
appointed  by  the  medical  staff  to  the  Board  of 
Trustees  with  full  voting  rights  as  the  most  effective 
form  of  liaison  between  the  medical  staff  and  hospital 
governing  authorities.” 

Encouraging  farm  equipment  manufacturers  to 
establish  standards  for  basic  overturn  protective 
frames  and  crush-resistant  cabs. 

Reaffirming  the  Association’s  policy  regarding 
tobacco  and  health  and  promising  vigorous  continua- 
tion of  its  measures  for  corrective  action. 

Urging  that  disposable  hypodermic  syringes  be 
thrown  away  in  such  a way  as  to  prevent  their  pos- 
sible re-use. 

Encouraging  state  associations  to  inform  state 
legislators  of  the  need  to  re-examine  existing  “bat- 
tered child”  laws  so  child  abuse  is  to  be  reported  by 
physicians  as  well  as  medically  oriented  social 
services. 

Supporting  continued  research  and  control  meas- 
ures for  venereal  disease. 

Reaffirming  the  Association’s  opposition  to  re- 
quirements for  certification  and  re-certification. 

Stating  the  Association's  continuing  concern  for 
the  prevention  of  death  and  injury  from  burns  by 
“stepping  up  its  education  campaign  to  make  the 
public  more  aware  of  the  dangers  inherent  in  flam- 
mable fabrics  and  other  related  flammable  materials” 
and  resolving  that  "the  AMA  cooperate  with  other 
voluntary  associations  in  the  furtherance  of  this 
program.” 

Finally,  the  House  welcomed  as  its  guests  at 
the  opening  session,  the  winners  of  the  AMA’s  top 
awards  at  the  18th  International  Science  Fair,  held 
in  San  Francisco.  They  were  Susan  T.  Bertrand, 
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New  Albany,  Ind.,  whose  exhibit  was  “Electro- 
phoretic Analysis  of  Blood  Serum;”  and  Stephen 
R.  Igo,  Winterset,  Iowa,  with  an  exhibit  showing 
the  design,  construction  and  operation  of  a small, 
synchronous  intrathoracic  auxiliary  ventricle.  Both 
winning  exhibits  were  on  display  during  the  con- 
vention. 

The  Scientific  Program 

Because  of  a time  limitation  it  is  difficult  for 
the  delegates  to  assess  the  quality  of  an  annual 
meeting  scientific  program.  All  sessions  attracted 
capacity  attendance  and  the  comment  in  general 
was  very  favorable. 

The  National  Diet-Health  Studies  report  re- 
ceived much  favorable  comment.  The  National 
Health  Institute  and  the  food  industry  collaborated 
in  preparing  special  fat  modified  foods. 

Serum  cholesterol  levels  fell  an  average  of  11 
per  cent  for  all  men  on  experunental  diets,  and  the 
decrease  was  greater  in  the  ones  who  really  co- 
operated. The  largest  cholesterol  value  drop,  how- 
ever, occurred  in  the  men  who  lost  the  most 
weight. 

It  was  a detailed  report  and  very  well  pre- 
sented but  only  reaffirmed  what  everyone  preached 
but  few  practiced. 

A group  from  Philadelphia  General  Hospital  ] 
recorded  electrocardiograms  continuously  during  j 
2V2  hours  of  daylight  driving  by  40  healthy  adults  1 
and  46  with  proven  coronary  heart  disease.  i 

They  recorded  significant  changes  involving  the 
coronary  subjects  with  abnormal  resting  electro- 
cardiograms. From  this  they  concluded  that  the 
changes  recurred  frequently  and  may  contribute 
to  the  development  of  myocardial  infarction  and 
the  occurrence  of  highway  accidents. 

Our  delegation  and  our  state  were  well  repre- 
sented at  the  meeting.  The  Clinical  Session  of 
the  American  Medical  Association  is  to  be  held  in 
Colorado  in  the  fall  of  1969.  This  meeting  means 
a great  deal  to  our  state  from  public  relations, 
educational  and  economical  standpoints.  For  these 
reasons  and  to  have  a resting  station  for  the  Colo- 
rado doctors,  our  state  maintained  a hospitality  • 
suite  in  the  Haddon  Hall  Hotel.  The  Colorado 
Flower  Growers  Association  furnished  us  dozens  of 
beautiful  carnations.  A beautiful  vase  of  carnations 
was  put  in  the  hospitality  suite  for  each  delega- 
tion. In  addition  to  this  Mr.  Derry  was  able  to 
obtain  400  souvenir  copies  of  the  Colorful  Colo-  1 
rado  Magazine.  We  received  many  compliments 
and  good  comment  on  the  beauty  of  our  state 
and  many  friends  promised  to  make  sure  that  we 
realized  that  they  would  attend.  I think  that  we 
feel  a great  deal  of  thanks  is  due  to  Mrs.  Geraldine 
Caldwell  and  Mr.  Don  Derry.  I know  of  no  other 
delegation  that  has  the  wonderful  executive  help  j 
that  we  do.  ' 

Respectfully  submitted, 

KENNETH  C.  SAWYER, 

Senior  Delegate 

Rocky  Mountain  Medical  Journal  ' 


Colorado  Medical  Society 

OFFICERS  19fi6-67 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  Indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  and  expires 
Sept.  23,  1967,  at  the  Annual  Session  in  Colorado  Springs. 
President:  Myron  C.  Waddell,  Denver. 

President-elect:  Henry  H.  Zelgel,  CoUbran. 

Vice  President:  Eugene  B.  Ley,  Pueblo. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trustees:  Carl  H.  McLauthlin,  Denver,  1967; 
Kenneth  A.  Platt,  Westminster,  1967;  William  A.  H.  Rettberg, 
Denver,  1968;  Robert  W.  Ludwick,  Sterling,  1969. 

Delegates  to  the  American  Medical  Association;  Harlan  E. 
McClure,  Lamar,  Dec.  31,  1967  (Alternate,  Vernon  L.  Bolton, 
Colorado  Springs,  Dec.  31,  1967);  Gatewood  C.  Milligan, 

Englewood,  Dec.  31,  1967  (Alternate,  Ray  G.  Witham,  Craig, 
Dec.  31,  1967) ; Kenneth  C.  Sawyer,  Denver,  Dec.  31,  1968 
(Alternate,  Robert  E.  McCurdy,  Denver,  Dec.  31,  1968). 
Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora. 
Vice  Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver 
Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Moantain 
Medical  Journal;  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  M^ical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President;  Albert  L.  Vadheim,  Bozeman. 

President-elect:  Alfred  M.  Fulton,  Billings 
Vice  President:  Mark  B.  Listerud,  Wolf  Point. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Hugh  V.  Anderson,  Great  Falls 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings 
Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Albert  L.  Vadheim,  Bozeman;  Alfred 
M.  Fulton,  Billmgs;  Mark  B.  Listerud,  Wolf  Point;  Oscar  A. 
Swenson,  Sidney;  Hugh  V.  Anderson,  Great  Falls;  Robert  W 
Thometz,  Butte;  Paul  J.  Cans,  Lewistown;  Robert  K.  West, 
Cut  Bank. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal;  Warren 
D.  Bowman,  Jr.,  Billmgs 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billmgs 

Exeentive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  BiUings,  59103.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1986-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  Is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  William  M.  Tappan,  Reno. 

President-elect:  Richard  A.  Petty,  Carson  City. 
Secretary-Treasurer;  V.  A.  Salvadorini,  Reno. 

Immediate  Past  President:  Joseph  M.  George,  Jr.,  Las  Vegas. 
Delegat®  to  A.M.A.:  Leslie  A.  Moren,  Elko. 

Altemat©  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Sclentifie  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal;  Wesley  W.  Hall.  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff.  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1968  Annual  Session. 

President:  Emmit  M.  Jennings,  Roswell. 

President-Elect:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 

Immed.  Past-President:  Thomas  L.  Carr,  Albuquerque. 

Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albuquerque. 

Vice  Speaker,  House  of  Delegates:  Harry  D.  Ellis,  Santa  Fe. 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1967 
to  December  31,  1968. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Albuquer- 
que, January  1,  1967  to  December  31,  1968. 

Councilors  for  Three  Years:  George  M.  Boyden,  Albuquerque 
(Dist.  Ill);  Richard  Sherman,  Alamogordo  (Dist.  VI). 
Councilors  for  Two  Years:  Don  R.  Clark,  Roswell  (Dist.  V); 
Alvin  S.  Hartz,  Farmington  (Dist.  VII) ; Samuel  E.  Neff,  Clovis 
(Dist.  IV). 

Councilors  for  One  Year:  Robert  E.  Cutler,  Espanola  (Dist.  II): 
Axmin  T.  Kell,  Raton  (Dist.  I). 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque:  Telephone  265-8494,  area  code 
505. 

GENERAL  CONVENTION  COMMITTEE:  Fred  R.  Brown, 
Roswell,  Chaimian  (1969);  Richard  M.  Angle,  Santa  Fe  (1969); 
Andrew  M.  Babey,  Las  Cruces  (1968);  Rufus  E.  Lee,  Los 
Alamos  (1970);  Solomon  Paipper,  Albuquerque  (1968);  Robert 
S.  Stone,  Albuquerque  (1970). 

NEW  MEXICO  PHYSICIANS’  SERVICE:  George  M.  Boyden, 
Albuquerque,  Chairman  (1970);  John  D.  Abrums,  Albuquerque, 
Sec.-Treas.  (1969);  Bentley  B.  Altlzer,  Portales  (1969);  Alfred 
S.  Blauw,  Roswell  (1969);  H.  P.  Borgeson,  Alamogordo  (1868); 
J.  J.  Corcoran,  Jr.,  Albuquerque  (1968);  Robert  S.  Grier,  Los 
Alamos  (1968);  William  J.  Hossley,  Doming  (1970);  Robert 
McComas,  Las  Cruces  (1970);  James  Messer,  Clovis  (1969); 
C.  H.  Peterson,  Carlsbad  (1970) ; Norton  R.  Ritter,  Grants 
(1968);  John  J.  Smoker,  Raton  (1970);  Eugene  P.  Szerlip, 
Albuquerque  (1968);  James  W.  Wiggins,  Albuquerque  (1969). 
NOMINATING  COMMITEE:  R.  P.  Beaudette,  Raton—Distriet  1 
(Colfax,  San  Miguel) ; Marcus  Smith,  Santa  Fe — Dist.  II  (Los 
Alamos,  Santa  Fe,  Taos) ; Tom  L.  Carr,  Albuquerque,  Chair- 
man— Dist.  Ill  (BemalilljOi) ; George  Prothro,  Clovis — ^Dist.  IV 
(Curry,  DeBaca,  Quay,  Roosevelt);  C.  Pardue  Bunch,  Artesia — 
Dist.  V (Chaves,  Eddy,  Lea) ; Myron  J.  Szczukowski,  Las  Cruces 
—Dist.  VI  (Donna  Ana,  Sierra,  Grant,  Luna,  Otero) ; Matt  A. 
Connell,  Grants — ^Dist.  VII  (McKinley,  Mid-Rio  Grande,  San 
Juan,  Valencia). 

ACCIDENT  PREVENTION  COMMITTEE:  Harold  A.  Fenner, 
Jr.,  Hobbs,  Chairman;  Bentley  B.  Altlzer,  Portales;  John  F. 
Boyd,  Albuquerque;  Alvin  R.  Clauser,  Albuquerque;  Henry  C. 
Hosford,  Las  Cruces;  I.  J.  Marshall,  Roswell;  Gerald  Parkes, 
Santa  Fe;  Gene  R.  Smith,  Farmington;  Lee  F.  WoUard,  Jr., 
Roswell. 

ADVISORY  COMMITTEE  TO  DEPARTMENT  OF  PUBLIC 

WELFARE:  Armin  T.  Keil,  Raton,  Chairman;  Adrian  H. 
Bodelson,  Santa  Fe;  Richard  A.  Gooding,  Albuquerque; 
Edward  O.  Goodrich,  Jr.,  Santa  Fe;  J.  J.  Johnson,  Jr.,  Las 
Vegas;  Ernest  W.  Lander,  Roswell;  Ashley  Pond,  Taos;  Je^e 
L.  Wallace,  Tucumcari. 

ADVISORY  COMMITTEE  TO  NEW  MEXICO  MEDICAL 
ASSISTANTS’  SOCIETY:  Elmo  D.  Anderson,  Albuquerque; 
John  M.  McGuire,  Alamogordo;  T.  L.  Stangebye,  Jr.,  Roswell. 
CONSTITUTION  AND  BYLAWS  COMMITTEE:  J.  C.  Dotson, 
Los  Alamos,  Chairman;  C.  E.  Molholm,  Albuquerque;  Bob 
W.  Williams,  Las  Cruces. 

GRIEVANCE  COMMITTEE:  Omar  Legant,  Albuquerque, 
Chairman;  R.  P.  Beaudette,  Raton;  Earl  L.  Malone,  Roswell. 
FEE  COMMITTEE:  John  J.  Corcoran,  Jr.,  Albuquerque,  Chair- 
man; John  D.  Abrums,  Albuquerque;  Karl  L.  Bergener,  Ros- 
well; John  F.  Boyd,  Albuquerque;  Frederick  R.  Brown,  Ros- 
well; Martin  B.  Goodwin,  Clovis;  Prank  G.  Hesse,  Albuquerque; 
David  L.  Kendall,  Farmington;  Robert  E.  McComas,  Las 
Cruces;  Janies  L.  McCrory,  Santa  Fe;  Howard  B.  Peck, 
Albuquerque;  John  B.  Roberts,  Albuquerque;  Randolph  V. 
Seligman,  Albuquerque;  Owen  C.  Taylor,  Jr.,  Artesia. 
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INSURANCE  COMMITTEE:  John  D.  Abrums,  Albuquerque, 
Chairman;  Ulton  G.  Hodgin,  Albuquerque;  William  J.  Langlois, 
Albuquerque. 

LEGISLATIVE  AND  PUBLIC  POLICY  COMMITTEE:  Harry 
D.  Ellis,  Santa  Fe,  Chairman;  Mrs.  Louise  Rowdabaugh, 
Albuquerque;  Bernalillo — O.  D.  Johnson,  Albuquerque;  Chaves 
— Morton  W.  Dann,  Roswell;  Colfax — Armin  T.  Keil,  Raton; 
Curry-Roosevelt — Lynn  W.  Abshere,  Clovis;  Dona  Ana — 
Robert  E.  McComas,  Las  Cruces;  Eddy — M.  K.  Miner,  Carlsbad; 
Grant — John  C.  MitcheU,  Silver  City;  Lea — Rex  G.  Quigley, 
Hobbs;  Los  Alamos — Paul  H.  Noth,  Los  Alamos;  Luna — ^W.  J. 
Hossley,  Deming;  McKinley — Vincent  Accardi,  Gallup;  Mid- 
Rio  Grande — Eugene  L.  Coulson,  Socorro;  Otero — Leland  L. 
Fellows,  Alamogordo;  Quay — F.  C.  Parker,  Tucumcari;  San 
Miguel — J.  J.  Johnson,  Jr.,  Las  Vegas;  Santa  Fe — Julius  L. 
Wilson,  Santa  Fe;  San  Juan — Alvin  S.  Hartz,  Farmington; 
Sierra — Hanson  B.  Johnson,  Truth  or  Consequences;  Taos — 
David  R.  Ashmun,  Taos;  Valencia — Matt  A.  Connell,  Grants. 

MEDICAL-LEGAL  COMMITTEE:  John  K.  Torrens,  Albuquer- 
que, Chairman;  Eric  W.  Best,  Albuquerque;  J.  Hunt  Burress, 
Albuquerque;  Murray  M.  Friedman,  Santa  Fe;  Louis  Levin, 
Albuquerque;  Earl  L.  Malone,  Roswell;  Clifford  E.  Molholm, 
Albuquerque;  John  S.  Moore,  Roswell;  Rui>ert  H.  Pate, 
Carlsbad;  Peter  Van  Schoonhoven,  Albuquerque;  Margery  U. 
Whipple,  Santa  Fe. 

COMMITTEE  ON  MEDICINE  AND  RELIGION:  William  S. 
Lorekin,  Albuquerque,  Chairman;  C.  P.  Bunch,  Artesia;  U.  G. 
Hodgin,  Albuquerque. 

MENTAL  HEALTH  AND  ALCOHOLISM  COMMITTEE:  Fred 
W.  Langner,  Albuquerque,  Chairman;  Lee  R.  Chutkow,  Los 
Alamos;  J.  C.  Hallford,  Las  Vegas;  E.  Mary  Mostyn,  Albu- 
querque; S.  Robert  Stubbs,  Jr.,  Alamogordo. 

LIAISON  COMMITTEE  TO  ALLIED  PROFESSIONS  AND 
VOLUNTARY  HEALTH  AGENCIES:  Herbert  S.  Friedman, 
Albuquerque,  Chairman;  Donald  F.  Seelinger,  Albuquerque; 
Zigmund  W.  Kosicki,  Santa  Fe. 

LIAISON  COMMITTEE  WITH  UNIVERSITY  OF  NEW  MEX- 
ICO SCHOOL  OF  MEDICINE:  MerrU  W.  Brown,  Albuquerque, 
Chairman;  T.  L.  Carr,  Albuquerque;  Don  R.  Clark,  Roswell; 
William  J.  Hossley,  Deming;  C.  M.  Kemper,  Albuquerque; 
John  C.  McCulloch,  Farmington;  Harold  Mortimer,  Las  Vegas; 
Richard  B.  Streeper,  Santa  Fe. 

NEMPAC  BOARD  OF  DIRECTORS:  R.  P.  Beaudette,  Raton, 
Chairman;  William  E.  Cohenour,  Albuquerque;  Mrs.  Louise 
Rowdabaugh,  Albuquerque;  Thomas  L.  Carr,  Albuquerque; 
Omar  Legant,  Albuquerque;  Armin  T.  KeU,  Raton,  Secretary; 
J.  J.  Johnson,  Jr.,  Las  Vegas;  Mrs.  Audrey  Connell,  Grants; 
William  J.  Hossley,  Deming;  Bob  W.  Williams,  Las  Cruces; 
Morton  W.  Dann,  Roswell;  Irving  Klein,  Albuquerque. 

PUBLIC  HEALTH  COMMITTEE:  William  C.  Gorman,  Albu- 
querque, Chairman;  Louis  Levin,  Albuquerque;  Matt  A. 
Connell,  Grants;  Howard  R.  Lawrence,  Artesia;  Frederick  H. 
Harvey,  Santa  Fe;  Irving  Klein,  Albuquerque. 

PUBLIC  RELATIONS  COMMITTEE:  Fred  H.  Hanold,  Albu- 
querque, Chairman;  Vaun  T.  Floyd,  Albuquerque;  Cleon  L. 
Schultz,  Roswell;  George  M.  Boyden,  Albuquerque;  Jack  L. 
Coats,  Farmington;  Myron  J.  Szczukowski,  Las  Cruces; 
Frederick  H.  Harvey,  Santa  Fe. 

HOSPITAL  UTILIZATION  COMMITTEE:  John  F.  Griffin, 
Albuquerque,  Chairman;  Paul  A.  Fell,  Deming;  Ronald  V. 
Dorn,  Jr.,  Albuquerque;  Vaun  T.  Floyd,  Albuquerque. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  CONTINUING 
COMMITTEE:  Marcus  J.  Smith,  Santa  Fe,  Chairman;  William 
Hentel,  Albuquerque;  Walter  J.  Hopkins,  Lovington;  James  S. 
Clarke,  Albuquerque;  Richard  B.  Streeper,  Santa  Fe. 

ADJUDICATION  AND  LIAISON  COMMITTEE  TO  HEALTH 
INSURANCE  CARRIERS:  Lorry  C.  Delambre,  Albuquerque, 
Chairman;  James  A.  Koch,  Albuquerque;  Zigmund  W.  Kosicki, 
Santa  Fe;  Fred  H.  Hanold,  Albuquerque;  John  B.  Roberts, 
Albuquerque. 

MATERNAL  AND  PERINATAL  MORTALITY  COMMITTEE: 
Norton  R.  Ritter,  Grants,  Chairman;  Louis  F.  Kuehn,  Albu- 
querque; Edward  A.  Mortimer,  Albuquerque;  John  T.  Tyson, 
Albuquerque;  David  B.  Post,  Albuquerque;  Alvina  Looram, 
Santa  Fe;  Roy  F.  Goddard,  Albuquerque;  Jeremiah  Hall, 
Albuquerque. 

SUB-COMMITTEE  OF  THE  MATERNAL  AND  PERINATAL 
MORTALITY  COMMITTEE  ON  MATERNAL  DEATHS:  W. 
Duane  McCarty,  Albuquerque,  Chairman;  William  C.  Johns, 
Albuquerque;  Robert  A.  Munsick,  Albuquerque;  Melvin  A. 
Lester,  Alamogordo. 


Utah  State  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President;  Paul  A.  Clayton,  Salt  Lake  City 
President-elect:  Drew  M.  Petersen,  Ogden 
Past  President:  L.  V.  Broadbent,  Cedar  City 
Honorary  President:  Juel  E.  Trowbridge,  Bountiful 
Secretary  '67:  Russell  M.  Nelson,  Salt  Lake  City 
Treasurer  ’69:  Ralph  C.  Richards,  Salt  Lake  City 
Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden 
Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo 

President,  Medical  Service  Bureau:  Wilford  G.  Biesingei, 
Springville 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan 

Alternate  Speaker,  House  of  Delegates:  William  R. 

Christensen,  Salt  Lake  City 

Scientific  Editor,  Rocky  Mountain  Medical  Journal;  Alan  E. 

Lindsay,  Salt  Lake  City 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City.  Telephone  EL  5-7477. 

Wyoming  State  Medical  Society 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President;  Ray  K.  Christensen,  Powell 
President-elect;  Laurence  W.  Greene,  Jr.,  Laramie 
Vice  President;  Henry  N.  Stephenson,  Newcastle 
Secretary:  Raymond  E.  Kunkel,  Thermopolis 
Treasurer;  Elmer  S.  McKay,  Lander 
Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A. : Frederick  H.  Haigler, 
Casper 

Speaker  of  the  House:  John  H.  Froyd,  Worland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Mr.  Arthur  R.  Abbey,  Cheyenne 

Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne 

Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.  O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 
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Prompt,  professional  service  24  hours 
a day,  every  day!  A complete  line  of 
hospital  beds,  wheelchairs,  traction 
equipment,  oxygen,  crutches,  walkers, 
commodes,  lamps,  whirlpools  — every- 
thing to  help  patients  get  well  faster. 

We  Proems  MEDICARE  Equipment  Claims 

DENVER 

733-5521 

350  Broadway 


ALBUQUERQUE 

268-6736  (Days) 


137  San  Pedro  Drive  N.E. 

Franchise  Holder 


PRACTICE  OPPORTUNITIES 
IN  COLORADO 

General  PractiHoners  (solo  practice) 

BASALT,  COLORADO 

Contact  Mr.  Byron  Lewis 
Route  #1 

Carbondale,  Colorado  81623 

COLLBRAN,  COLORADO 

Contact  Henry  H.  Zeigel,  M.D. 

Plateau  Valley  Congregational  Hospital 
Collbran,  Colorado  81624 

FLAGLER,  COLORADO 

Contact  A.  E.  Creighton,  Chairman 
Community  Medical  Center,  Inc. 

Flagler,  Colorado  80815 

STEAMBOAT  SPRINGS,  COLORADO 

Contact  M.  L.  Crawford,  M.D. 

825  Oak  Street 

Steamboat  Springs,  Colorado  80477 


; for  September  1967 
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Augustine  S.  Cecchini,  M.D.,  died  Sunday, 
August  6,  1967,  at  St.  Joseph’s  Hospital  in  Denver 
following  a long  illness.  He  was  born  May  21,  1888 
in  Denver.  He  received  his  primary  and  secondary 
education  in  the  Denver  Public  Schools  and  his 
medical  training  at  the  University  of  Colorado 
Medical  Center  in  Denver.  He  was  awarded  an 
M.D.  degree  from  that  institution  in  1913. 

Following  graduation  from  Medical  School  in 
1913,  he  began  the  practice  of  medicine  at  La 
Modern,  New  Mexico.  At  the  beginning  of  World 
War  I,  1917,  he  abandoned  his  practice  in  New 
Mexico  and  joined  the  United  States  Medical 
Corps  where  he  served  with  distinction  until  the 
end  of  the  war  in  1918. 

After  his  discharge  from  the  Army  Medical 
Corps  in  1918,  Dr.  Cecchini  opened  an  office  in 
Denver  and  engaged  in  general  practice  until  he 
was  forced  to  retire  because  of  ill  health  in  1964. 

Dr.  Cecchini  was  a long-time  member  of  the 
Denver  Medical  Society,  the  Colorado  Medical 
Society,  and  the  American  Medical  Association.  He 
was  also  a life-member  of  the  Executive  Board 
of  Catholic  Charities  of  Denver  and  served  for 
many  years  as  a volunteer  worker  in  the  Ave 
Maria  Clinics.  In  1963  he  was  awarded  the  tra- 
ditional fifty-year  pin  and  plaque  by  the  Denver 
Medical  Society. 

Dr.  Cecchini  remained  a bachelor  all  his  life 
and  was  fond  of  saying  jokingly  that  he  was 
married  to  his  profession.  He  is  survived  by  a 
brother,  Joseph  Cecchini,  of  Denver. 


The  American  Cancer  Society’s  pro- 
fessional education  program  focuses  on 
the  six  cancer  sites  in  which  early  diag- 
nosis can  improve  the  results  of  treat- 
ment. These  sites  are:  breast,  colon- 
rectum,  uterus,  lung,  mouth  and  skin. 
Members  of  the  medical  profession  take 
the  lead  in  spreading  these  facts  to  the 
public.  Doctors  and  dentists  who  want 
further  information  can  call  the  local 
ACS  office. 
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WANT  ADS 


GE  MAXICON  X-RAY  200MA  spot  fUm  motorized  table 
fluoroseope,  stainless  steel  developing  tank  with  automatic 
controls,  dryer,  film  storage,  pass  box;  4-panel  illuminator, 
$4,500  complete.  Call  442-5345  or  write  Dr.  C.  O.  Roberts, 
1760  Sunset  Blvd.,  Boulder,  Colorado  80302  8-1-5 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-11-TFB 


NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,000  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
466-1718.  1-3-TFB 


PHYSICIAN  WANTED  for  resort  area  on  the  Colorado  River. 

Must  have  Nevada  license  or  be  able  to  conform.  Ideal 
location  for  semi-retired  physician.  Contact  North  Las  Vegas 
Hospital,  Inc.,  1401  East  Lake  Mead  Blvd.,  North  Las  Vegas, 
Nevada  89030.  9-1-lB 


OTOLARYNGOLOGIST,  Board  Certified  or  Board  Eligible  for 
Veterans  Administration  Hospital,  Albuquerque,  New  Mexico. 
Salary  based  on  qualifications,  could  range  from  $15,106  to 
$20,585.  This  is  a general  medical  550  bed  hospital  with  ap- 
proved residency  programs  and  an  expanded  research  program. 
It  is  fully  affiliated  with  the  four  year  medical  school  of  the 
University  of  New  Mexico.  Albuquerque,  with  a population  of 
over  300,000,  is  in  a semi-arid  area  at  an  altitude  of  5,000  feet. 
Apply  to  Chief  of  Staff,  Veterans  Administration  Hospital, 
Albuquerque,  New  Mexico  87108.  9-2-2B 


MEDICAL  HEALTH  OFFICER— for  Pueblo  City-Coimty  Health 
Department.  Headquarters — ^Pueblo,  Colorado.  Starting  salary 
$18,500,  plus  moving  expenses  up  to  $1,500.  Position  requires 
M.P.H.  Contact  Dalton  Roberts,  Administrative  Officer,  Colo- 
rado State  Department  of  Public  Health,  4210  E.  11th  Avenue, 
Denver,  Colo.  80220.  9-3-2B 


FOR  SALE — Snomobile,  1966  Bolens  Hus-Ski,  Model  444,  10 
h.p.,  complete  with  two- wheel  trailer.  $700.00.  Call  377-4894 
week  days,  8:30-4:30.  Denver.  9-8-lB 


MEDICAL  DIRECTOR — for  Children  and  Youth  Project.  South- 
Central  Colorado.  Headquarters  either  Walsenburg  or  Trini- 
dad, Colorado.  Salary  $18,000.  Position  is  under  State  Civil 
Service  and  requires  M.D.  and  eligibility  for  licensure  in 
Colorado.  Contact  Dalton  Roberts,  Administrative  Officer, 
Colorado  State  Department  of  Public  Health,  4210  E.  11th 
Avenue,  Denver,  Colo.  80220.  9-4-2B 


LAKEWOOD — Large,  attractive  medical  suite  in  professional 
buUding  now  available  for  one  or  two  doctors.  Close  to 
Lakewood  Post  Office.  Newer  building,  abundant  parking, 
reasonable  rent,  owner  may  remodel.  For  further  Information, 
call  DICK  CLINE,  297-5277.  Van  Schaack  & Company,  624  17th 
Street,  REALTOR,  297-5000,  Denver.  9-5-lB 


RADIOLOGIST  NEEDED  for  private  hospital  staff.  New  70-bed 
general  hospital.  New  x-ray  equipment  with  image  intensi- 
fier.  Income  first  year  $40,000.  This  is  a wonderful  opportunity. 
Please  contact  for  complete  details.  Don  Stuart,  Administrator; 
Medical  Center  Hospital,  Inc.;  Duncan,  Oklahoma.  Telephone 
Area  Code  405-  AL5-6240  . 9-6-3B 


ALLERGIST:  Experienced  Allergist  preferred,  but  will  train 
any  interested  physician.  Allergy  Clinic  in  clean,  cultural, 
progressive  University  city  of  300,000,  south  central  Kansas. 
Research  and  teaching  facilities  available.  Early  partnership. 
Salary  open.  Reply  to  Box  9-7-lB,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218.  9-7-lB 


FOR  sale; — 1 Dictaphone  Transcribing  Machine,  TB-7:  1 

Dictaphone  Dictating  Machine  and  telephone  recorder,  PT-7; 
1 Dictaphone  Dictating  Machine,  Portable,  PBR.  1965  models, 
very  light  use,  fully  reconditioned,  30-day  warranty.  Total 
price  $675  or  $225  per  machine.  Call  377-4894  weekdays,  8:30- 
4:30.  Denver.  9-9-lB 


GENERAL  SURGEON  wanted  by  ten  man  specialty  group 
serving  southeastern  Montana  and  the  western  Dakotas.  Two 
surgeons  in  department.  First  year  salary  $24,000.  Partnership 
interest  after  first  year.  Excellent  potential.  Garberson  Clinic, 
Miles  City,  Montana.  9-10-2B 


EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain  I 
West,  complete  with  24-hour  opera-  f 
tion.  X-ray;  pathological  and  dental  I 
laboratories,  pharmacy,  drug  and  1 
supply  stores.  • 

With  the  completion  of  the  new  * 
500-car,  self-service  parking  facility,  | 
the  Republic  Building  — designed  l 
and  operated  exclusively  for  the 
medical  and  dental  professions—  j 
offers  the  ultimate  in  patient-con-  S' 
venience  and  medical  facilities.  ^ 
Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC 

3890  ELM  STREET — TEL.  388-573 1 — DENVER,  COLORADO  80207 


Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Saif  Lake  City,  Utah 
21  Kensington  Street,  485-8262 

Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 


Medical  X-Ray  Equipment 
Accessories  & Film 

Medical  and  Laboratory 
Nuclear  Instrumentation 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

^0  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  16th  Street 
Denver  80202 


Telephone 

534-8714 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 


CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McQellan,  M.D. 
James  E.  Edwards,  M.D. 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That’s  why  we’re  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion—how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it’s  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 

Denver,  Colorado  80215 


MEMBER 


f'hC. 

Speer  qt  Acqmo  * Denver  • 534‘0631 


r Discriminating  Doctors 
everywhere  specify 

SXEELCASE 

Custom  Line 
Office  Furniture 

Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  in  soon  — or  phone  and  our  representative  wiil  caii 


Prestige  Address 
and  Patient  Parking 

If  you  are  considering  a new  loca- 
tion for  your  office  . . . look  up. 

Look  up  to  Brooks  Towers. 

Brooks  Towers  offers  you  the  finest 
in  Medical  and  Dental  office  facilities 
...  in  the  very  heart  of  downtown 
Denver. 

The  tallest  building  in  Colorado  for 
residential  use  has  prime  space  for 
professional  office  locations. 

Your  Brooks  Towers  lease  will  be 
amid  1,000  residents  and  other  com- 
patible offices  and  businesses. 

For  leasing  information  and  a tour 
of  the  facilities  contact  Chat  Patterson 
255-8337. 


‘Downtou'n  iPas  everftluni... 


15th  & Curtis  • Denver 
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NOW  COLORADO  MEDICAL  SOCIETY  MEMBERS 
CAN  SECURE  UP  TO 

$1,000.00  A MONTH 

DISABILITY  INCOME  PROTECTION 


Recognizing  the  need  many  of  you  have  for  addi- 
tional disability  income  protection,  arrangements 
have  been  made  to  increase  the  maximum  benefits 
available  under  the  Society's  plan  from  $800.00  to 
$1,000.00  a month  effective  immediately.  These 
increased  benefit  amounts  are  available  only  to 


members  under  age  50  and  in  good  health.  All  the 
other  outstanding  features  of  your  former  plan 
have  been  retained  without  change. 

For  full  details  on  this  outstanding  protection, 
complete  the  coupon  below  and  mail  it  today. 


Underwritten 


Mutual 

OF  OMAHA 


Mutual  of  Omaha  Insurance  Company 
Life  Insurance  Affiliate;  United  of  Omaha 
Home  Office:  Omaha,  Nebraska 

7-8-9-67 


I VINCENT  ANDERSON  COMPANY,  INC. 

I Second  Floor,  Roilwoy  Exchange  Building 
I Denver,  Colorado  80202 

I Please  send  me  full  details  on  the  Colorado  Medical  Society's  new  Disability 
I Income  Protection  Plan. 

j Name 

I 

I Address 


City. 


.State. 


ZIP  Code. 


I 


PREMIUM 

QUALITY 


AT  ITS  BEST... 


Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  ail  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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WYOMING 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during  | 

pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen-  i 

eralized  morbilliform  eruptions  with  or  without  | 

fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy-  ' 

tosis,  megaloblastic  anemia,  leukopenia,  granule-  ( 

cytopenia,  thrombocytopenia,  pancytopenia,  J 

agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus  i 

erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling  1 

infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium.  ; 

Parke,  Davis  & Company,  Detroit,  Michigan  48232  t 

The  color  combinations  of  the  banded  capsules  are 

Parke-Davis  trademarks.  The  orange-banded  white  capsule  i 

identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 

the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-PAVIS 


BSP®  DISPOSABLE  UNIT 

W&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


iMSULPHALEIN® 
I A COMPLETE, 
TERILE, 
ISPOSABLE, 
ECONOMICAL 
ATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


YNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


( BSPOS ) 
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Editorials 


Editorial  and  Business  Office 
1809  £ast  18th  Avenue 

Denver,  Colorado  80218  < 

Telephone  399-1222  (area  code  303) 

Publication  Office 
1830  Curtis  Street 
Denver,  Colorado 

Address  all  correspondence  re- 
lating to  subscriptions,  advertis- 
ing or  address  changes  to  Edi- 
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September  11,  1967 

To  the  Editor; 

I am  submitting  a copy  of  a letter  sent  to  me 
by  an  old  friend,  who  after  lecturing  to  our  medi- 
cal staff  about  some  more  current  orthopedic 
problems  than  those  mentioned  in  his  letter, 
visited  Mesa  Verde  National  Park.  His  infer- 
ences after  seeing  the  sandals  at  the  museum  at 
the  Park  are  quite  interesting  and  I have  received 
his  permission  to  make  the  letter  available  to  the 
Rocky  Mountain  Medical  Journal  readers. 

In  another  letter  to  me.  Dr.  Kopell  speculated 
about  the  flattened  occiputs  of  these  Indians.  It 
has  been  suggested  that  the  change  in  shape  of 
the  head  followed  a new  cradle  instituted  in  the 
8th  century.  A firm  cradle  board  replaced  a soft 
padded  cradle  used  before  this  time,  and  (without 
a pillow)  the  flattening  of  the  back  of  the  head 
resulted.* 

Not  so,  suggests  Dr.  Kopell.  The  point  of  the 
binding,  he  believes,  was  to  prevent  a whiplash 
injury.  It  is  presumed  that  the  mother  returned 
to  work  soon  after  delivery,  and  carried  her  baby 
papoose  style.  Probably  so  early  that  the  baby 
could  not  hold  his  head  up.  To  prevent  a high 
cervical  transsection  from  a flopping  head,  the 
head  had  to  be  boimd  down  to  the  carrying  ap- 
paratus. Possibly  the  change  to  a more  rigid  sup- 
porting board  was  needed  to  hold  the  baby  more 
securely  in  position  when  the  mother  had  to 
climb  ladders,  perhaps  coincident  with  the  move 
from  the  cliff  top  to  the  cliff  side.  Thus  the  flat- 
tened head  was  an  accident,  and  only  later  became 
a desired  status  symbol. 

The  point  of  my  letter,  reinforced  by  a visit 
to  the  park  this  summer,  during  which  I noted 
in  the  museum  some  exhibits  with  medical  ex- 
planations that  did  not  seem  to  be  in  keeping  with 
current  knowledge,  is  that  perhaps  re-evaluation  of 
some  of  the  skeletal  remains  and  other  data  may 
be  in  order  at  this  time,  perhaps  by  a medical 
team  with  some  archeological  and  anthropological 
talents. 

At  least,  I am  sure  that  such  visitors  would 
enjoy  their  sojourn  in  this  most  fascinating  Na- 
tional Park  just  as  we  did. 

Marcus  J.  Smith,  M.D. 

(Santa  Fe,  N.  M.) 


♦Reference:  Indians  of  the  Mesa  Verde,  Don  Watson, 
Mesa  Verde  Museum  Association,  Mesa  Verde  National 
Park,  Colorado,  1961,  page  174. 


Dr.  Kopell’s  letter  follows; 

August  9,  1967 

Curator — Museum 

Mesa  Verde  National  Park,  Colorado 
Dear  Sir: 

I recently  had  the  pleasure  of  visiting  the  Mesa 
Verde  National  Park,  and  going  through  the  mu- 
seum. It  was  a valuable  and  entertaining  educa- 
tional experience  for  me  and  my  family.  After 
viewing  and  discussing  the  museum  exhibits,  I 
felt  an  impulse  to  comment  on  part  of  it.  A pro- 
fessional interest  has  prompted  the  following  com- 
ments. 

One  of  the  exhibits  that  aroused  my  special 
attention  was  the  sandals.  The  first  point  con- 
cerns the  cut-outs,  or  scalloping  of  the  forward 
edge.  It  would  seem  that  the  reason  for  this  was 
to  free  the  toes  to  increase  their  prehensile  ability 
in  climbing.  The  sandals  would  protect  the  sole, 
but  their  rigidity  or  non-conformability  would 
interfere  with  a secure  footing  on  a ladder  rung 
or  toe-hold  in  a cliff  side.  The  point  was  made  in 
an  exhibit  about  the  place  of  the  cut-out;  in  some 
it  was  at  the  second  and  third  toes  and  some  at 
the  fifth  toe.  It  could  be  inferred  that  the  2-3 
toe  cut-out  was  important  for  ladder  rungs,  the 
fifth  toe  cut-out  when  more  irregular  cliff  cracks 
or  toe-holds  were  to  be  used  in  climbing.  The 
freeing  of  the  fifth  toe  would  allow  greater  flexi- 
bility to  conform  to  irregular  surfaces. 

The  second  point  was  the  unusual  or  pro- 
nounced wear  at  the  heels.  There  was  a sandal 
on  exhibit  with  a hole  worn  out  at  the  heel.  It 
is  inferred  that  this  was  the  result  of  the  toe 
cut-out.  As  the  plantar  surface  of  the  toes  were 
unprotected,  when  walking  over  level  ground  that 
was  hot  or  rough,  the  toes  might  be  held  in 
some  degree  of  hjrperextension — for  protection 
from  the  disturbing  grormd  contact.  A toe  posture 
similar  to  that  assumed  in  a positive  Babinski 
reaction  would  ensue.  The  resultant  hobbled  gait, 
used  in  walking,  not  running,  would  throw  ab- 
normal weight  on  the  heels.  This  can  be  very 
easily  tested  out  by  yourself  in  walking  about 
while  maintaining  toe  hyperextension. 

Finally,  x-ray  studies  of  the  feet  of  an  older 
skeleton  might  show  correlative  hypertrophic 
changes.  Here  might  be  a key  to  some  productive: 
research. 

Yours  very  truly, 

Harvey  P.  Kopell,  M.D. 
Associate  Professor 
Orthopedic  Surgery 
New  York  University 
School  of  Medicine 
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A monthly  news  summary  from  the  nations 
capital  by  the  Washington  Office  of  the  AM  A. 

The  American  Medical  Association  strongly 
opposed  a suggestion  that  doctors’  fees  under 
medicare  be  based  on  Blue  Shield  schedules. 

The  suggestion  was  made  to  AMA  officials 
while  they  were  testifying  before  the  Senate 
Finance  Committee  on  the  House-approved  social 
security  bill  which  includes  amendments  to  the 
medicare  and  medicaid  programs.  Dr.  Samuel  R. 
Sherman,  San  Francisco,  chairman  of  the  AMA’s 
Council  on  Legislative  Activities,  said  there  would 
be  heavy  opposition  from  the  medical  profession 
to  any  change  from  the  present  usual-and-custom- 
ary  fees. 

Dr.  Milford  O.  Rouse,  president  of  the  AMA, 
gave  general  approval  to  the  bill  passed  by  the 
House  which,  he  pointed  out,  incorporated  a num- 
ber of  changes  recommended  by  the  AMA.  He 
said  further  substantive  changes  better  could  await 
the  knowledge  that  one  or  two  more  years  of 
experience  would  bring.  However,  he  urged  that 
consideration  then  be  given  to  major  changes  in 
Medicare  Plan  B which  covers  physicians’  services. 

“We  believe  it  is  possible  for  the  Congress, 
the  medical  profession  and  others  interested  in  the 
subject  to  develop  a new  mechanism  for  deliver- 
ing medical  care  to  people  over  65  that  would 
be  consistent  with  existing  private  sector  mech- 
anisms,” Dr.  Rouse  said. 

“ . . . the  Congress  realizes  it  has  an  open-end 
program  with  rising  and  perhaps  imcontrollable 
costs.  We  believe  that  it  is  possible,  and  would 
be  eminently  practical,  to  devise  another  ap- 
proach that  could  solve  problems  which  beset 
Part  B.  One  possibility,  for  example,  might  be  to 
substitute  for  the  Part  B program  a subsidy  to  all 
eligible  persons,  to  be  used  for  the  purchase  of 
private  health  insurance.  Such  an  approach  could 
have  many  advantages. 

“The  eligible  over-65  patient  would  have  a 
qualified  private  insurance  program  of  his  choice, 
at  no  greater  expense  than  he  has  imder  the  Part 
B Medicare  program;  carriers  would  have  a great- 
er responsibility  for  their  own  performance  with 
an  opportunity  to  exercise  initiative;  the  physi- 
cian would  continue  to  deal  with  his  over-65 
patient  in  every  respect  in  the  same  way  as  he 
did  before  the  patient’s  birthday;  and  the  Congress 
would  have  a program  with  defined  costs,  and 
one  which  would  offer  the  nation  a comparison  of 
mechanisms  in  use  to  meet  the  problems  of 
financing  health  care  of  the  elderly.” 

Other  points  in  the  AMA  testimony  included: 


— Beginning  with  the  provisions  of  Title  XVIII 
(Medicare),  the  (House)  bill  does  not  place  the 
disabled  of  all  ages  under  Medicare,  as  had  been 
proposed  earlier.  We  think  the  House  acted  wisely 
in  establishing  instead,  a special  Advisory  Coun- 
cil to  study  the  problems  related  to  the  inclusion 
of  this  group  and  to  study  the  costs  involved. 

— In  addition  to  the  present  method  of  pay- 
ment for  physician’s  services,  the  (House)  bill 
provides  two  new  options:  either  the  physician 
can  submit  his  itemized  bill  directly  to  the  carrier, 
in  which  case  payment  of  80  i>er  cent  of  the  rea- 
sonable charge  would  be  made  to  him,  providing 
the  full  charges  does  not  exceed  the  reasonable 
charge,  or  to  the  patient  at  his  direction;  or  the 
patient  may  submit  the  itemized  bill  and  be  paid 
80  per  cent  of  the  reasonable  charge.  From  the 
program’s  inception,  the  AMA  has  urged  that  the 
payment  be  permitted  on  the  basis  of  an  itemized 
statement  of  charges. 

— Outpatient  hospital  diagnostic  services  would 
be  transferred  to  Part  B of  Title  XVIII  and  be 
subject  to  the  deductible  and  coinsurance  features. 
This  is  in  keeping  with  our  recommendation  to 
the  House  Ways  and  Means  Committee  that  out- 
patient services  be  included  under  Part  B,  and 
so  remove  the  administrative  difficulty  of  dis- 
tinguishing between  therapeutic  and  diagnostic 
services. 

— The  bill  eliminates  both  the  requirement  for 
initial  physiciem  certification  for  hospitalization 
of  Medicare  patients  and  the  requirement  for 
physician  certification  for  outpatient  hospital 
services.  The  AMA  recommended  the  elimination 
of  initial  certification  and  the  subsequent  recer- 
tification. We  continue  to  recommend  the  addi- 
tion of  this  second  step  to  eliminate  the  require- 
ment of  any  certification,  since  any  need  in  this 
regard  will  be  satisfied  by  the  work  of  the  medi- 
cal review  or  utilization  review  committee. 

— We  believe  that  physicians,  having  been 
brought  under  Social  Security,  should  be  ac- 
corded the  same  privilege  and  opportunity  for 
reaching  a fully  insured  status  as  was  accorded 
other  professional  groups  when  they  were  in- 
cluded in  the  program.  Accordingly,  we  urge  this 
Committee  to  consider  the  adoption  for  physi- 
cians of  an  “alternative  insured  status”  similar 
to  that  permitted  by  the  amendments  of  1954  and 
1956  which  brought  into  the  program  many  new 
groups  of  people  and  professional  self-employed 
persons,  including  lawyers.  Further,  we  iirge  this 
Committee  to  consider  amendments  that  would 
“drop  out”  an  appropriate  number  of  years  for 
physicians  to  make  their  eligibility  for  cash  bene- 
fits both  equitable  and  realistic. 

— We  must  oppose  the  drug  legislation  offered 
before  this  Committee  as  amendments  to  H.R. 
12080.  We  would  suggest  that  rather  than  to  enact 
such  legislation  it  would  be  worthwhile  at  this 
time  to  study  in  depth,  all  the  economic  and 
therapeutic  factors  which  enter  into  the  use  of 
prescription  drugs. 
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Picture  of 
painful  myositis 


treated  with 
Parafon  Forte®TABLETs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility . . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

( a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
' of  pain,i'2  ye^  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
ij  therapy® 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
i 6-hour  span  of  action,^-®  and  to  retain  effectiveness 
; even  on  continued  administration,®-'^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage;  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed,  Proc.  1^:316, 
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INFLAMMATION 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue. 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  rqpair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
\ave  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increaise 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


Fluocinolone  Acetonide 
(Synalar) 

□ a double  bond  between 


carbons  1 and  2 
□ fluorine  substitutions 
at  both  the  6-a, 
and  the  9-a  positions 
O the  addition  of  the 
acetonide  at  the  16-a, 
17 -a  positions, 
thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay^"* 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C— 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


The  Antigranuloma  Assay^~*  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  vdth  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 

clinical 


predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


^.Meprcseatative  CHaieal.Hcsttlts  with  Syaalar* 

I':  - ^ ^ . 

■r  . Efficacy  JDocumented  in  over  4,000  Patieats 



; Coftditioa.  • 

ff umber  of 
Publications 

' Number  of 
Patients 

Significant 

Improvementi 

; Contact  ^ - ' 
DN^rmatitis  '■  ' ^ 

' ,27 

,750 

715: ' 

■ Ecatematotts  . 
.Dermatitis  . . 

: 21 

472  . 

409 

; 'Seborrheic' 

■ Dermatitis  ^ ... 

,,  ,;18, 

442  ^ 

426 

Atopic 

Dermatitis;, 

.24 

460 

426 

■Psoriasis,  : ' 

1,699 

1,510 

If  ettfoderniatitis  ■ ' 

18 

V ' 'S5I 

324 

'Total 

144 

. - 4,174'  .,  , , 

•Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


PBESCBmiNG  InFOBMATION 
For  initiation  of  therapy:  Cream  0.026%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  46  Gm.  tubes,  120 
Gm.  jars;  for  intertriginoua  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 

[ neomycin  base),  5 and  16  Gm.  tubes. 

I CoNTBMNDiOATiONs:  Tliberciilous,  fungal, 
and  most  viral  lesions  of  the  sMn,  (m- 
eluding  herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  h5rpersensitivity  to  any  of  the 
components.  Pkecautions:  Sjmalar  prep- 
arations.are  virtually  nonsensitizmg  and 
nonirritatmg.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
Mi  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  esteblished.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
EFracTs:  Side  effects  are  not  ordinarily 
encoimtered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patiente  may  react  unfavorably  to 
Sjmalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

Rbwsences:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimar,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids;  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sd  116:1.071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  gluoooortiooid  activities  of  anti- 
iuflammatojy  steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenooortioosteroids  in  experimen- 
tal aniraals  and  man,  in  Dorfaan,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Prem,  1964.  vol.  III.  pp.  234-280. 
4.  Gubetsky,  ¥ R.:  To  be  pubHshed. 
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For  iiiflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Spalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable . 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


® he  site  dfi 
(where  it  col 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^-® 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.^’^  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^’® 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone* 

Erythromycin 


701464 

SSe&z 

Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone/the  most  active  oral  form  of  erythromycin 


Description : Ilosone  is  the  most  active  form  of 
oral  erythromycin  that  has  been  developed.  Be- 
cause it  is  stable  in  acid,  well  absorbed,  and 
excreted  in  lesser  amounts  in  the  bile,  it  pro- 
vides faster,  higher,  and  longer-lasting  levels  of 
antibacterial  activity  (ABA)  in  the  serum,  even 
when  taken  with  food,  than  do  comparable  doses 
of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections 
caused  by  micro-organisms  sensitive  to  its  ac- 
tion—especially  staphylococci,  hemolytic  strep- 
tococci, and  pneumococci. 

It  has  been  effective  in  streptococcus  infec- 
tions, particularly  acute  bacterial  pharyngitis 
and  tonsillitis;  staphylococcus  disease,  includ- 
ing soft-tissue  infections,  furunculosis,  ab- 
scesses, cellulitis,  carbuncles,  and  wound 
infections ; pneumococcus  pneumonia  and  acute 
bronchitis  with  pneumococci  on  culture,  bron- 
chopneumonia, and  otitis  media. 

In  serious  staphylococcus  infections,  eryth- 
romycin preparations  should  be  used  only  in 
combination  therapy  with  other  antimicrobial 
agents;  surgical  procedures  should  be  per- 
formed when  indicated,  and  large  doses  of  the 
antimicrobial  agents  should  be  employed. 

Penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  but  Ilosone  in  multiple  500-mg.  doses 
has  been  useful  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to 
susceptible  bacteria  in  patients  hypersensitive 
to  penicillin  or  other  antibiotics  may  be  con- 
sidered for  treatment  with  Ilosone. 

Contraindications : Known  history  of  sensitiv- 
ity to  this  drug;  preexisting  liver  disease  or 
dysfunction. 

Adverse  Reactions:  Hepatic  dysfunction  with 
or  without  clinical  jaundice  has  been  reported 
infrequently.  Changes  in  liver  function  tests 
indicative  of  intrahepatic  cholestasis  appear  to 
be  the  result  of  individual  idiosyncrasy.  Find- 
ings subsided  when  treatment  was  discontinued. 
Occasionally,  symptoms  simulated  extrahepatic 
obstructive  jaundice  or  the  colic  of  biliary  tract 
disease. 

When  jaundice  appeared  to  be  related  to  use 
of  the  drug,  laboratory  findings  were  character- 
ized by  increased  direct-reacting  bilirubin,  ele- 
vated alkaline  phosphatase  levels,  negative  or 
weakly  positive  cephalin  flocculation  and  thymol 
turbidity  tests,  elevated  serum  glutamic  oxala- 


cetic  transaminase  levels,  peripheral  eosino- 
philia,  and  normal  cholecystograms. 

Gastro-intestinal  disturbances  not  associated 
with  hepatic  effects  and  occasional  allergic 
manifestations  (urticaria,  skin  eruptions,  and, 
rarely,  anaphylaxis)  have  been  reported.  The 
normal  intestinal  gram-negative  bacterial  flora 
is  not  appreciably  altered  by  erythromycin 
drugs. 

Administration  and  Dosage:  Ilosone  is  admin- 
istered orally. 

Infants  and  children  under  twenty-five 
pounds,  5 mg.  per  pound  every  six  hours; 
twenty-five  to  fifty  pounds,  125  mg.  every  six 
hours.  Adults  and  children  over  fifty  pounds, 
250  mg.  every  six  hours. 

For  severe  infections,  double  the  dosage. 
When  larger  doses  are  indicated,  consider  par- 
enteral erythromycin  therapy.  In  beta-hemolytic 
streptococcus  infections,  maintain  treatment 
for  ten  days  to  prevent  rheumatic  fever  or 
glomerulonephritis. 

In  syphilis,  a total  of  20  to  30  Gm.  is  admin- 
istered in  divided  doses  for  ten  to  fifteen  days. 
Close  follow-up  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all 
stages  of  syphilis.  Examination  of  spinal  fluid 
is  recommended  during  follow-up. 

In  gonorrhea,  the  dosage  is  500  mg.  four 
times  a day  for  four  days.  Patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field 
examination  before  receiving  antibiotics  and 
monthly  serologic  tests  for  three  months.  For 
detailed  information,  consult  the  package 
literature. 

How  Supplied:  Pulvules®  Ilosone,  Capsules, 
N.F.,  125  mg.*  and  250  mg.* 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P., 
125  mg.*  per  5-cc.  teaspoonful. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125 
mg.*  per  5-cc.  teaspoonful. 

Ilosone  Drops,  5 mg.*  per  drop. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.* 

*Base  equivalent.  [080967] 

References:  1.  Griffith.  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc., 
247.-69.  1964.  2.  Griffith.  R.  S.,  and  Black.  H.  R.:  Antibiotics  & 
Chemother.,  12;398,  1962.  3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and 
Finland.  M.:  Am.  J.  M.  Sc.,  229;198.  1960. 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company , Indianapolis,  Indiana 
A6206. 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with  „„ 

Tetrex-F 

etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Imliculioiis:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tin&e  for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250.000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml,,  60  ml,  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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Maybe  he  doesn't  know  when  he's  well  off.  But 
you  might  want  to  prescribe  long-acting  IMova- 
histine  LP  anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  day  and  night  relief  by  helping 
to  clear  congested  air  passages  for  normal,  free 
breathing.  Novahistine  LP  is  formulated  to  provide 
continuous  therapeutic  effect  for  8 to  12  hours. 
The  decongestant  ingredients  help  restore  normal 
mucus  secretion  and  ciliary  activity— physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

Nomsirip 


PITiyiAil-MIOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


The  relief  received  from  the  first 
Trocinate  400  mg.  tablet  is  so  prompt 
that  the  discomfort  of  diarrhea  ceases 
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of  any  feature  article  or  adver- 
tisement appearing  in  The  Rocky 
Mountain  Medical  Journal. 


Orders  must  be  placed  with- 
in 15  days  after  date  of  pub- 
lication. Minimum  charge 
applies  for  100  copies  or 
less. 


The  cost  is  very  reasonable.  For  fur- 
ther information  write  to- — 


The  Rocky  Mountain 

•/ 

Medical  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 


Rocky  Mountain  Medical  Journal 


Man's  best  friend"in  wintertime  diarrheas 


In  winter  "flu"  and  viral 
gastroenteritis,  Donnagel  (4  oz. 
size!)  can  bring  aid  and  comfort  to 
sufferers  from  both  diarrhea  and 
I its  discomforts  because  it  contains 
kaolin  and  pectin  plus  belladonna 
alkaloids  (as  in  Donnatal®). 
Donnagel  treats  the  whole  diarrhea 


problem.  Available  on  your 
prescription  or  recommendation. 

For  acute,  non-specific  diarrheas 
Donnagel® -PC  (Donnagel  with 
paregoric  equivalent). 

Donnagel  formula  plus  powdered 
opium,  USP,  24.0  mg.  (equivalent 
to  paregoric  6 ml.)  (warning:  may 
be  habit  forming).  Alcohol,  5%. 

/I'H'I^OBINS 


All  the  antidiarrheal  benefits  of 
paregoric  without  the  unpleasant 
taste.  Real  banana  flavor  makes  it 
acceptable,  even  to  children. 

See  product  literature  before 
prescribing. 

A.  H.  Robins  Company 
Richmond,  Va.  23220 


THSmA 
FOBHUIATIOH 
FOR  EVERT 
COmiHIHO  HEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
les.*?  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 1 5.0  mg. 

Alcohol,  1.4% 


New/  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

© 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

© 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

© 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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_J  DORSEY  TLU-GRAM 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED;  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED -RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

timed-release  tablet  contains: 

Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 
a division  of  the  Wander  Company 
Lincoln,  Nebraska  6B501 


I clip  and  file  under  '1lu'’  , 

I 

I For  relief  of  "flu-like”  symptoms 

I Tussagesic  timed-release  tablets  j 

I PHONE  COLLECT  | 

I 

I For  emergency  starter  samples  | 

j to  Keith  Sehnert,  M.D.  j 

j Medical  Director  j 

j (402)434-6311  j 

i Fast  delivery  by  your  Dorsey  I 

I Representative  S 
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Rocky  Mountain  Medical  Journal 


New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle— may  provide 
multiple  action  that  helps  explain  their  un- 
excelled record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the  estrogen-opposing 
action  of  Norinyi-l  creates 
cervical  mncus  that  may  he  hostile 
to  sperm  penetration 

Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amoxmt  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-l 
In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 


*Cohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive,  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  6,  19G7. 


Normal  cervical  mucus  at  midcycl© 
In  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
appears  to  impair  sperm  vitality... 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  viscous  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


How  NorinYl-1 
alters  normal 
endometrial  responses- 
another  possible 
protective  mechanism 

Let  us  suppose  that  an  ovum  is  released— as  occurs  in  an 
occasional,  rare  case— and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier.  Should  this  come  about, 
one  additional  action  of  Norinyl-1  may  protect  the  patient 
from  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
makes  endometrial  tissue  unreceptive  to  implantation. 


Endometrium  of 
untreated  patient 


Endometrium  produced 
by  Norinyl-1 


Normally,  the  endometrium  progresses  through 
la  proliferative  phase  stimulated  by  estrogen  and  a 
Jsecretory  phase  stimulated  by  progesterone. 
iDuring  the  secretory  phase  the  endometrium  is 
[receptive  to  the  fertilized  ovum. 


see  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


When  Norinyl-1  is  administered  its  progestogen 
component  — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


Ndrinyri 


0.05mg.) 


effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/  mestranol 
combination 

lower  cost 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  ha 
become  a well-accepted  principle  of  conservative  medical  practic 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strengt 
in  which  both  norethindrone  and  mestranol  are  reduced  SO  percei 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.0 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  i 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  a 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  wome 
Clinical  experience  now  establishes  that  Norinyl- 1 also  amply  meet 
the  criteria  of  reliability  and  safety.*  j 

♦Symposium  on  Low-Dosage  Oral  Contraception.  Palo  Alto,  Calif.,  July  15,  1985. 


PRESCRIBING  INFORMATION 
Contraindications;  1.  Patients  with  thrombo- 
phlebitis or  with  a history  oi  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  oi  vision  or  ii  there  is  a sudden  onset 
of  pioptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  oi  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  oi  mothers  receiving  these  drugs.  The 
significance  oi  this  dose  to  the  infant  has  not 
been  determined. 

Precautions;  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation,  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  oi  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  oi  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  oi 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives;  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  oi  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives: 
creased  bromsulphalein  retention  and  oth 
hepatic  function  tests,  coagulation  tests  ( 
crease  in  prothrombin,  factors  VII,  VIII,  IX  ai 
X),  thyroid  function  (increase  in  FBI  and  bu 
nol  extractable  protein-bound  iodine  and  i 
crease  in  T3  values),  metapyrone  test,  pregna: 
diol  determination. 

Other  side  effects  reported  to  have  occurri 
in  association  with  use  of  this  drug  are  di: 
ness,  hirsutism,  pains  in  legs,  back,  chest  aa 
abdomen,  dysuria,  drowsiness,  vaginal  t 
charge,  libido  increased  and  decreased,  en 
tions,  hypermenorrhea,  hypomenorrhi 
increased  appetite,  G.  U.  infections,  varico 
veins,  abdominal  fullness,  acne,  headac! 
nervousness,  allergies,  blurred  vision,  pain 
eyes,  and  itching  in  eyes.  For  complete  clinic 
data,  see  package  insert. 

Dosage  and  AdministraUon:  1.  One  tablet 
Norinyl-1  is  administered  orally  for  20  da 
beginning  on  day  5 of  the  menstrual  eye 
(Count  day  1 of  the  cycle  as  the  first  day 
menstrual  bleeding.)  Repeat  this  dosage  seh 
ule  for  each  cycle.  2.  If  no  menstrual  peri 
occurs  after  a cycle  of  treatment  (20  tablets) 
which  patient  adhered  to  the  schedule,  the  ] 
tient  must  be  instructed  to  resume  taking  t! 
Norinyl-1  tablets  7 days  after  the  previous 
day  course  was  completed.  For  example,  if  tl 
last  pill  of  a previous  cycle  had  been  taken  < 
a Sunday,  then  a new  cycle  of  treatment  shou 
begin  on  the  following  Sunday.  3.  In  the  pc 
partum  woman,  it  is  recommended  that  t! 
first  cycle  of  treatment  should  begin  on  day 
of  the  first  menstrual  cycle.  However,  Noriny 
should  not  be  administered  during  lactation. 
Availability:  Noriisyl-l  (norethindrone  I n 
with  mestranol  0.05  mg.)  — Dispensers  oi  20  oi 
60  and  bottles  of  250  tablets. 


nor*thindron«  — *n  original  steroid  from 

SYNTEXS 

LABORATORIES  INC., PALO  ALTO.  CALIF. 


in  sinusitis,  colds,  U.  R.  L 

Di  metapp  Extentabs 

(Dimetane®  [bTompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg. ; phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


It’s  clear — Dimetapp  lets  your  “stuffed-up”  patients 
breathe  easy  again.  Each  hard-working  Extentab 
brings  welcome  relief  from  the  stuffiness,  drip  and 
congestion  of  upper  respiratory  conditions  for  up 
to  10-12  hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  Its  key  to  sueeess 
is  the  Dimetapp  formula:  Dimetane  (brom- 
pheniramine maleate) — along  with  phenylephrine 
and  phenylpropanolamine,  two  time-tested  decon- 
gestants. They  get  the  job  done... in  a hurry. 


Contraindications:  Hypersensitivity  to  antihistamines.  Not  recommended  for  use  during  pregnancy.  Precautions:  Until  patient’s 
response  has  been  determined,  he  should  be  cautioned  against  engaging  in  operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or  hypertension.  Side  Effects:  Hypersensitivity  reactions  including  skin  rashes, 
luticana,  hypotension  and  thrombocytopenia  have  been  reported  on  rare  occasions.  Drowsiness,  lassitude,  nausea  giddiness,  dryness  of 
^e  mouth  mydriasis,  increased  iiritability  or  excitement  may  be  encountered.  A.  H.  ROBINS  COMPANY,  Richmond,  Virginia  23220 
Dosage:  1 Extentab  morning  and  evening.  Supplied:  Bottles  of  100  and  500.  . . . 

/I'H'DOBINS 


Against  these  three  nj3^r  p4h^en| 


Pneumococci 


Peniciilin-Sensitive 
Staphylococci  ^ 


Streptococci 


V“Cillin  K®  provides  dependable  oral  antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 


with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  K'  B- 

Potassium  Phenoxymethyl  Penicillin 

Now  available:  V-CilHn  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


3^ 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin® 
(phenoxymethyl  penicillin,  Lilly),  combines  acid  stability 
with  immediate  solubility  and  rapid  absorption.  Higher, 
more  rapid  serum  levels  are  obtained  than  with  equal 
oral  doses  of  penicillin  G. 

Indications:  Streptococcus,  pneumococcus,  and  gono- 
coccus infections;  Infections  caused  by  sensitive  strains 
of  staphylococci;  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever,-  and  preven- 
tion of  bacterial  endocarditis  after  tonsillectomy  and 
tooth  extraction  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 
Warnings:  In  rare  instances,  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  con- 
trolled. This  type  of  reaction  appears  more  frequently  in 
patients  with  a history  of  sensitivity  reactions  to  penicillin 
or  with  bronchial  asthma  or  other  allergies.  Resuscitative 
drugs  should  be  readily  available.  These  include  epi- 
nephrine and  pressor  drugs  (as  well  as  oxygen  for 
inhalation)  for  immediate  allergic  manifestations  and 
antihistamines  and  corticosteroids  for  delayed  effects. 


Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a 
strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly 
with  high  parenteral  dosage  schedules,  frequent  eval- 
uation of  the  renal  and  hematopoietic  systems  is  rec- 
ommended. 

In  suspected  staphylococcus  infections,  proper  lab- 
oratory studies  (including  sensitivity  tests)  should  be 
performed. 

The  use  of  penicillin  may  be  associated  with  the  over- 
growth of  penicillin-insensitive  organisms.  In  such  cases, 
discontinue  administration  and  take  appropriate  measures. 
Adverse  Reactions:  Although  serious  allergic  reactions 
are  much  less  common  with  oral  penicillin  than  with  intra- 
muscular forms,  manifestations  of  penicillin  allergy  may 
occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses 
a significant  index  of  sensitization.  The  following  hyper- 
sensitivity reactions  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  der- 
matitis; urticaria,-  and  reactions  resembling  serum  sickness, 
including  chills,  fever,  edema,  arthralgia,  and  prostration. 
Severe  and  often  fatal  anaphylaxis  has  occurred  (see 
Warnings).  Hemolytic  anemia,  leukopenia,  thrombocy- 
topenia, and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral 
dosage. 

Administration  and  Dosage:  Usual  dosage  range, 
125  mg.  (200,000  units)  three  times  a day  to  500  mg. 
(800,000  units)  every  four  hours.  For  infants,  50  mg.  per 
Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions 
for  prophylaxis  of  streptococcus  infections,  surgery,  gon- 
orrhea, and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg. 
(200,000  units),  250  mg.  (400,000  units),  and  500  mg. 
(800,000  units). 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg. 
(200,000  units)  and  250  mg.  (400,000  units)  per  5 cc.  of 
solution  (approximately  one  teaspoonful).  [042567] 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 


SSeef 


701449 


From  a continuing  study  on  nasal  congestion  . . . 

made  in  u.aA. 


before  TRiAMINIC 


2 HR.  after 


timed  to  work 
while  your  patient  does 


A study  being  conducted  by  the  Department  of 
Otolaryngology,  Greater  Baltimore  Medical  Center  is 
stockpiling  evidence  that  points  to  the  fast  action  and 
prolonged  relief  effected  by  Triaminic  in  the  treat- 
ment of  nasal  congestion. 

Begun  in  March  1966,  the  study  to  date  has  encom- 
passed 85  patients  with  common  nasal  disorders — 


and  measured  their  response  to  recommended  doses 
of  Triaminic  tablets. 

Timed  to  release  its  ora!  nasal  decongestant  and  two 
antihistamines  within  8 hours,  Triaminic  was  found  to 
effect  partial  or  complete  relief  in  better  than  82%  of 
the  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


It’s  a comforting  thing  to  know  that  Triaminic  really  works. 


Triaminic 


timed-release  tablets 
Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride 50mg.  Pyriiamine  maleate 25mg.  Pheniramine  maleate 25mg, 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 
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Maybe  you  don’t  want 

your  patients  to  halve  Hygroton®chiorthaiidone. 


laybe  your  patients  complain: 

^hy  don’t  they  make  a tablet  I don’t  have  to  halve? 


ise  see  brief  prescribing  summary  at  the  end  of  advertisement 


Maybe  you  abandoned  Hygroton  chlorthalidone 
because  there  wasn’t  a convenient  half  strength. 


iitlons:  Hypertension  and  many  types  of 
a involving  retention  of  salt  and  water. 

)aindications;  Hypersensitivity  and  most 
of  severe  renal  or  hepatic  disease. 

ing:  With  the  administration  of  enteric- 
d potassium  supplements,  which  should 
ed  only  when  adequate  dietary  supple- 
ition  is  not  practical,  the  possibility  of 
bowel  lesions  (obstruction,  hemor- 
, and  perforation)  should  be  kept  in 
Surgery  for  these  lesions  has  fre- 
ly  been  required  and  deaths  have  oc- 
d.  Discontinue  enteric-coated  potas- 
supplements  immediately  if  abdomina! 
distention,  nausea,  vomiting,  or  gastro- 
inal  bleeding  occur. 

/ith  caution  in  pregnant  patients,  since 
■ug  may  cross  the  placental  barrier  and 
se  reactions  which  may  occur  in  the 
(thrombocytopenia,  hyperbilirubinemia, 
id  carbohydrate  metabolism,  etc.)  are 
tial  problems  in  the  newborn. 


lUtions;  Antihypertensive  therapy  with 
(ton  should  always  be  initiated  cau- 
y in  postsympathectomy  patients  and 
ients  receiving  ganglionic  blocking 
s or  other  potent  anti  hypertensive  drugs, 
'are.  Reduce  dosage  of  oonoomifant 
^pertensivB  agents  by  at  least  one-haif. 
turates.  narcotics  or  alcohol  may  po- 
ts hypotension.  Because  of  the  possi- 
of  progression  of  rena!  damage,  peri- 
fetermination  of  the  BUN  is  indicated, 
ntinue  if  the  BUN  rises  or  liver  dysfunc- 
s aggravated.  Hepatic  coma  may  be 
Jitated. 

roiyte  imbalance,  sodium  and/or  potas- 
iepletion  may  occur,  if  potassium  deple- 
houid  occur  during  therapy,  Hygroton 
d be  discontinued  and  potassium  sup- 
mts  given,  provided  the  patient  doss 
SV0  marked  oliguria. 

special  care  in  cirrhosis  or  severe 
mic  heart  disease  and  in  patients  re- 
iig  corticosteroids,  ACTH,  or  digitalis, 
estriction  is  not  recommended. 

•se  Reactions:  Nausea,  gastric  irritation, 
ing,  anorexia,  constipation  and  cramp- 
lizziness,  weakness,  restlessness,  hy- 
lycemia,  hyperuricemia,  headache,  mus- 
ramps,  orthostatic  hypotension,  aplastic 
ia,  leukopenia,  thrombocytopenia, 
nuloojdosis,  impotence,  dysuria,  transient 
ia,  skin  rashes,  urticaria,  purpura,  nec- 
ng  angiitis,  acute  gout,  and  pancreatitis 
epigastric  pain  or  unexplained  G.l. 
toms  develop  after  prolonged  adminis- 
n.  Other  reactions  reported  with  this 
of  compounds  include:  jaundice,  xan- 
ia,  arasthesia,  and  photosensitization. 

ge  Dosage:  One  tablet  with  breakfast 
or  every  other  day. 

(WIity;  White,  single-scored  tablets  of 
g.  and  aqua  tablets  of  50  mg.,  in  bot- 
f 100  and  1000.  (B)46-230-D 

ill  details,  please  see  the  cemplel® 
fibing  Information. 


' Pharmaceuticals 
on  of 

'Chemical  Corporation 
py,  New  York 


Here’s  the  Hygroton 
they  don’t 
have  to  halve 


New  Hygroton  50  mg. 
from  Geigy 


to  go  with 

the  Hygroton  100  mg. 
you  know 


A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


DENVER  MEDICAL  SOCIETY  LIBRARY 

The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned  libraries  in  the 
country. 

It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo-  j 
rado  Medical  Society,  for  the  use  of  physicians  whose  state  Associations  participate  in  the  publication  of  ! 
the  Rocky  Mountain  Medical  Journal.  j 

The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical  journals  [ 
monthly.  ^ 

The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in- 
stmcted).  Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests  for  material.  Items  will  be 
mailed  on  the  day  requested,  if  at  all  possible.  Cost:  Postal  rates  for  “Educational  Material,”  presently 
10c  first  pound  and  5c  each  additional  pound  or  fraction.  Photocopies  of  articles  can  be  supplied  at  10c 
per  page. 

Denver  Medical  Society  Library,  1601  East  19th  Avenue,  Denver,  Colorado  80218 

Phone:  222-5817  (Area  Code  303) 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Va  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIir 


brand 


POLYMYXIN  B-BACITRAGIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


The  full  V4  grain  of  phenobarb  in  the  formula 

takes  the  nervous  edge  off  the  pain 


helps  bring  out  the  best  in  codeine 


Phenaphen 

withCodBinc 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  {2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoi'dl 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation,  | 
and  drowsiness  have  been  reported.  ... 

/I'H'ROBINSJ 
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Smoasmaze  or  smust...effects  of  air 
pollution  on  upper  respiratory  tract 

Nathan  Flaxman,  M.D.,  Diplomate,  American  Board  of  internal  Medicine,  Chicago,  Illinois 


In  Los  Angeles  it  is  smog  (smoke  and  fog).  In  New 
York  City  smaze  (smoke  and  haze).  In  El  Paso  smust 
(smoke  and  dust).  The  original  factor  was  smoke 
plus  such  natural  phenomena  as  fog,  haze  and  dust, 
but  air  pollution  has  mushroomed  from  a smoke 
problem  in  our  industrial  cities  into  a major  econom- 
ic, esthetic  and  public  health  problem  that  affects 
practically  every  American  locality  and  citizen. 
Respiratory  disease,  of  course,  is  by  far  the  most 
costly  effect  of  air  pollution,  for  contaminated  air 
can  aggravate  our  illnesses,  deplete  our  strength 
and  shorten  our  life  span.^ 


presence  of  various  materials  polluting  the  air  migl 
do  this.  A siege  of  smog  in  Denver,  the  "mile  hig 
city,”  in  December  1965  was  accompanied  by  resp 
ratory  infection  that  doubled  normal  absentee  rad 
in  schools,  factories  and  city  government.^'’  < 

WhUe  air  pollution  is  only  one  factor,  it  has  beconjl 
important  in  the  causes  of  most  of  the  afflictions  (- 
the  respiratory  tract.  This  has  been  shown  not  on 
by  the  Denver  occurrence,  but  also  by  detailed  stud) 
of  respiratory  illness  in  a small  group  of  313  mti 


The  greatest  problem  in  dealing  with  solid  wastes 
is  that  they  are  not  quickly  returned  to  dust.  To  aid 
the  decomposing  process,  the  great  bulk  of  such 
waste  is  burned,  polluting  our  air  in  the  process.^ 
Dr.  Jack  McKee  of  the  California  Institute  of  Tech- 
nology'*  has  calculated  that  in  Los  Angeles  County, 
which  has  more  than  six  million  people,  about  three 
pounds  of  gaseous  wastes  per  person  per  day  (on  a 
dry-weight  basis)  enter  the  atmosphere.  This  is  twice 
as  much  as  solid  refuse  disposal  and  six  times  as  much 
as  the  contaminants  in  waste  water.  It  is  estimated 
that  in  New  York  City,  730  pounds  of  pollutants,  a 
little  over  half  the  size  of  a compact  two-door  sedan 
of  foreign  make,  is  annually  thrown  into  the  air  for 
each  man,  woman  and  child  in  the  city.^ 

Air  pollution  is  an  evident  factor,  not  only  in  the 
common  cold  and  upper  respiratory  disease,  but  also 
in  chronic  bronchitis,^  pulmonary  emphysema, '' 
bronchial  asthma,''  pneumonitis  and  lung  cancer.® 
Its  effect  on  the  incidence  of  pulmonary  tuberculosis 
is  unproved,^  although  it  is  conceivable  that  the 


om  October  1962  to  May  1963  when  there  were 
; )2  episodes  involving  the  upper  respiratory  tract, 
he  attack  rate  of  illness  was  related  in  time  to  in- 
i ; eased  concentration  of  both  smoke  and  sulphur 
1 oxide  in  the  atmosphere  of  the  district  in  which 
e men  lived. 

ther  factors  often  mentioned,  include  exposure  to 
j.ose  who  have  colds,  exposure  to  extreme  changes 
i:  temperature,  allergy  and  bacterial  infection, 
j owever,  when  low  individual  resistance  due  to 
i .ck  of  rest,  overwork,  fatigue,  improper  or  unbal- 
: iced  diet,  previous  illness  and  emotional  stress  are 
eluded  as  causes,  we  enter  the  realm  of  somewhat 
, bscure  relationships.  Much  more  emphasis  can  be 
jlaced  on  the  role  of  polluted  air. 

lue  symptoms,  signs  and  complications  of  involve- 

ient  of  the  upper  respiratory  tract,  especially  the 
immon  cold,  are  the  same  regardless  of  the  causa- 
ve  factor.  Swelling  of  the  lining  of  the  nose,  the 
ratchy  dry  throat,  the  discharge  from  the  nose  at 
I St  watery  then  thicker,  discolored  and  more  tena- 
i DUS,  the  eyes  tearing,  and  frequent  sneezing  are 
H part  of  the  Number  1 human  ailment.  Concur- 
ilnt  or  residual  sinusitis  when  mucus  is  trapped 
ere,  middle  ear  involvement  due  to  interference 
iith  drainage,  laryngitis  and  bronchitis  are  compli- 
tions  of  the  common  cold.  The  primary  interfer- 
?.ce  is  with  a most  important  function  of  the  nose— 
I e cleansing  of  foreign  matter  in  the  first  line  of 
:.ir  defense”  to  prevent  it  from  entering  the  breath- 
;g  tract. 

owever,  the  diagnosis  and  subsequent  decision  on 
)w  to  treat  the  patient  so  affected  rests  basically  on 
e relief  of  symptoms  that  cause  him  the  misery, 
le  stuffed,  runny  nose,  the  clogged  ears,  and  the 
rsh  dry  cough— all  the  symptoms  that  make  com- 
jpn  cold  sufferers  feel  miserable  and  interfere  with 
l|  eir  sleep— can  be  alleviated  with  medications  of 
leoral  nasal  decongestant/antihistamine  combina- 
1 >n  type.  The  burning  sensation  in  the  throat,  sore- 


For  nature’s  hazards: 
nasal  congestion 
due  to  seasonal 
allergies  and 
summer  cold 


Triaminic*  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride 12.5  mg. 

Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate 6.25  mg. 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quick,  lasting  comfort  to  your  little  patients  with  Triaminic 
Syrup.  You  may  occasionally  encounter  these  side  effects: 
drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Pre- 
cautions: the  possibility  of  drowsiness  should  be  con- 
sidered by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes,  or  thyrotoxicosis. 


(Advertisement) 


ness  of  the  chest  and  even  chest  pain  can  also  be 
relieved  by  such  medication.  Rest  in  bed  if  there  is 
fever  (but  confined  to  home  at  least),  liberal  fluids, 
uniformly  warm  surroundings  and  adequate  humid- 
ity in  the  room,  are  all  helpful  adjuncts  to  the  med- 
ication. Most  common  cold  sufferers  recover  rapidly 
and  are  symptom-free  in  four  to  ten  days. 

Further  treatment,  altered  by  the  fact  that  the  afflic- 
tion hangs  on  for  more  than  the  usual  duration  of 
the  common  cold,  requires  consideration  of  allergy, 
which  is  most  frequently  the  prolonging  factor.  But 
air  pollution  itself  may  often  be  the  culprit. 


(Concluded  on  following  page) 


the  Third  National  Conference  on  Air  Pollution 
held  recently,  it  was  emphasized  that  this  subject 
had  received  more  attention  in  the  past  four  years 
than  in  all  previous  history.  Spicer,"  an  active  par- 
ticipant at  this  conference,  reiterated  that  it  behooves 
the  practicing  physician  to  be  aware  of  trends  in 
respiratory  disease  and  to  accept  a major  role  in 
community  action  relating  to  air  pollution  and  res- 
piratory health.  By  taking  a positive  stand  physicians 
have  been  instrumental  in  the  development  of  anti- 
pollution legislation.  An  outstanding  example  is 
Los  Angeles  where  major  steps  have  been  taken  by 
abolishing  coal  burning,  and  even  banishing  oil 
burning,  seven  months  a year.  Natural  gas  must  be 
used  instead  and  it  must  be  used  by  industry  when 
available.  Backyard  incinerators  have  been  abolished 
in  favor  of  landfill  disposal,  and  building  incinera- 
tion ended  except  for  a few  expensive  smokeless 
furnaces.'®  Concerted  action  can  be  taken  against 
particular  industrial  nuisances.  One  company  that 
disregarded  complaints  discovered  its  error  when 
thousands  of  its  credit  cards  were  returned  by  irate 
customers  who  decided  to  patronize  competing 
companies.'^ 

Summary.  Respiratory  disease  is  the  most  important 
and  most  costly  effect  of  air  pollution,  whether 
termed  smog,  smaze,  or  smust.  Air  pollution  is  an 
economic,  esthetic  and  public  health  problem  that 
affects  practically  every  American  locality  and  citi- 
zen. New  sources  of  air  pollution  are  invisible  and 
odorless,  but  the  harmful  gases  and  liquid  droplets 
are  there.  Triggered  by  sunlight,  some  of  these  un- 
dergo mid-air  chemical  changes  and  the  results  are 
even  more  irritating  to  the  upper  respiratory  tract. 
The  symptoms,  signs  and  complications,  especially 
of  the  upper  respiratory  tract,  can  be  readily  aborted 
by  modern  medication  but  may  be  unduly  prolonged 
by  polluted  air.  In  steps  taken  to  prevent  this,  the 
practicing  physician  can  take  a major  role. 
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How  can  he 
be  a sport 
with  a 
runny 
nose? 


For  summer  allergies,  summer 
colds, or  nasal  congestion  dueto 
almost  any  cause,  you  prescribe 
quick  r-e-l-i-e-f  with  triaminic 
It’s  ideal  for  summer  allergies 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  'round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  midafter 
noon  and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  summer  allergies 


tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


Side  effects:  Occasional  drowsiness,  blurred  vision, 
cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 


( Advertisement^ 


A breakthrough 
in  the  control  of  pain 


a potent  injectable  non-narcotic — 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Talwin  30  mg.  relieves  pain 
usually  as  quickly  and 
effectively  as  morphine  10  mg.' 

whatever  the  intensity  of  the  pain 

whatever  the  cause  of  the  pain 

whatever  the  site^  of  the  pain 

whatever  the  chronicity  of  the  pain 

whatever  the  age^^  of  the  patient 

without  the  iiabiiity  of  narcotics 

without  the  deveiopment  of  toierance  on 
proionged  use 

with  iess  risk  of  severe  respiratory 
depression  than  with  morphine 

with  iess  constipation 

with  less  urinary  retention 


*lts  duration  of  action  may  sometimes  be  less  than 
that  of  morphine. 

'Should  not  be  used  for  patients  with  increased  in- 
tracranial pressure,  head  injury  or  pathologic  brain 
conditions. 

' 'Until  sufficient  experience  is  gained,  Talwin  should 
not  be  administered  to  children  under  12  years  of 
age. 


A breakthrough 
in  the  control 
of  pain 

Ihlwiii 

brand  of  A ^ 

pentazocine 

(as  lactate) 


a potent  injectable  non-narcotic — 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Talwin  has  less  risk  of  severe  respiratory  depresr 
Sion,  urinary  retention,  and  constipation  than  morl 
phine  — a great  boon  for  postsurgical  patients.  i; 

Talwin  produces  less  nausea,  vomiting  and  dial 


phoresis  than  meperidine. 

Constipation  and  urinary  retention  are  seldom  i 
problem  with  Talwin. 

Very  rarely  do  hallucinations  or  disorientation  o'c 

cur  (0.1%  each). 

No  significant  hepatic,  renal,  hematopoietic  or  neu 
rologic  disturbances  have  been  reported. 

a 

Talwin  is  well  tolerated  even  by  the  aged  or  very  i 
patients.  , 

V 

r 

Used  during  active  labor,  its  tolerance  by  th' 
mother  and  newborn  is  comparable  to  meperi 

i 

dine’s.  As  with  all  new  drugs,  Talwin  should  be  use' 
with  caution  in  pregnant  women  and  in  women  de 
livering  premature  infants. 

- 

Tolerance  to  the  analgesic  effect  of  Talwin  has  nc 
developed  with  proionged  use. 

Talwin  gives  significant  relief  of  pain  in  from  15  t 
20  minutes  following  I.M.  or  S.C.  injection. 

Talwin  relieves  pain  usually  for  3 hours  or  longe' 
with  a single  injection;  however,  the  duration  ma 
sometimes  be  iess  than  with  morphine. 

i 

86  per  cent  of  medical  and 

if 

surgical  patients  obtained 
excellent  to  good  relief  with 
Talwin  30  mg.  administered 
parenterally  'k 

'alwin 

and  of  pentazocine  (as  lactate) 

ised  for  pain  of  all  types 


alwin  has  a wide  range  of 
sefuiness  in  surgery 


Number 

of 

patients 

Efficacy 

pes  of  surgical  use 

% 

Exc. 

% 

Good 

Exc. 

-L  Good 

% 

Fair 

% 

Poor 

'reoperative 

118 

31 

52 

83'>/o 

15 

2 

’ostoperative 

914 

58 

28 

86% 

8 

6 

're-  and  postoperative 

12 

75 

17 

92“/o 

0 

8 

linor  surgery 

33 

30 

39 

69% 

0 

31  » 

raumatic 

14 

64 

29 

93% 

7 

0 

lental 

33 

67 

24 

91% 

3 

6 

Total  patients 1124 


Ificacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
l'  types  of  surgical  use  in  a cooperative  study 

Ita  in  files  of  Department  of  Medical  Research,  Winthrop  Laboratories. 

1 

Sgh  incidence  of  poor  results  in  minor  surgery  is  due  primarily  to  one 
idy  involving  change  of  burn  dressings  in  children:  9 of  19  patients  ob- 
ned  poor  results  with  dose  used. 


alwin  relieves  all  types 
f pain  in  acute  and 
hronic  medical  disorders 


Number 

Percentage  of  relief 

36  of  medical  pain 

of 

patients 

Excellent 

Good 

Exc. 

-L  Good 

Fair 

Poor 

lalignancy,  pain  in 

161 

44 

37 

81% 

8 

11 

rthopedic;  see  also 
"Arthritis" 

111 

53 

38 

91% 

5 

4 

ardiovascular  pain; 

; see  also  "Miscel- 
laneous medical" 

96 

59 

27 

86% 

6 

7 

enitourinary  pain 

83 

42 

33 

75% 

16 

10 

rthritis 

76 

33 

51 

84% 

12 

4 

ynecologic  pain 

35 

57 

34 

91% 

6 

3 

.ephalalgia 

21 

45 

41 

86% 

9 

5 

astrointestinal  pain 

19 

89 

5 

94% 

0 

5 

'best,  including 
; • Pleurisy 
■:  • Pulmonary  embo- 
■ lism  and  infarct 
i • Lung  abscess 

12 

83 

17 

100% 

0 

0 

miscellaneous  medi- 
'cal,  including 
'•  Peripheral  vas- 
! cular  disease 
t • Thrombophlebitis 
j • Cervical  root  pain 
i.  • Facial  neuralgia 
Syringomyelia 
' • Burns 

108 

50 

39 

89% 

9 

2 

‘Total  patients 

r— 

....722 

ficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
types  of  medical  pain  in  a cooperative  study 

■a  in  files  of  Department  of  Medical  Research,  Winthrop  Laboratories. 

■ 

te  next  page  tor  additional  product  information 
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Talwin  relieves  pain  as 
quickly  as  morphine 


Talwin  30  mg.  proved  equivalent  to  morphine  10  mg. 
in  overall  analgesic  efficacy.  During  the  early  post- 
medication period  (up  to  40  minutes  after  drug  in- 
jection), Talwin  was  superior  in  effect  to  morphine. 

After  observation  periods  ranging  from  40  to  180 
minutes  there  was  no  difference  between  the  drugs 
in  their  effect  on  intensity.  There  were  141  and  119 
complete  patient  records  for  Talwin  and  morphine, 
respectively,  in  this  double-blind  study.  Other  clini- 
cal investigators,  studying  duration,  state  that  relief 
with  Talwin  may  be  obtained  for  up  to  three  hours 
or  longer,  a period  sometimes  less  than  morphine’s. 


Talwin  is  as  effective 
for  severe  pain  (Fig.  2) 
as  for  moderate  pain  (Fig.  3) 


Figure  2.  Percentage  of  patients  Figure  3. 

--  100  -- 


15  30  180  15  30  180 

Minutes  after  administering  Talwin  Minutes  after  administering  Talwin 


Per  cent  excellent  to  good 
relief  of  severe  pain  obtained 
with  30  mg.  Talwin  in  218 
postoperative  patients 


Per  cent  excellent  to  good 
relief  of  moderate  pain  ob- 
tained with  30  mg.  Talwin  in 
203  postoperative  patients 


Talwin  does  not  require 
a narcotics  prescription 
or  narcotics  records 

The  World  Health  Organization  Expert  Committee 
on  Dependence-Producing  Drugs  concluded  that 
“...there  was  no  need  at  this  time  for  narcotics  con- 
trol of  pentazocine  [Talwin]  internationally  or  na- 
tionally.”'- 


*Storer,  E.  H.:  Data  in  the  files  of  the  Sterling-Winthrop  Research  Institute. 

fCooperative  study,  data  in  the  files  of  the  Department  of  Medical  Research. 
Winthrop  Laboratories. 

EWorld  Health  Organization  Technical  Report  Series,  No.  343,  1966,  p.  6. 


A breakthrough 
in  the  control 
of  pain 

IMwill 

brand  of  . ^ 

peiiliizoeiiie 

(as  lactate) 

a potent  injectable  non-narcotic — 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 

Contraindications:  Increased  Intracranial  Pressure,  Head  Injury,  or 
Pathologic  Brain  Conditions  in  which  clouding  of  sensorium  is  un- 
desirable. Talwin  (brand  of  pentazocine)  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness,  nausea,  or 
respiratory  depression  could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic  effects  attrib- 
utable to  the  use  of  Talwin  have  been  seen  in  extensive  reproductive 
studies  in  animals:  however,  like  all  new  drugs,  Talwin  should  be 
given  with  caution  to  pregnant  women.  A large  number  of  patients  in 
labor  have  received  the  drug  with  no  adverse  reactions  other  than 
those  that  occur  with  commonly  used  strong  analgesics.  However,  as 
with  other  strong  analgesics,  Talwin  should  be  used  with  caution  in 
women  delivering  premature  infants. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves 
to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that  Talwin  (brand  of 
pentazocine)  may  cause  respiratory  depression  should  be  considered 
in  treatment  of  patients  with  bronchial  asthma.  Talwin  should  be  ad- 
ministered only  with  caution  and  in  low  dosage  to  patients  with  respi- 
ratory depression  (e.g.,  from  other  medication,  uremia,  or  severe 
infection),  obstructive  respiratory  conditions,  or  cyanosis. 

Patients  Dependent  on  Narcotics.  Because  Talwin  is  a narcotic-antag- 
onist, patients  dependent  on  narcotics  and  receiving  Talwin  may  oc- 
casionally experience  certain  withdrawal  symptoms.  Talwin  should 
be  given  with  special  caution  to  such  patients.  It  has  been  observed 
that  some  patients  previously  given  narcotic-analgesics  for  one  month 
or  longer  had  mild  withdrawal  symptoms  when  the  drug  was  replaced 
with  the  analgesic,  Talwin.  After  a short  period  of  adjustment  the  sub- 
jects were  usually  able  and  willing  to  continue  taking  Talwin,  and  re- 
lief of  pain  was  satisfactory. 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  believed  to  be 
indicative  of  antagonism  to  the  opiate  may  be  observed  rarely  with 
administration  of  Talwin  to  patients  receiving  opiates  for  a short  time. 
Intolerance  or  untoward  reactions  are  seldom  observed  after  admin- 
istration of  Talwin  to  patients  who  have  received  single  doses  or  who 
have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory  tests  have 
not  indicated  that  Talwin  (brand  of  pentazocine)  causes  or  increases 
renal  or  hepatic  impairment,  the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Extensive  liver  disease  ap- 
pears to  predispose  to  greater  side  effects  (e.g.,  marked  apprehen- 
sion, anxiety,  dizziness,  sleepiness)  from  the  usual  clinical  dose,  and 
may  be  the  result  of  decreased  metabolism  of  the  drug  by  the  liver. 

Myocardial  Intarction.  As  with  all  drugs,  Talwin  (brand  of  pentazocine) 
should  be  used  with  caution  in  patients  with  myocardial  infarction 
who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution 
in  patients  about  to  undergo  surgery  of  the  biliary  tract. 


Adverse  Effects:  Talwin  is  relatively  free  from  the  undesirable  sidt 
effects  associated  with  morphine,  such  as  constipation,  urinary  reten 
tion,  or  severe  respiratory  depression.  Furthermore,  Talwin  produce; 
less  nausea,  vomiting,  and  diaphoresis  than  meperidine. 

In  over  12,000  patients  who  received  Talwin  intramuscularly,  subcuta 
neously,  or  intravenously,  nausea,  the  most  frequent  adverse  effect 
occurred  in  approximately  5.0  per  cent.  In  decreasing  order  of  oc 
currence  were  vertigo,  dizziness  or  lightheadedness;  vomiting;  am 
euphoria.  Respiratory  depression  was  reported  as  an  adverse  reactio 
in  1.0  per  cent. 

The  incidence  of  each  of  the  other  adverse  effects  was  well  belo\ 
1.0  per  cent:  constipation,  circulatory  depression,  diaphoresis,  urinar 
retention,  aiteration  in  mood  (nervousness,  apprehension,  depressior 
floating  feeling),  hypertension,  sting  on  injection,  headache,  dr* 
mouth,  flushed  skin  including  plethora,  altered  uterine  contraction 
during  labor,  dermatitis  including  pruritus,  dreams,  paresthesia,  an 
dyspnea  occurred  rarely  after  administration  of  Talwin  (brand  of  per 
tazocine).  Furthermore,  each  of  the  following  adverse  reactions  oc 
curred  in  less  than  0.1  per  cent:  tachycardia,  visual  disturbanc 
(blurred  vision,  diplopia  and  nystagmus),  hallucinations,  disorient; 
tion,  weakness  or  faintness,  muscle  tremor,  chills,  allergic  reaction 
including  edema  of  the  face,  taste  alteration,  insomnia,  diarrhe: 
cramps,  and  miosis;  laryngospasm  in  one  patient. 

Talwin  has  not  produced  severe  respiratory  embarrassment  in  adult 
(never  apnea),  even  with  large  amounts.  A small  number  of  newbor 
infants  whose  mothers  received  Talwin  during  labor  had  transier 
apnea.  The  Incidence  of  temporary  diminution  in  the  rate  or  strengt 
of  uterine  contractions  is  low  after  administration  of  Talwin,  simili 
to  that  following  meperidine  hydrochloride.  (In  reporting  no  interfe 
ence  with  normal  labor  in  patients  receiving  Talwin,  one  investigate: 
further  stated  that  the  drug  may  increase  uterine  activity.)  Generali' 
no  significant  fetal  heart  rate  change  occurs. 

Laboratory  tests  of  blood  and  of  liver  and  kidney  functions  have  n 
vealed  no  significant  abnormalities.  A minimum  and  probably  insigni' 
cant  increase  in  the  per  cent  of  eosinophils  in  peripheral  blot 
counts  and  bone  marrow  occurred  occasionally. 

Talwin  is  well  tolerated  by  patients  with  diabetes  mellitus,  and  i 
changes  in  insulin  requirements  have  been  observed. 

Dosage  and  Administration:  Adults,  Excluding  Patients  in  Labor.  Ave 
age  recommended  single  parenteral  dose  is  30  mg.,  by  intramuscuU 
subcutaneous,  or  intravenous  route;  may  be  repeated  every  three 
four  hours.  Pain  has  been  relieved  in  most  patients  with  not  mo 
than  three  doses  daily.  Infrequently,  selected  patients  have  receivt 
single  doses  as  high  as  60  mg. 

Patients  in  Labor.  A single,  intramuscular  30  mg.  dose  has  been  mo 
commonly  administered.  An  intravenous  20  mg.  dose  has  given  ad 
quate  pain  relief  to  some  patients  in  labor  when  contractions  beconi 
regular,  and  this  dose  may  be  given  two  or  three  times  at  two- 
three-hour  intervals,  as  needed. 

Children  Under  12  Years  ol  Age.  Since  clinical  experience  in  childn 
under  twelve  years  of  age  is  limited,  the  use  of  Talwin  (brand  of  pe 
tazocine)  in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  received  Talw 
tor  prolonged  periods  (e.g.,  over  300  days)  experienced  no  wit 
drawal  symptoms  even  when  administration  was  stopped  abrupt 
furthermore,  there  was  no  tolerance  to  the  analgesic  effect. 

CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe  with  si 
ubie  barbiturates  because  precipitation  will  occur. 

Treatment  of  Overdosage  or  Respiratory  Depression.  Talwin  has  r 
produced  apnea  or  severe  respiratory  embarrassment  in  adults,  ev 
in  large  doses.  Occasionally,  however,  moderate  respiratory  depre- 
Sion  may  occur.  Means  of  maintaining  proper  oxygenation  should 
available  in  case  of  overdosage  or  respiratory  depression,  and  meth 
phenidate  (Ritalin®)  should  be  administered  parenterally.  The  usi 
narcotic-antagonists,  such  as  nalorphine,  are  not  effective  respiratc 
stimulants  for  depression  due  to  Talwin. 

How  Supplied:  Ampuls  of  1 ml.,  containing  Talwin®  (pentazocine)  : 
lactate  equivalent  to  30  mg.  base  and  2.8  mg.  sodium  chloride,  i 
Water  for  Injection.  Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing  Talwin®  (pentaa 
cine)  as  lactate  equivalent  to  30  mg.  base,  2 mg.  acetone  sodiii 
bisulfite,  1.5  mg.  sodium  chloride,  and  1 mg.  methylparaben  as  p- 
servative,  in  Water  for  Injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with  lac: 
acid  and  sodium  hydroxide. 


1 14^/7/Arc^ 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 
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A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It 
is  well-sustained  in  a plateau-like  effect— with 
little  reduction  for  the  first  12  hours,  and  de- 
cline thereafter  only  gradual. 


Potassium  loss,  by  contrast,  is  low.  It  reaches 
an  early  minor  peak,  then  subsides  rapidly. 
Moreover,  since  dosage  is  but  once  a day, 
there  is  but  one  daily  peak  of  potassium  loss. 
As  with  all  thiazides,  however,  dietary  potas- 
sium supplementation  should  also  be  con- 
sidered, especially  in  long  or  intensive  therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic  thera- 
peutic building  block  with  which  other  agents 
can  be  joined,  for  managing  your  more  re- 
sistant hypertensives. 


Once  a day,  every  day 


ENDURON* 

MEIHYCLOTHIAZIDE 


DAILY 

DOSAGE 

RANGE 


Minimum 

2.5  mg.  tablet 


Usual 


Intermediate 


5 mg.  tablet 


7.5  mg. 


Maximum 


10  mg. 


See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmonyl®),  a purified  crystalline 
: alkaloid  supplied  only  by  Abbott.  It  augments 
Enduron  with  its  own  antihypertensive  and 
tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these  two 
therapeutic  building  blocks  in  Enduronyl  is 
greater  than  can  ordinarily  be  achieved  with 
either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths:  regular  and  Forte.  Both  provide  5 
mg.  of  Enduron.  The  variation  is  where  most 
helpful:  in  the  deserpidine.  The  tablets  are 
scored,  and  give  a surprisingly  wide  and 
economical  choice  of  once-a-day  doses  (see 
below). 

Choose  Enduronyl  for  your  patients  in  the 
( broad  range  of  mild  to  moderate  hypertension. 
' Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYi: 

METHyCLOIHlAZlDE  5 E.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZlOE  5 MG.  WITH  DESERPIDINE  0.5  MO. 


DAILY 

DOSAGE 

RANGE 


Minimum 


2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 


Usual 


5 mg.  methyclothiazide 
0.25  mg.  deserpidine 


Intermediate 


7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 


Maximum 

U 11 

10  mg,  methyclothiazide 
0.5  mg.  deserpidine 


DAILY 

DOSAGE 

RANGE 


□ 

2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 


5 mg.  methyclothiazide 
0.5  mg.  deserpidine 


D J 

7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 


10  mg.  methyclothiazide 
1 mg.  deserpidine 


See  Brief  Summary  on  final  page  of  advertisement. 
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Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance. ’-2 


In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied— all  were  moderate  to  severe  cases. 
Eutonyl  lowers  diastolic  in  proportion  to  sys- 
tolic, and  in  about  half  of  the  cases  studied, 
reductions  in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  some  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treatment 
for  moderate  to  severe  cases— and  one  that  will 
not  hamper  your  patient  with  lethargy  or  drow- 
siness while  on  treatment. 


Once  a day,  every  day 


EUTONYH 

PARGYLINE  HYDROCHLORIDE 


DAILY 

DOSAGE 

RANGE 


: Minimum 

Usual  starting 

Intermediate 

Maximum 

"V 

• 10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 

200  mg. 

or  as  needed 

1.  Brest,  A.  A/,,  et  a/.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  19S3. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage~and  correspondingly 
milder  side  effects. 

A significant  finding  in  clinical  trials  was  the 
drug’s  action  in  lowering  blood  pressure  to 
nearly  equal  levels  in  all  body  positions.  T ota! 
average  spread  between  standing  and  recum- 
bent readings  (after  treatment)  was  only  7/4 
mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
often  with  reduced  likelihood  of  orthostatic  ef- 
fects. (The  usual  precautions  against  rising 
suddenly,  of  course,  will  always  apply.)  And, 
because  of  the  thiazide  component,  Eutron 
may  be  used  in  the  presence  of  congestive 
heart  failure. 

Once  a day,  every  day 

EUTRON™ 

PWLIi  HW0CMI0E25  E. 

WIffl  lETHmOTIfflE^MC. 


Minimum 


Usual  starting 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


12.5  mg.  pargyline 
hydrochioride  and  2.5  mg. 
methyclothiazide 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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ENDURON’ 


ENDURONYl! 


METHyELOTHIUIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been:  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
("low-salt”  syndrome).  Reported  thiazide  reactions  in- 
clude; anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


EUTONYE 


EUTRON™ 

Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyidopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Va 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been:  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
iine.  Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  709075R 


TM-Trademark. 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  A brief 
precautionary  statement  follows. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions;  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  1^^'  uptake;  discontinue  ‘Ornade’ 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


a stuffy  nose 
is  no 

laughing  matter 


OrnadeT,.de..r„ 

Each  capsule  contains  8 mg’,  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule'^  Capsules 

brand  of  sustained  release  capsules 


each  one  can 
give  him  all-day 
or  all-night  relief 


Smith  Kline  St  French  Laboratories 


DUAL  PROBLEM  IH  PEPTIC  ULCER 

Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 

THIS  IS  WHY  MYLANTA"  PROVIDES: 


the  two  most  widely  used  antacids—magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 
tion  or  constipation; 

PLUS 


the  defoaming  action  of  simethicone— to  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 


Stuart  1 Division  of /ATLAS  CHEMICAL  INDUSTRIES,  INC.  / Pasadena,  Calif. 


folkminil 

mfeeilon 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 

Each  capsule  contains: 

Vitamin  B|  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  02  (Riboflavin)  10  mg 

Vitamin  Bj  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  10O  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake;  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30' and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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easy 

does 

it! 


tear,  moisten,  compare-that’s  all! 
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Rocky  Mountain  Medical  Journal 


M ORE  THAN  A YEAR  has  passed  since  Medi- 
care has  become  law.  We  have  seen  that, 
despite  its  shortcomings,  it  is  a good  law 
providing  the  opportunity  for  many  to  obtain 
needed  medical  care  that  for  one  reason  or 
another  was  denied  them. 
How  else  can  we  explain 
the  increase  in  utiliza- 
tion of  hospital  facilities 
since  July  1,  1966?  And 
while  the  writer  has  seen  no  statistical  evi- 
dence, there  is  reason  to  believe  that  utiliza- 
tion has  increased  in  office  care. 

The  failure  of  medical  leadership  and  of 
physicians  in  general  to  recognize  this  need 
and  to  act  on  it  has  led  us  to  medical  care  by 
law.  What  we  could  not  see,  could  not  be — 
we  thought.  This  was  Medical  Myopia. 

Our  approach  to  this  new  way  of  life  has 
not  been  gracious,  nor  has  it  been  intelligent 
or  far-seeing.  Rather  than  accept  the  facts 
and  start  to  look  to  the  future,  we  have  be- 
come ensnarled  in  a nit-picking  process  . . . 
pointing  out  the  faults  in  the  law,  (and  it  is 
not  perfect;  it  will  need  amending,  as  did 
even  the  Constitution) . In  so  doing,  we  risk 
deluding  ourselves  that  these  minutiae  are 
the  important  end — and,  in  our  myopia,  fail 
to  appreciate  the  greater  problem.  Attempts 
to  enlarge  the  present  program  were  pre- 
dictable before  passage  of  the  original  act 
and  are  even  now  in  process.  We  must  ex- 
amine each  attempt  carefully  and  evaluate 
the  need.  Every  attempt  to  expand  may  not 
be  all  bad.  Indeed,  the  more  positive  approach 
is  to  be  preferred — careful  consideration  of 
the  need  and  with  the  proposal  for  change 
emanating  from,  the  profession.  Looking  not 
to  tomorrow,  but  to  20  or  30  years  from  now, 
let  us  hope  to  care  for  those  who  have  been 
second  class  medical  citizens  on  a dignified, 
courteous,  and  satisfactory  (to  patient  as 
well  as  physician)  basis.  We  will  then  have 
taken  the  greatest  single  step  in  preservation 
of  our  freedom. 


For  others  in  our  community  for  whom 
the  rising  costs  of  total  medical  care  will  soon 
become  too  much  to  bear,  we  must  begin 
diligently  working  with  the  insurance  indus- 
try to  provide  realistic  pre-payment  plans. 
Realistic  in  regard  to  premium  costs;  realistic 
in  regard  to  benefits  provided!  The  realism 
provided  here  is  in  regard  not  only  to  fees, 
but  more  particularly  to  the  panoply  of  serv- 
ices provided  and  the  site  of  rendering  of 
services.  Benefits  should  encompass  the  en- 
tire spectrum  of  disease  to  which  man  is 
heir,  without  restriction  and  without  the 
exception  of  prior  existence.  To  ease  the 
pressures  in  hospital  beds  and  to  render 
services  more  cheaply,  provision  for  out-pa- 
tient diagnostic  services  will  be  a must.  It  is, 
I believe,  obvious  that  to  do  these  things  we 
must  work  more  closely  with  the  insurance 
industry  than  ever  before.  There  may  well 
have  to  be  developed  committees  represent- 
ing both  medicine  and  insurance  to  define 
basic  minimum  standards  for  all  contracts 
to  be  written.  Other  committees  must  insure 
the  purveyor  that  he  is  indeed  underwriting 
a quality  product — that  the  service  rendered 
was  needful  and  well  done.  It  may  become 
necessary  for  the  several  companies  to  share 
the  “bad  risk”  problem  by  way  of  a pool, 
as  in  automobile  driver  insurance. 

These  things  can  be  done,  and  I feel  in 
some  fashion  must  be  done,  if  we  are  to  pre- 
vent the  steady  encroachment  of  government 
on  medical  practice.  As  medical  care  costs 
continue  to  rise  and  people  find  greater  diffi- 
culty in  meeting  and  in  providing  for  the  un- 
wanted catastrophe,  greater  and  greater  de- 
mands will  surely  be  made  for  somebody  to 
do  something  about  it.  And  be  done  it  will — 
if  not  by  us,  by  a benevolent  Big  Brother! 

Lest  we  slip  in  our  contacts,  take  a long, 
clear  look  at  the  road  ahead,  and  prepare  to 
work  for  our  freedom  or  accept  serfdom. 

Harry  J.  McKinnon,  Jr.,  MD* 

*Editor,  Nevada  Section  of  the  Rocky  Mountain  Medical 
Journal. 
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X URN-OF-THE-cENTURY  home  delivery  medi- 
cal bag;  utilized  by  a Nevada  physician  until 
World  War  II.  The  two  snaps  shown  in  the 
false  bottom  of  the  bag  released  a pan  con- 
taining forceps  and  other  instruments  ready 
for  sterilization  for  home 
deliveries.  Ether  mask, 
stethoscope,  needles  and 
needle  holders,  hemo- 
stats,  sutures  and  scis- 
sors were  a part  of  the  bag’s  contents  as  well 
as  such  drugs  as  ether,  urgotrate,  pituitrin, 
syringe  and  morphine  tablets  and  at  times 
other  drugs  and  medications.  The  drugs 
shown  in  dispensing  case  in  foreground  are 
even  older,  and  include  such  medications  as 
“all  healing  powder,”  “heart  cure  tablets,” 
“dyspepsia,  heart  burn  and  indigestion  pills,” 
“malaria,  chills  and  fever  powders,”  “squills 
mixture,”  “carbolic  acid,”  “sore  throat  tab- 
lets,” “nerve  tablets.  No.  16,”  “colds  in  head, 
pneumonia  and  fever  pills,”  quinine,  mor- 
phine, “kidney  and  bladder  tablets,”  “bleed- 
ing powder  No.  19,”  “syphillis  cure  No.  17.” 


The  label  on  each  vial  not  only  contained 
direction  for  administration  but  also  a brief 
identification  of  the  drug  and  a description 
of  the  disease  against  which  the  drug  was 
supposed  to  be  a specific. 

w ARE  PLEASED  TO  NOTE  that  the  Murray 
Gottlieb  Prze  for  the  best  essay  submitted 
upon  some  phase  of  medical  history  in  Amer- 
ica went  to  Miss  Marjorie  Wannarka.  She 
is  the  librarian  in  the  School  of  Medicine, 

Creighton  University, 
Omaha  and  the  author 
of  the  interesting  ar- 
ticle in  our  June  issue 
entitled  “History  of  a 
Medical  Collection  Housed  in  the  Denver 
Public  Library  1893-1899.”  The  title  of  her 
essay  was  “Medical  Collections  in  Public 
Libraries  of  the  United  States:  A Brief  His- 
torical Study.” 

If  you  missed  her  article  concerning  his- 
tory of  the  Denver  Medical  Library,  you 
would  find  it  worthwhile  reading. 


Cover 
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Nevada  Removes  Student  Practice  Requirement 

Governor  Paul  Laxalt  of  Nevada  has  signed  into  law  a bill  removing  the  practice 
requirement  as  a stipulation  for  Nevada  students  attending  professional  schools 
in  other  states  under  the  WICHE  Student  Exchange  Program.  Wyoming  removed 
its  practice  requirement  earlier  this  year. 

Nevada  currently  has  29  students  attending  professional  schools  in  other  western 
states  under  the  WICHE  program:  11  in  medicine,  10  in  dentistry,  and  8 in  veterinary 
medicine. 

There  has  been  a growing  concern  among  school  officials  and  others  that  the 
requirement  for  the  student  to  return  to  his  home  state  to  practice  his  profession 
has  caused  students  to  withdraw  from  the  WICHE  program.  In  1966  there  were 
three  times  as  many  withdrawals  from  the  program  by  students  living  in  states 
with  practice  requirements  as  from  other  states.  At  that  time  there  were  four 
states  with  the  requirement.  Currently,  only  Arizona  and  Idaho  continue  the 
requirement. 

The  Nevada  WICHE  Commissioners  were  instrumental  in  securing  the  legislative 
action.  Nevada  Assemblyman  Frank  Young  introduced  the  bill  in  the  Assembly 
and  appeared  on  its  behalf  in  the  Senate.  The  Nevada  Commissioners  are:  Dr. 
Juanita  Greer  White,  Boulder  City;  Fred  M.  Anderson,  M.D.,  Reno;  Dr.  Charles  J. 
Armstrong,  president.  University  of  Nevada,  Reno. 
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“How  can  I stay  out  of  legal  trouble?” 


Justice  John  C.  Mowbray,  Las  Vegas,  Nevada 


A summary  of  medico-legal  problems 
as  vieived  from  the  bench. 


No  ONE  CAN  GUARANTEE  immunity  from  legal 
problems.  The  best  way  for  the  young  phy- 
sician to  minimize  such  problems  is  to  prac- 
tice good  medicine  and  good  hmnan  relations. 
Awareness  of  the  basic  factors  of  the  legal 
aspects  of  medical  practice,  however,  may 
also  be  of  some  prophylactic  value.  In  first 
year  law  school,  one  of  the  professors  gave  us 
some  sage  advice:  “When  you  get  into  prac- 
tice,” he  said,  “you  will  find  three  kinds  of 
clients.  One  kind  gets  into  trouble  and  then 
comes  to  his  lawyer  for  help.  You  don’t  have 
to  worry  about  this  kind  of  client.  You  just 
do  what  you  can  to  help  him.  The  second 
kind  is  the  client  who  comes  to  you  for  ad- 
vice and  then  ignores  the  advice.  He  isn’t 
much  of  a problem  either.  The  third  kind 
comes  to  his  lawyer  for  advice  before  he 
takes  any  action  and  then  follows  that  advice. 
He’s  the  one  you  really  have  to  worry  about.” 

Every  lawyer  has  had  the  experience  of 
someone  saying  to  him,  “if  I do  so-and-so,  can 
I be  sued?”  Let’s  get  this  problem  clear. 
Anybody  can  be  sued  at  any  time  for  any- 
thing. All  that  it  takes  is  one  person  who 
wants  to  cause  trouble  and  who  is  willing 
to  spend  the  $35.00  required  as  a filing  fee. 
He  doesn’t  even  need  to  have  a lawyer  to  file 
the  suit  for  him.  Of  course,  his  chances  of 
success  in  the  suit  are  much  greater  if  he 
does  have  a lawyer.  But  a lawyer  won’t  want 

* Address  to  the  Woman’s  Auxiliary  of  the  Clark  County 
Medical  Society.  The  author  is  now  Justice  of  the  Supreme 
Court  of  Nevada.  He  served  as  Presiding  Judge,  for  the 
last  three  years,  of  the  8th  Judicial  District  Court  for 
the  State  of  Nevada  in  Las  Vegas. 


to  waste  his  time  filing  a suit  unless  there 
is  a reasonable  chance  of  winning  or  getting 
a settlement. 

These  practical  considerations  tend  to 
keep  the  risk  of  litigation  at  a reasonable 
level.  Thus,  the  real  question  is:  “How  great 
are  the  risks  of  a judgment  against  me?” 
Physicians  have  legal  risks  like  everyone 
else.  And,  like  everyone  else,  physicians  are 
apt  to  believe  that  their  legal  risks  are  over- 
whelming. I don’t  want  to  minimize  the 
risks;  but,  on  the  other  hand,  I think  it  is 
dangerous  to  exaggerate  them.  I believe  that 
a realistic  way  to  evaluate  the  risks  is  on  the 
basis  of  exposure. 

Each  time  that  a physician  sees  a patient 
there  is  a possibility  that  something  may 
happen  which  will  result  in  a legal  claim 
against  the  physician.  Assuming  the  con- 
servative figfire  of  15  patient  visits  a day, 
the  average  physician  will  have  151,200  in- 
stances of  exposure  during  his  lifetime.  A 
survey  made  in  1966  showed  that,  on  the 
average,  one  legal  claim  is  made  for  every 
269,960  physician-patient  visits.  This  is  a risk 
rate  of  less  than  four  ten-thousandths  of  one 
per  cent.  The  incidence  of  claims,  of  course, 
is  higher  in  some  specialties  than  in  others, 
but  the  variation  is  not  great  and  the  risks 
are  not  unmanageable.  Besides,  insurance  is 
available. 

Some  physicians  run  afoul  of  the  law 
solely  because  they  don’t  know  the  law.  Ig- 
norance of  the  law,  of  course,  is  no  excuse. 
A physician  should  know  how  the  law  af- 
fects him  in  the  practice  of  medicine,  at  least 
to  the  extent  of  the  more  important  funda- 
mentals. These  include:  the  nature  of  the 
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physician-patient  relationship;  consent  for 
medical  treatment;  standards  of  medical  care; 
hospital  staff  privileges;  license  to  practice 
medicine;  legal  restrictions  on  medical  prac- 
tice; and  medical  testimony.  I will  cover  the 
highlights  of  these  subjects.  I hope  to  whet 
your  interest  so  that  you  will  continue  to 
expand  your  knowledge  of  the  legal  side  of 
medical  practice.  You  can  do  this  through 
your  reading,  through  formal  classses  or  lec- 
ture programs  presented  by  medical  schools 
and  teaching  programs,  through  medical  so- 
ciety presentations,  and  through  your  own 
participation  in  local  medico-legal  commit- 
tees. 

Physician-Patient  Relationship 

Now  let’s  take  a close  look  at  the  legal  side 
of  medical  practice.  Just  as  care  of  the  pa- 
tient is  the  fundamental  principle  of  medi- 
cine, so  the  physician-patient  relationship  is 
the  keystone  of  law  relating  to  your  profes- 
sion. Let’s  assume  that  Dr.  Smith  has  re- 
ceived his  license  to  practice  medicine  from 
the  State  of  Nevada,  has  opened  an  office 
on  Las  Vegas  Boulevard  South,  and  is  sitting 
there  calmly  waiting  for  his  first  patient  to 
arrive.  As  a physician,  does  he  have  any  legal 
obligation  to  anyone?  The  answer  is,  “no.” 
Under  the  law,  Dr.  Smith  has  a right  to 
reject  anyone  who  seeks  his  professional 
services.  He  can  refuse  to  practice  medicine 
altogether,  if  he  so  chooses.  No  one  can  suc- 
cessfully sue  him  for  doing  so,  except  per- 
haps his  wife  for  nonsupport.  The  physician- 
patient  relationship  is  a contractual  one.  This 
means  that  it  is  established  by  mutual  agree- 
ment between  the  parties.  The  physician 
must  agree  to  accept  the  patient  and  the  pa- 
tient must  agree  to  accept  the  physician,  or 
there  is  no  contract.  At  this  point,  you  might 
think  that  the  first  thing  you  would  need 
in  opening  your  medical  office  would  be  a 
supply  of  physician-patient  contract  forms. 

Lawyers,  as  you  know,  like  to  have  every- 
thing in  writing.  But  we  don’t  always  get 
our  way.  Frankly,  I have  never  seen  a con- 
tract form  of  this  sort;  and  I don’t  think  you 
could  find  one  if  you  searched  every  medi- 
cal supply  or  legal  supply  establishment  in 
the  United  States.  As  a matter  of  plain  fact, 
written  contracts  for  medical  services  are 


almost  unheard  of.  But  in  law,  an  oral  con- 
tract is  usually  just  as  binding  as  a written 
contract.  It  may  be  harder  to  prove,  but  it’s 
just  as  binding.  Suppose  Mr.  Jones  comes 
into  Dr.  Smith’s  office  and  says,  “Doc,  I want 
you  to  be  my  physician.”  If  Dr.  Smith  says 
O.K.,  we  have  an  express  oral  contract.  Even 
this  is  more  than  is  necessary.  We  lawyers 
recognize  something  that  is  called  an  implied 
contract.  If  two  people  act  in  such  a way  that 
it  can  be  reasonably  inferred  that  they  are 
mutually  agreeing  to  a certain  course  of  ac- 
tion, their  actions  are  usually  enough  to  es- 
tablish a contract.  For  example,  if  you  go 
into  a grocery  store,  pick  up  a loaf  of  bread, 
carry  it  to  the  check-out  counter,  offer  a 
dollar  bill  and  accept  the  change,  you  have 
entered  into  a legally  binding  contract  of 
sale,  even  if  no  words  are  spoken. 

By  the  same  token,  if  Mr.  Jones  comes 
into  Dr.  Smith’s  office  with  a bad  cut  on  his 
hand  which  he  shows  to  the  physician,  and 
if  Dr.  Smith  examines  the  cut,  cleans  it,  ad- 
ministers antibiotics,  and  applies  a bandage, 
an  implied  contract  establishing  a physician- 
patient  relationship  has  been  entered  into, 
even  if  no  word  is  spoken.  Since  a contract 
is  involved,  it  must  be  remembered  that  not 
all  persons  are  legally  competent  to  enter 
into  a contract.  Among  those  who  are  not 
competent  are  persons  who  have  been  ad- 
judged to  be  mentally  incapable  of  handling 
their  own  affairs,  and  infants.  In  these  cases, 
seme  other  person,  a guardian  or  parent,  is 
given  authority  to  act  for  them.  Also,  per- 
sons who  are  unconscious  cannot  enter  into 
a contract,  but  this  involves  special  con- 
siderations which  will  be  discussed  later. 

As  far  as  the  existence  of  the  physician- 
patient  relationship  is  concerned,  payment 
is  not  essential.  If  the  physician  undertakes 
to  diagnose  or  treat  a person,  the  relationship 
exists  with  that  person,  regardless  of  whether 
he  is  paid  by  someone  else  or  agrees  to  fur- 
nish his  services  without  charge.  You  will 
have  noticed  that  there  are  a few,  if  any, 
specific  terms  and  conditions  governing  these 
unwritten  contractual  physician-patient  re- 
lationships. Where  situations  like  this  occur, 
the  law  typically  steps  in  to  supply  the 
missing  terms.  The  first  term,  you  will  be 
glad  to  hear,  is  that  the  patient  will  pay  the 
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reasonable  value  of  the  physician’s  services. 
This  is  rather  vague,  but  at  least  he  agrees 
to  pay  something.  In  practice  it  works  out 
something  like  this:  The  physician  bills  the 
patient,  who  either  pays  or  does  not.  If  he 
does  not,  the  physician  decides  whether  it’s 
worthwhile  to  sue.  If  he  sues,  he  will  have  to 
present  evidence  as  to  what  is  a reasonable 
fee.  This  will  probably  be  in  the  form  of 
testimony  from  other  physicians  in  the  com- 
munity. The  jury  or  the  judge  will  then 
decide  what  amount  is  reasonable.  This  prob- 
lem, of  course,  can  be  avoided  to  a large  ex- 
tent if  the  physician  announces  his  fees  in 
advance. 

Other  terms  imposed  by  law  are  largely 
those  which  create  obligations  on  the  physi- 
cians. The  law  requires  him  to  act  toward 
the  patient  like  a trustee.  He  may  not  take 
advantage  of  the  patient  in  this  relationship 
in  any  way.  He  must  not  withhold  from  the 
patient  any  medical  information  necessary 
for  the  patient’s  health  or  welfare.  He  must 
not  disclose  information  to  others  about  the 
patient’s  health  or  personal  life  without  the 
patient’s  consent,  imless  disclosure  is  re- 
quired by  law  or  by  overriding  considera- 
tions of  public  policy.  The  physician  also 
has  a continuing  obligation  once  he  has  ac- 
cepted a patient.  The  patient  can  discharge 
the  physician  at  any  time,  but  the  physician 
can  end  the  relationship  only  by  giving  ad- 
vance notice  which  allows  the  patient  a rea- 
sonable period  of  time  to  obtain  the  services 
of  another  physician,  if  such  services  are 
needed.  In  the  absence  of  such  discharge  or 
termination,  the  physician-patient  relation- 
ship remains  as  long  as  the  need  for  continu- 
ing medical  care  exists. 

Standards  of  Skill 

I have  left  to  last  the  most  important  con- 
dition implied  by  law — that  is  the  standard  of 
skill  and  care  required  of  the  physician.  It 
may  surprise  you  to  learn  that  you  are  not 
required  to  give  the  highest  degree  of  skill 
and  care.  I know  that  everyone  of  you  in- 
tends to  give  every  patient  the  best  possible 
care.  If  nothing  else,  however,  the  law  is 
realistic.  It  recognizes  that  everyone  can’t 
be  the  top  man  in  his  field  and  that  all  of 
us  have  our  off  days.  The  law,  therefore. 


requires  the  physician  to  possess  and  exer- 
cise that  degree  of  skill  and  care  that  is 
ordinarily  possessed  and  exercised  by  phy- 
sicians of  the  same  professional  status  in  the 
same  or  a similar  community  in  the  same  or 
similar  circumstances.  This  means  that  a 
GP  is  measured  against  other  GP’s — a spe- 
cialist against  others  in  the  same  specialty. 
Your  colleagues  set  the  standard — not  the 
best  of  them  or  the  worst  or  the  average,  but 
the  general  run. 

Also,  if  circumstances  force  you  to  oper- 
ate in  your  office,  you  are  not  judged  by  what 
other  physicians  would  do  in  a hospital.  The 
community  element  is  no  longer  as  important 
as  it  once  was,  but  still  the  physician  in 
Caliente  is  not  going  to  be  judged  by  the 
standards  prevailing  in  Philadelphia.  Now 
you  know  what  malpractice  is.  It  isn’t  a sin. 
It  isn’t  a crime.  It  isn’t  something  malicious. 
It  is  merely  the  failure  of  a physician  to  con- 
form to  this  standard  of  reasonable  skill  and 
care.  If  a court  or  jury  finds  that  he  did  not 
so  conform,  it  means  that  he  will  have  to  pay 
damages.  It  doesn’t  mean  that  he  is  an  in- 
competent physician.  Believe  me,  it  happens 
to  the  best  of  them.  Never  forget  that! 

“Malpractice”  is  an  evil-sounding  word. 
It’s  too  bad  it  ever  came  into  use,  but  it’s 
too  late  to  do  anything  about  it  now.  But 
please  remember,  it  isn’t  as  bad  as  it  sounds. 
No  physician  has  ever  had  his  professional 
reputation  destroyed  by  a malpractice  judg- 
ment. But  malpractice  is  only  one  way  in 
which  a physician  can  get  into  legal  trouble. 
Several  other  ways  also  arise  out  of  the  con- 
tractual nature  of  the  relationship. 

First  it  should  be  noted  that  the  obliga- 
tions imposed  by  law  can  be  modified  by 
express  agreement.  If  the  physician  agrees 
to  treat  the  patient  without  charge,  he  can- 
not later  collect  compensation  for  his  services. 
If  the  physician  gives  the  patient  advance 
notice  that  he  does  not  make  house  calls,  he 
cannot  be  held  liable  for  not  doing  so.  If 
there  is  express  agreement,  the  physician  can 
limit  his  legal  obligations.  He  can  agree  to 
be  bound  by  a higher  standard  of  care  than 
that  imposed  by  law,  but  it  isn’t  clear  whether 
a lower  standard  can  be  established  by  con- 
tract. 
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Abandonment  is  one  of  the  additional 
bases  for  legal  trouble.  If  a physician  ter- 
minates his  care  of  a patient  without  giving 
the  required  notice  while  the  patient  is  still 
in  need  of  care,  he  is  liable  for  all  resulting 
injury  to  the  patient,  even  though  the  care 
he  gave  previously  was  up  to  the  required 
standard.  Physicians  seldom  really  abandon 
patients,  but  sometimes  they  are  accused  of 
abandonment  through  misunderstanding. 
Here  is  where  some  legal  protection  is  nec- 
essary. Any  time  a physician  has  to  termi- 
nate treatment  of  a patient  who  still  needs 
medical  care,  he  should  send  the  patient  a 
written  notice  in  the  form  of  a letter  and 
keep  a carbon  copy  in  his  file.  The  letter 
should  state  that  the  physician  is  terminating 
his  responsibility  for  the  patient  as  of  a speci- 
fied future  date,  but  will  be  available  to  fur- 
nish necessary  care  upon  request  until  that 
date.  The  date  should  be  far  enough  in  ad- 
vance to  give  the  patient  a chance  to  get 
another  physician.  The  letter  should  advise 
the  patient  that  continuing  care  is  advisable, 
if  that  is  the  case,  and  that  he  should  ar- 
range for  the  services  of  another  physician 
as  soon  as  possible.  The  reason  for  the  ter- 
mination need  not  be  given,  but  it  may  be 
if  it  is  unlikely  to  create  antagonism. 

Termination  of  patient  care 

Also,  the  physician  needs  legal  protection 
if  the  patient  discharges  him.  If  the  patient 
does  so  by  letter,  the  letter  should  be  kept 
in  the  file.  If  he  does  so  orally,  the  physician 
should  confirm  this  by  a letter  to  the  patient, 
with  a carbon  copy  for  his  file.  It  might  read 
something  like  this: 

“It  is  my  understanding  that  you  dis- 
charged me  today,  November  5,  1966,  as  your 
physician.  Accordingly,  my  responsibility 
for  your  future  medical  care  terminated  as 
of  that  time.  If  you  did  not  intend  to  dis- 
charge me,  please  so  advise  not  later  than 
November  9,  1966.” 

If  the  patient  requires  continuing  medical 
care,  he  should  also  be  advised  to  arrange  for 
the  services  of  another  physician  as  soon  as 
possible.  Similarly,  a patient  may  just  stop 
coming  back  to  the  physician’s  office  with- 
out saying  anything.  If  he  is  in  need  of  con- 
tinuing medical  care,  the  physician  might 


get  in  trouble  if  he  doesn’t  protect  himself. 
This  situation  can  be  handled  by  sending  a 
letter  along  these  lines: 

“Since  you  failed  to  keep  your  appoint- 
ment on  November  5,  1966,  I am  forced  to 
assume  that  you  no  longer  wish  to  be  under 
my  care.  If  this  is  correct,  I must  advise  you 
to  arrange  promptly  for  the  services  of  an- 
other physician,  since  your  condition  is  such 
that  you  are  still  in  need  of  continuing  medi- 
cal care.  If  you  wish  to  continue  under  my 
care,  you  will  make  arrangements  with  my 
office,  not  later  than  November  9,  1966,  for 
a new  appointment.” 

Another  possible  source  of  trouble  is  the 
legal  doctrine  of  “breach  of  warranty.”  Or- 
dinarily, a physician  is  not  responsible  mere- 
ly because  a patient  does  not  get  well  or 
suffers  an  adverse  effect  from  treatment. 
But  he  may  be  responsible  if  he  promises 
favorable  results  and  they  do  not  occur.  You 
may  be  asking  yourselves,  “who  would  be 
foolish  enough  to  guarantee  the  results  of 
medical  treatment?”  With  your  knowledge 
of  the  uncertainty  of  medical  prognosis,  it 
is  unlikely  that  you  would  intentionally  do 
so.  All  of  us,  however,  use  loose  language 
occasionally  and  sometimes  this  can  trap  us. 

Because  of  the  nature  of  the  relationship, 
a patient  has  a right  to  rely  on  what  his 
physician  tells  him.  This  is  true  more  so 
than  in  any  comparable  business  relation- 
ship. The  trap  may  be  set  when  the  phy- 
sician is  trying  to  calm  the  patient’s  fears  for 
the  patient’s  own  benefit.  He  may  say,  “you 
will  be  as  good  as  new  after  this  treatment,” 
or  “there  is  no  danger,”  or  “we’ll  have  you 
well  again  in  no  time.”  I’m  not  saying  that 
these  careless  statements  will  always  be 
interpreted  literally. 

Where  the  outcome  of  treatment  is  dis- 
astrous to  a patient,  despite  the  physician’s 
best  skill  and  care,  however,  something  like 
this  may  give  a jury  the  opportunity  to  show 
its  sympathy  for  the  patient.  The  jury  has 
the  duty  to  decide,  in  the  light  of  all  the 
evidence,  whether  the  physician  made  any 
promise  about  results  and  whether  the  pa- 
tient had  a right  to  rely  on  the  promise.  How 
can  the  physician  avoid  this  trap? 
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First  he  must  avoid  using  words  that  can 
be  interpreted  as  promises  or  assurances.  He 
should  be  able  to  calm  the  patient’s  fears 
with  statements  of  general  facts  about  the 
past  rather  than  specific  predictions  about 
the  future.  He  must,  of  course,  be  truthful. 
In  contrast  to  the  language  quoted  above, 
he  might  say,  “in  many  cases  similar  to  yours, 
this  treatment  has  been  very  successful,” 
or  “past  experience  with  this  drug  has  shown 
only  very  rare  instances  of  side  effects,  none 
of  a serious  nature,”  or  “patients  with  this 
condition  have  usually  had  a good  recovery 
in  a short  time.”  In  case  of  doubt,  it  may  be 
wise  to  preface  such  remarks  with  something 
like  this:  “nobody  can  predict  the  future, 
but  . . . 

In  cases  where  there  are  substantial  and 
serious  risks  involved  in  a surgical  or  medi- 
cal procedure,  it  is  advisable  to  have  written 
evidence  that  no  guarantees  or  assurances  of 
results  were  given.  This  is  usually  accom- 
plished by  use  of  a consent  form  which  in- 
cludes appropriate  language  by  which  it  is 
acknowledged  that  the  physician  has  not 
given  such  guarantees  or  assurances.  This 
is  a good  point  at  which  to  discuss  the  whole 
subject  of  consent,  including  consent  forms, 
informed  consent,  parental  consent,  and 
emergency  care.  Many  legal  problems  arise 
in  this  area. 

The  law  and  consent 

Because  of  the  contractual  nature  of  the 
physician-patient  relationship,  it  is  generally 
true  that  a physician  cannot  lawfully  do 
anything  to  a patient  over  the  objection  of 
the  patient.  Even  if  the  patient  will  die  unless 
he  receives  treatment,  the  law  ordinarily 
gives  him  the  right  to  refuse  treatment.  There 
are  some  exceptions,  however.  Perhaps  the 
most  important  relates  to  infants.  Since  the 
law  does  not  consider  them  capable  of  giv- 
ing consent,  the  right  to  consent  is  shifted 
to  a parent  or  guardian.  Also,  since  they  are 
considered  wards  of  the  state,  the  state  may 
authorize  necessary  medical  treatment  if  the 
parents  refuse  to  do  so.  These  principles  are 
perhaps  best  exemplified  by  the  problems 
of  the  Jehovah’s  Witnesses  patients  and  blood 
transfusions.  As  you  know,  it  is  contrary  to 


the  religious  belief  of  their  people  to  receive 
a blood  transfusion.  This  problem  has  had 
considerable  attention  from  the  courts  in  re- 
cent years.  Despite  some  differences  of  opin- 
ion, the  rules  are  quite  well  established.  If 
the  patient  is  an  adult  and  mentally  com- 
petent before  the  law,  he  has  a right  to  re- 
fuse the  transfusion,  even  at  the  risk  of  his 
life.  If  the  patient  is  a child  and  the  parents 
refuse  permission  for  a necessary  transfusion, 
the  courts  may  and  usually  will  grant  au- 
thorization upon  request.  Some  courts  have 
authorized  transfusions  for  objecting  adults 
in  unusual  circumstances,  but  this  is  not 
common.  A physician  may  lawfully  refuse 
to  accept  a patient  who  insists  on  this  or  any 
similar  limitation  on  his  practice;  or  he  may, 
if  he  wishes,  treat  the  patient  subject  to  the 
limitation.  If  he  does  the  latter,  however,  it 
is  advisable  for  him  to  have  written  proof 
that  the  patient  insisted  on  the  limitation. 

Informed  consent 

Another  exception  is  the  emergency  situa- 
tion where  the  patient  is  incapable  of  giving 
consent  because  he  is  imconscious  or  drunk 
or  delirious.  If  possible,  it  is  best  to  obtain 
consent  from  a parent  or  spouse  or  relative. 
Where  immediate  action  is  essential  to  save 
the  life  or  limb  of  a person,  the  physician 
need  not  delay  to  obtain  consent.  Ordinarily, 
consent  must  not  only  be  given,  but  also 
be  adequate.  A patient’s  consent  may  not 
be  valid  if  he  does  not  have  a reasonable 
understanding  of  the  nature  and  probable 
consequences  of  the  procedure  to  which  he 
is  consenting. 

The  physician  has  an  obligation  to  give 
the  patient  such  information  as  will  enable 
him  to  make  a reasonable  exercise  of  his 
judgment.  If  a patient  has  such  information, 
his  consent  is  said  to  be  an  “informed  con- 
sent,” which  is  the  best  possible  protection 
against  a claim  of  unauthorized  treatment. 
In  the  case  of  surgery  or  other  procedures 
which  have  high  risks,  we  lawyers  advise 
written  proof  of  informed  consent. 

This  is  usually  obtained  by  a consent  form 
which  contains  an  acknowledgment  that  the 
nature  of  the  procedure,  its  probable  con- 
sequences, its  risks,  and  available  alterna- 
tive procedures,  if  any  have  been  explained 
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to  the  satisfaction  of  the  patient  or  the  per- 
son authorized  to  consent  for  him.  This  is 
important  because  legal  risks  are  very  high 
for  a physician  who  gives  unauthorized 
treatment.  He  may  be  held  responsible  for 
any  unfortunate  result,  even  if  he  used  his 
best  skill  and  care.  So  much  for  liability  to 
patients.  I will  now  outline  some  of  the  other 
legal  problems  for  the  physician.  One  vital 
area  concerns  hospital  staff  privileges.  It  is 
almost  impossible  today  to  practice  medicine 
without  access  to  a hospital.  If  a physician 
can’t  get  hospital  privileges,  he  may  be  bet- 
ter off  moving  to  another  community.  In 
this  regard,  there  are  two  kinds  of  hospitals: 
governmental  and  non-governmental.  In  a 
hospital  which  is  operated  by  a county  or 
some  other  governmental  unit,  a physician 
can  usually  be  denied  privileges  only  for 
good  cause.  In  a non-governmental  hospital, 
however,  privileges  can  usually  be  granted 
or  denied  at  will  by  the  governing  board. 
This  includes  religious,  charitable,  or  com- 
munity hospitals,  in  fact,  any  hospital  which 
is  not  owned  or  operated  by  some  govern- 
mental unit  in  this  class. 

The  law  and  your  license 

The  most  valuable  possession  a physician 
has,  of  course,  is  his  license  to  practice  medi- 
cine. Each  state  issues  licenses,  and  generally 
they  are  good  only  in  the  state  in  which  they 
are  issued.  Some  states  permit  physicians 
who  are  licensed  in  other  states  to  practice 
in  their  territory  under  certain  limited  con- 
ditions. Generally,  however,  a physician  is 
in  the  same  legal  position  as  a layman  in  a 
state  in  which  he  is  not  licensed.  The  basis 
for  loss  of  a license  need  not  be  anything 
related  to  medical  practice.  For  example, 
some  physicians  have  had  their  licenses  re- 
voked for  income  tax  fraud.  This,  of  course, 
is  a criminal  offense.  As  such,  it  can  be  cause 
for  loss  of  license.  Fortunately,  the  number 
of  physicians  who  face  loss  or  suspension 
of  their  licenses  is  very  small.  When  such 
a problem  does  occur,  however,  the  assistance 
of  an  attorney  is  absolutely  essential.  Only 
by  such  assistance  can  the  rights  of  the  phy- 
sician be  adequately  protected. 

In  addition  to  licensure,  there  are  also 
some  laws  which  impose  limitations  and  re- 


strictions on  medical  practice.  Practically  all 
states  prohibit  abortion,  except  in  narrowly 
prescribed  circumstances.*  Usually  this  pro- 
cedure is  permitted  only  if  necessary  to  save 
the  life  of  the  woman.  On  the  other  hand, 
only  a few  states  (Connecticut,  Kansas  and 
Utah)  expressly  prohibit  sterilization  for 
other  than  therapeutic  purposes,  while  a few 
others  (North  Carolina  and  Virginia)  ex- 
pressly permit  voluntary  sterilization.  In 
other  states  there  is  no  definite  guidance  as 
to  the  legality  of  sterilization  for  non-thera- 
peutic  purposes — birth  control  for  example. 
Except  in  those  states  where  it  is  specifically 
prohibited,  sterilization  for  birth  control  pur- 
poses is  probably  not  a criminal  offense.  Un- 
der a recent  supreme  court  decision,  phy- 
sicians everywhere  can  now  lawfully  give 
birth  control  advice. 

The  prescription  and  use  of  narcotics  is 
also  subject  to  restriction.  In  general,  nar- 
cotics can  be  prescribed  or  administered  only 
where  medically  justified.  They  may  not  be 
used  to  maintain  an  addict.  If  you  prescribe 
narcotics,  be  certain  that  you  comply  with 
all  of  the  requirements  of  state  and  federal 
law. 

I believe  that  every  state  now  has  a law 
that  silver  nitrate  drops  be  administered  in 
the  eyes  of  the  newborn.  A legislative  trend 
is  also  developing  to  require  PKU  tests  for 
the  newborn.  Vaccinations  are  required  for 
school  attendance. 

Physicians  are  also  required  to  make  re- 
ports on  certain  conditions  of  patients.  In 
many  states,  gunshot  or  knife  wounds  must 
be  reported.  In  some,  reports  must  be  made 
of  venereal  disease,  various  communicable 
diseases,  suspected  abortions,  and  epilepsy. 
Most  recently,  statutes  have  been  enacted  re- 
quiring physicians  to  report  cases  of  the 
“battered  child.” 

The  Physician  as  Medical  Witness 

Another  kind  of  legal  difficulty  may  arise 
out  of  the  role  of  the  physician  as  a medical 
witness.  In  the  overwhelming  majority  of 
lawsuits,  medical  evidence  is  required  to 
establish  the  nature,  cause,  and  prognosis  of 
injury  or  illness.  In  every  one  of  these  cases, 
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one  or  more  physicians  will  have  to  make 
a medical  report  and  evaluation.  Often  they 
will  have  to  give  testimony.  If  a physician 
treats  a patient  for  an  injury  or  illness  which 
is  involved  in  litigation,  he  has  a moral  obli- 
gation, as  a part  of  total  patient  care,  to  give 
whatever  assistance  is  necessary  and  proper 
in  the  litigation. 

Physicians  may  also  be  called  upon  to 
examine  a party  who  was  not  a patient.  They 
can  accept  or  reject  this  assignment  as  they 
see  fit.  Many  physicians  have  an  unreason- 
ing fear  of  the  role  of  medical  witness.  The 
one  thing  I want  most  to  accomplish  in  this 
part  of  my  discussion  is  to  persuade  you  not 
to  be  afraid.  Giving  testimony  is  different 
from  anything  you  have  experienced  in  medi- 
cal school  but  it  is  not  really  an  ordeal.  You 
should,  of  course,  insist  that  the  attorney  who 
calls  you  as  a witness  confer  with  you  in  ad- 
vance, so  that  you  will  know  what  to  expect. 
Then  all  that  is  necessary  is  to  answer  ques- 
tions frankly  and  fairly,  without  exaggera- 
tion or  bias.  Above  all,  keep  calm  and  don’t 
lose  your  temper.  The  vicious  cross-exam- 
inations which  many  physicians  fear  are 
largely  the  fiction  of  television  and  motion 
pictures.  You  can  get  trapped  if  you  try  to 
be  smart  aleck  or  pretend  to  more  knowledge 
than  you  actually  have.  If  you  don’t  know 
the  answer,  say  so  frankly,  with  explanations 
if  necessary.  Don’t  try  to  bluff. 

One  final  topic  needs  mention.  That  is 
physicians’  contracts.  Unfortunately,  time 
will  permit  only  the  barest  outline.  In  your 
professional  practice  you  will  frequently 


have  to  enter  into  contracts.  It  may  be  an 
employment  contract,  a partnership  contract, 
an  office-sharing  contract,  an  office  lease,  or 
a contract  for  the  sale  of  your  practice.  These 
and  other  similar  documents  are  important 
items  in  your  professional  career.  Don’t  be 
afraid  to  seek  legal  advice.  A physician  who 
tries  to  draft  his  own  partnership  contract, 
for  example,  is  as  practical  and  economical 
as  an  attorney  who  tries  to  remove  his  own 
gallbladder.  Expert  legal  advice  is  worth 
every  cent  you  pay  for  it. 

Many  employment  contracts  or  partner- 
ship contracts  for  physicians  contain  restric- 
tive covenants.  If  the  employee  or  partner 
ends  the  contract,  he  agrees  not  to  practice 
within  a specific  geographic  area  for  a spe- 
cific period  of  time.  These  agreements  are 
enforced  if  the  restrictions  are  reasonable. 
I would  advise  a young  physician,  however, 
not  to  enter  into  such  a contract  if  he  can 
help  it.  There  does  not  appear  to  be  any 
real  need  for  such  covenants.  They  are  never 
used  in  the  legal  profession,  where  competi- 
tion is  certainly  just  as  stiff  as  in  medicine. 

I have  given  you  some  answers  to  the 
question,  “how  can  I stay  out  of  legal  trou- 
ble?” More  important,  I hope  that  I have 
raised  many  questions  in  your  minds  that  I 
have  not  been  able  to  answer.  Your  question, 
answered  or  not,  my  talk  will  be  a success 
if  I have  been  able  to  instill  in  you  a fresh 
and  lasting  interest  in  the  legal  side  of  medi- 
cal practice.  There  is  enough  to  be  learned 
on  that  subject  to  keep  you  interested  the 
rest  of  your  life.  • 
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Esophageal  hiatus  hernia 


Robert  M.  Taylor,  MD,*  and  Harold  L.  Fedkes,  MD,**  Las  Vegas,  Nevada 


A brief  review,  with  reference  to 
combined  colonic  and  gastric  herniation. 
An  unusual  presentation  of  a problem 
more  common  than  generally  recognized. 


Herniation  of  intra-abdominal  viscera 
through  the  esophageal  hiatus  of  the  dia- 
phragm, most  commonly  of  the  sliding  or 
paraesophageal  type,  also  occurs  as  the  re- 
sult of  trauma,  or  through  congenital  hi- 
atuses. The  symptoms  and  complications  of 
these  types  of  hernia  are  different,  sometimes 
confusing  to  diagnosis,  and  require  different 
modalities  of  treatment.  Rarely,  the  para- 
esophageal type  is  associated  with  herniation 
of  the  colon  as  well  as  the  stomach,  two  ex- 
amples of  which  are  discussed. 

Although  many  cases  of  herniation  of  the 
stomach  as  well  as  of  the  colon  in  conjunc- 
tion with  congenital  or  traumatic  diaphrag- 
matic hernias  have  been  observed  and  re- 
ported, the  occurrence  of  herniation  of  these 
viscera  through  the  esophageal  hiatus  of  the 
diaphragm  has  been  reported  rarely  in  mod- 
ern medical  literature  in  America. 

Like  all  medical  phenomena  which  are 
considered  rare,  certainly  un-reported  cases 
exist,  and  other  such  cases  may  have  been 
overlooked  in  this  review;  nonetheless,  in  the 
past  approximate  decade.  Creamer,^  Mar- 
chand,^  Sweet,®  Boyd,^  Craighead,®  and  Fried- 
man,® in  reporting  on  over  2,000  cases  of 
esophageal  diaphragmatic  herniation  of  the 
stomach  make  reference  to  only  two  instances 
of  this  entity  occurring  in  conjunction  with 
herniation  of  the  colon. 

Therefore,  since  the  basic  entity  of  esoph- 
ageal hiatal  hernia  is  a disease  the  symptoms 
of  which  are  often  confusing  and  non-specific, 
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and  not  infrequently  simulate  or  “mask” 
other  serious  intra-abdominal  afflictions,  it 
seems  that  two  recent  and  roentgenographi- 
cally  well-demonstrated  cases  of  combined 
colonic  and  gastric  paraesophageal  hiatal 
hernia  are  worthy  of  discussion. 

Although  the  earliest  description  of  dia- 
phragmatic hernia  in  medical  literature  were 
recorded  as  early  as  the  seventeenth  century, 
no  early  clarification  of  type  of  hiatal  her- 
niation was  attempted,  hence  these  early 
cases  are  assumed  to  be  of  the  congenital  or 
of  the  traumatic  variety.  Then  Akerlund,  in 
scientific  papers  written  between  1926  and 
1932  introduced  the  earliest,  widely  accepted 
clarification  of  our  understand  of  diaphrag- 
matic herniation;  and,  evolving  from  this 
earlier  work.  Hardy’'  developed  the  most 
clinically-applicable  classification  of  dia- 
phragmatic hernia,  which  is  quoted  as  a 
means  of  adding  perspective  to  this  discus- 
sion; 

I.  Esophageal  hiatal  hernia  (acquired) 

A.  Sliding 

B.  Paraesophageal 

C.  Acquired  short  esophagus 

1.  Peptic  esophagitis 

2.  Caustic  stricture 

3.  Scleroderma 

II.  Congenital  diaphragmatic  hernia 

A.  Persistent  pleuroperitoneal  hiatus  (Boch- 
dalek) 

B.  Congenital  absence  of  postero-lateral 
portion  of  diaphragm 

C.  Parasternal  hernia  (Morgagni) 

D.  Esophageal  hiatal  hernia  congenital,  in- 
fantile 

E.  Other-total  absence  of  left  diaphragm; 
congenital  eventration  of  diaphragm;  and 
aorto-esophageal  hernia. 

III.  Traumatic  diaphragmatic  hernia 

A.  Following  penetrating  wovmds 

B.  Following  crushing  injuries 

C.  Following  operative  trauma 

IV.  Inflammatory:  hernia  secondary  to  infec- 
tions producing  necrosis  of  diaphragm. 
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Modern  medical  authorities  agree  that 
hiatal  hernias  are  more  predominant  in 
women  and  that  most  cases  are  seen  in  pa- 
tients in  the  fifth  and  sixth  decades  of  life. 
The  sliding  type  hiatal  hernia  most  frequent- 
ly produces  symptoms  of  “heartburn”  and 
chest  pain  secondary  to  the  peptic  esophagi- 
tis occurring  in  approximately  15  per  cent 
of  the  cases.  The  esophagitis  is  a result  of 
the  gastro-esophageal  reflux  of  peptic  acid 
secretions.  The  size  of  the  sliding  hiatal 
hernia  is  frequently  not  commensurate  with 
the  severity  of  the  symptoms.  Frequently 
very  small  herniations  of  the  gastric  cardia 
are  associated  with  bleeding,  severe  peptic 
esophagitis,  scarring,  and  stenosis  which  may 
even  lead  to  the  production  of  the  “short 
esophagus.”  These  phenomena  result  from 
the  gastro-esophageal  reflux  which  results 
when  the  acute  angle  at  the  cardio-esoph- 
ageal  junction  is  lost  as  a result  of  the  sliding 
type  of  esophageal  herniation.  This  reflux 
is  increased  by  gravitational  effects  when  the 
patient  is  recumbent  or  is  bending  forward 
and  straining. 

In  paraesophageal  hiatal  hernia,  the  gas- 
tro-esophageal junction  with  its  acute  angular 


anatomic  relationship  remains  essentially 
normal  below  the  diaphragm.  However,  re- 
laxation of  the  esophageal  hiatus  allows  the 
stomach  and  other  viscera  to  “roll  up”  along 
side  the  esophagus.  Therefore,  it  is  more 
common  for  the  degree  of  widening  of  the 
hiatus  to  be  greater  in  this  type  of  hernia 
than  in  the  sliding  type  of  hiatal  hernia.  As 
a result  of  this  larger  defect,  occasionally  the 
entire  stomach  and  other  viscera  may  her- 
niate into  the  thoracic  cavity  producing  the 
classical  finding  known  as  the  “upside  down” 
stomach.  This  may  predispose  to  serious 
complications  such  as  gastric  volvulus,  in- 
carceration, or  strangulation. 

General  agreement  exists  that  the  sliding 
type  of  hiatal  hernia  should  have  surgical 
correction  when  the  symptoms  become  in- 
tractable or  complications  develop  after  sus- 
tained medical  treatment.  However,  the 
surgical  repair  of  the  paraesophageal  hiatal 
hernia  is  indicated  as  soon  as  the  diagnosis 
is  established  because  of  the  greater  likeli- 
hood of  serious  complications.  Surgical  cor- 
rection of  hiatal  herniation  may  be  accom- 
plished by  either  the  trans-thoracic  or 
trans-abdominal  technic.  The  most  important 
principle  in  the  surgical  repair  of  the  sliding 
type  esophageal  hernia  is  re-establishment  of 
the  gastro-esophageal  junction  with  its  acute 
angulation  below  the  diaphragmatic  hiatus. 


^ Fig.  la  (antero -posterior  view),  and  Fig.  lb  (lateral  view)  reveal  paraesophageal  herniation  with  “up- 
side-down” stomach  and  widely  dilated  esophageal  hiatus  of  the  diaphragm,  with  concomitant  hernia- 
tion of  a segment  of  the  transverse  colon. 
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may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 
DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
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contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  3 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Several  satisfactory  technics  have  been  de- 
veloped for  this  procedure  since  the  classical 
work  by  Allison. 

REPORT  OF  CASES 

Case  1.  An  89-year-old  Caucasian  female  was 
admitted  to  Southern  Nevada  Memorial  Hospital 
because  of  shortness  of  breath  and  a felling  of 
fullness  in  the  upper  abdomen.  She  gave  a history 
of  being  unable  to  lie  down  particularly  after 
eating  because  of  the  discomfort  and  the  dyspnea. 
Examination  revealed  that  the . patient  also  had 
rather  extensive  axillary  lymphadenopathy  sec- 
ondary to  advanced  adenocarcinoma  of  the  right 
breast  which  had  been  neglected  for  approximate- 
ly two  years.  Additional  diagnostic  work-up 
revealed  a large  paraesophageal  hiatus  hernia 
which  contained  most  of  the  stomach  and  a seg- 
ment of  the  transverse  colon  displaced  into  the 
central  thorax.  In  view  of  the  patient’s  advanced 
age  and  associated  malignancy,  surgical  correction 
of  the  hiatal  hernia  has  been  deferred. 

Case  2.  A 56-year-old,  obese,  Caucasian  female 
was  referred  for  roentgenographic  work-up  be- 
cause of  persistent  upper  abdominal  “fullness.” 
Preceding  the  barium  enema  the  patient  stated 
that  she  had  a “hernia  of  the  diaphragm.”  During 
the  barium  enema  examination,  evidence  of  dia- 
phragmatic herniation  of  the  splenic  flexure  of 
the  colon  through  the  esophageal  hiatus  of  the 
diaphragm  was  observed  although  not  conclusively 
demonstrated.  In  anticipation  of  the  upper  G.I. 
series  which  followed,  preparations  were  made 
for  insufflating  the  colon  with  air  for  contrast 
studies  in  conjunction  with  the  barium  contrast 
of  the  stomach.  After  the  paraesophageal  hernia- 
tion of  the  stomach  had  been  demonstrated,  it 
was  evident  that  the  concomitant  herniation  of 
the  colon  had  been  spontaneously  reduced.  There- 
fore, barium  was  again  introduced  into  the  colon 
by  enema  and  this  fluoroscopist  had  the  unique 
experience  of  observing  the  actual  phenomenon 
of  the  splenic  flexure  of  the  colon  herniating 
through  the  widened  esophageal  hiatus  of  the 
diaphragm.  Surgical  correction  of  this  combined 
lesion  was  recommended. 

Discussion 

The  choice  of  trans-thoracic  or  trans-ab- 
dominal technics  is  wisely  influenced  by  a 
careful  preoperative  search  for  concomitant 
intra-abdominal  disease.  The  most  frequent- 
ly associated  diseases  are  cholecystitis,  cho- 
lelithiasis, chronic  duodenal  ulcer,  and  colonic 
diverticulitis.  The  presence  of  gallbladder 
disease  or  duodenal  ulceration  usually  leads 
the  surgeon  to  elect  the  abdominal  approach 
for  correction  of  the  hiatus  hernia.  Since 
hyperchlorhydria  is  frequently  associated 
with  duodenal  ulcer  and  the  esophagitis  that 


66 


Rocky  Mountain  Medical  Journal 


Figure  2a  (anterior-posterior  view)  and  2h  (lateral  view)  reveal  paraesophageal  hiatus  herniation  in  asso- 
ciation with  “upside-down”  stomach,  and  concomitant  herniation  of  the  splenic  flexure  of  the  colon. 
Note  also  one  large  and  one  small  diverticulum  of  the  second  portion  of  the  duodenum  (not  herniated) . 


occurs  in  the  hiatal  herniation,  gastric  analy- 
sis with  overnight  acid  secretions  or  hista- 
mine stimulation  gastric  analysis  should  be 
a part  of  the  preoperative  evaluation.  These 
determinations  are  of  importance  in  the  de- 
cision as  to  whether  or  not  the  patient  should 
have  a vagotomy  and  pyloroplasty.  Progress 
in  technical  procedures  which  improve  the 
accuracy  of  diagnosis  of  hiatal  herniation, 
whether  of  the  “problem”  sliding  type  or  the 
complicated  paraesophageal  type,  have  been 
reviewed  by  Kelly.®  Principles  of  radio- 
graphic  demonstration  of  lower  esophageal 
contraction  rings  and  gastro-esophageal  re- 
flux by  means  of  the  water  siphonage  ma- 
neuver during  fluoroscopy  are  clearly  set 
forth.  Cine-fluorographic  studies  with  image 
intensification  and  intra-luminal  manometric 
pressure  studies  are  of  value  in  establishing 
a diagnosis  in  these  difficult  problems.  • 
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Plan  to  attend  this  year’s  AMA  Clinical  Convention  in  Houston,  Texas. 
Eighteen  scientific  sessions,  four  postgraduate  courses,  breakfast 
roundtable  discussions,  color  television,  and  scientific  and  industrial 
exhibits  will  bring  you  up  to  date  on  the  latest  medical  advances. 
Attend  lectures  by,  and  discussions  with,  our  nation’s  outstanding 
medical  authorities. 


Between  sessions,  enjoy  the  excellent  restaurants,  fine  shops,  visitors’ 
attractions,  and  mild  winter  temperatures  Houston  offers.  Mail  the 
enclosed  registration  and  room  reservation  coupons  now,  and  look 
forward  to  an  exceptional  convention  with  a holiday  plus. 

SCIENTIFIC  SESSIONS:  Cardiovascular  Disease;  Cardiovascular  Surgery; 
New  Cares;  Ophthalmology;  Geriatrics;  Arthritis;  Gastroenterology; 
Cancer;  Antibiotics;  Endocrinology;  General  Surgery;  Dermatology; 
Aerospace  Medicine;  Obstetrics  and  Gynecology;  Psychiatry;  Pediatrics; 
Genitourinary  Diseases;  and  Otolaryngology. 


POSTGRADUATE  COURSES:  Fluid  and  Electrolyte  Balance;  Oncology; 
Cardiovascular  Disease;  and  Obstetrics  and  Gynecology.  Register  for 
these  Courses  on  arrival  in  Houston  at  the  PG  Course  Registration 
booth  adjacent  to  the  General  Registration  area.  There  is  no  charge 
for  the  Courses,  but  registration  is  limited  to  200  per  Course.  The 
Courses  begin  promptly  at  9 A.M.  and  2 P.M.  No  one  will  be  seated 
after  the  Course  begins. 

BREAKFAST  ROUNDTABLE  CONFERENCES:  Management  of 
Cerebrovascular  Insufficiency;  Indications  and  Limitations  of  Uses  of 
Antibiotics;  The  Moral  and  Ethical  Aspects  of  Caring  for  the  Dying  j 
Patient;  Adolescence,  Age  of  Rebellion,  Related  Psychiatric  Aspects,  jjk 

COLOR  TELEVISION  . MEDICAL  MOTION  PICTURES 
• SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be 
featured  in  JAMA,  October  23. 
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Stevens-Johnson  disease  presenting 

with  pneumothorax* 


Robert  V.  Broadbent,  MD,  Reno,  Nevada 


The  purpose  of  this  presentation  is  to  report 
a fatal  case  of  Stevens-Johnson  disease  which 
presented  with  pneumothorax  in  addition  to 
the  classical  mucocutaneous  bullous  eruption. 
The  author’s  review  of  the  standard  texts  and 
current  literature  failed  to  unearth  any  pre- 
vious report  of  pneumothorax  complicating 
Stevens-Johnson  disease. 

Historical 

In  1922  Stevens  and  Johnson  reported  a 
“New  Eruptive  Fever  associated  with  stoma- 
titis and  ophthalmia.”  The  serious  complex 
of  symptoms  bearing  their  names  is  now 
known  also  as  Erythema  Multiforme  Bullo- 
sum.  The  syndrome  of  conjunctivitis  and 
mucocutaneous  eruption  occurs  predominant- 
ly in  males^'  ^ and  typically  follows  several 
days  of  idiopathic  fever. 

The  skin  lesions  are  morbilliform  and 
mucular,  involve  all  glabrous  surfaces,  and 
may  progress  to  coalescence  and  extensive 
exudative  vesiculation.  Any  and  all  mucous 
membranes  can  be  involved  with  any  combi- 
nation of  erythema,  bullae,  and  exudation. 
Bleeding  from  the  gums,  rectum  and  vagina 
are  common  accompaniments  of  the  disease. 
The  conjunctival  reaction  varies  from  a mild 
injection  to  a severe  bullous  eruption.  In  the 
more  severe  cases,  a purulent  exudate  devel- 
ops and  conjunctival  and  palpebral  synechiae, 
corneal  scarring  and  permanent  impairment 
of  vision  ensue.^ 

The  more  frequent  problems  presented  by 
the  seriously  ill  patient  with  Stevens-Johnson 
disease  are  those  of  shock,  electrolyte  im- 
balance, protein  loss  from  the  bullae,  and 
life-threatening  infections.  The  successful 
treatment  of  these  complications  is  predi- 
cated on  the  clinician’s  high  index  of  suspi- 
cion and  an  early  diagnosis. 

*From  the  Washoe  Medical  Center,  Reno,  Nevada. 


Etiology 

The  etiology  of  Stevens-Johnson  disease 
remains  unknown.  Strom^  and  Copps®  dem- 
onstrated a relationship  of  the  disease  to  a 
rise  in  the  cold-agglutinin  titre  of  the  Eaton 
Agent  (Mycoplasma  Pneumoniae),  the  infec- 
tive agent  responsible  for  primary  atypical 
pneumonia.  It  is  also  known,  however,  that 
cold  agglutinins  rise  in  response  to  infectious 
mononucleosis  and  rubella. 

Wasserman  and  Glass®  report  a case  of 
Stevens-Johnson  syndrome  in  a 35-year-old 
woman  following  a type  A Asian  Influenza 
epidemic.  Mediros’^  describes  erythema  multi- 
forme and  erythema  nodosum  as  clinical 
manifestations  of  histoplasmosis  in  an  epi- 
demic of  that  disease  in  Mason  City,  Iowa,  in 
1964.  Coccidioidomycosis  is  alleged  to  have 
been  similarly  associated. 

It  is  popularly  theorized,  then,  that  var- 
ious infective  agents  may  cause  the  condition 
in  constitutionally  susceptible  people.  The 
growing  list  of  new  reports  leaves  httle  doubt 
now,  in  addition,  that  there  is  a relationship 
of  Stevens-Johnson  disease  to  the  administra- 
tion of  anti-convulsants,  antibiotics,  and  of 
most  recent  interest,  certain  long-acting  sul- 
fonamides.^* ^*  ®* 

Case  report 

C.L.  was  a 6-year-old  white  female  who  was 
brought  to  the  author’s  office  because  of  a fever 
and  rash.  A temperature  elevation  and  headache 
occurred  on  the  previous  evening,  and  the  rash 
appeared  on  the  morning  of  the  initial  visit.  There 
had  been  no  cough  or  gastro-intestinal  symptoms. 
The  past  medical  history  was  consistent  with  nor- 
mal growth  and  development.  Her  birth  weight 
was  eight  pounds,  and  she  walked  and  talked 
by  the  age  of  one.  She  had  been  vaccinated  for 
smallpox,  measles  and  polio,  and  had  received  the 
usual  DPT  immunization.  The  only  illnesses  for 
which  she  had  been  treated  were  mild  upper 
respiratory  diseases. 
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Examination  at  her  initial  visit  demonstrated 
a seemingly  normal  six-year-old  female.  She  did 
not  appear  toxic,  nor  did  the  child  have  any 
subjective  complaints.  She  did  have  a temperature 
of  103.8  rectally,  and  she  presented  a faint  mor- 
billiform macular  eruption  of  the  face  and  extensor 
surfaces  of  the  extremities.  There  was  no  enan- 
them  but  there  was  a slight  superficial  conjuncti- 
vitis. There  was  no  cough  or  sign  of  meningeal 
irritation.  The  urinalysis  was  normal  and  a blood 
count  showed  total  white  cells  number  7200  with 
63  per  cent  polymorphonuclear  leuhccytes,  10  per 
cent  stab  forms  and  27  per  cent  lymphocytes.  A 
tentative  diagnosis  of  an  unclassifiable  virus 
exanthematous  disease  was  entertained  and  the 
child  was  allowed  to  go  home  on  symptomatic 
therapy. 

Four  days  later  the  eruption  suddenly  became 
bullous,  and  the  child  became  dyspneic  and  bled 
from  the  mouth.  Examination  revealed  a seriously 
ill  child  with  a generalized  coalescing  bullous 
erythema,  in  marked  respiratory  distress,  and  with 
cyanosis  of  the  lips  and  nailbeds. 

The  exudative  eruption  involved  not  only  the 
glabrous  skin  and  conjunctivae,  but  also  the  vag- 
inal, rectal  and  oral  mucous  membranes.  Purulent 
material  exuded  from  each  eye,  the  lids  of  which 
were  partially  held  closed  with  soft  synechiae. 


Fig.  1.  Admission  roentgenogram  of  the  chest 
showing  bilateral  pneumothorax  and  subcutaneous 
emphysema. 


The  rectal  temperature  was  101,  the  blood  pressure 
100/52  mm  of  mercury,  and  tne  pulse  120  per 
minute.  There  was  subcutaneous  crepitation  in  the 
neck,  supraclavicular  areas,  and  upper  back.  The 
breath  sounds  were  vesicular  and  there  were  no 
rales.  The  heart  tones  were  normal  and  there  were 
still  no  meningeal  signs.  A diagnosis  of  Stevens- 
Johnson  disease  was  made  and  the  child  admitted 
to  the  Washoe  Medical  Center  and  placed  on  the 
critically  ill  list. 

The  admission  laboratory  work  was  as  follows: 
Total  white  blood  count,  7000  with  46  per  cent 
polymorphonuclear  cells,  25  per  cent  stab  forms, 
22  per  cent  lymphocytes,  and  7 per  cent  monocytes. 
The  hemoglobin  was  13.6  gm,  and  the  hematocrit 
43.  The  plasma  C02  was  16,  the  chlorides  113, 
the  sodium  137,  and  the  potassium  3.2  milliequiva- 
lents  per  liter  respectively.  The  spinal  fluid  showed 
one  polymorphonuclear  leukocyte  and  one  lympho- 
cyte per  cubic  mm  of  fluid.  The  protein  was  11  and 
the  sugar  78  milligrams  per  cent  respectively,  and 
the  serology  was  negative.  The  colloidal  gold  curve 
was  1222200000. 

A chest  x-ray  on  admission  was  compatible 
with  a bilateral  thoracic  and  cervical  subcutaneous 
emphysema  and  a bilateral  pneumothorax.  There 
were  gas  outlines  of  all  the  mediastinal  structures, 
and  there  were  homogenous  densities  in  the  lateral 
aspects  of  each  lung  suggesting  pneumonitis  (Fig. 
1). 


Fig.  2.  Roentgenogram  of  the  chest  after  installa- 
tion of  thoracotomy  and  tracheostomy  tubes. 
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Since  the  respiratory  distress  was  the  symptom 
requiring  the  most  urgent  attention,  the  child  was 
placed  in  an  oxygen  tent,  a thoracotomy  tube  was 
installed  in  the  right  hemithorax  and  connected  to 
a water  trap.  Because  these  measures  failed  to 
produce  an  amelioration  of  the  dyspnea  and  cyano- 
sis, a tracheostomy  was  performed  and  the  x-ray 
repeated  (Fig.  2).  In  addition,  replacement  fluids 
and  100  milligrams  of  cortisone  were  given  intra- 
venously, but  the  child  expired  just  three  hours 
following  admission. 

At  postmortem  examination,  each  lung  weighed 
600  grams  and  was  consolidated  and  congested. 


Fig.  3.  Photomicrograph  of  the  lung  X 25  showing 
marked  interstitial  edema,  congestion,  bronchio- 
litis, and  dilatation  of  alveoli. 


Large  3 to  5 cm  bullae  involved  the  visceral  pleura 
on  each  side,  and  many  of  these  had  ruptured, 
creating  bronchiolar-alveolar-pleural  fistulae  (Figs. 
3 and  4).  There  was  recent  pleural  effusion  with 
pleural  adhesions  forming  over  the  surface  of 
each  lung.  The  bullae  covering  the  pleural  surfaces 
were  much  the  same  as  those  involving  the  gla- 
brous skin  and  mucous  membranes  (Fig.  5). 

The  liver  was  involved  by  subcapsular  hemor- 
rhage, congestion,  cholangitis,  and  polyploidy  of 
the  liver  cells  (Fig.  6).  The  other  solid  organs  as 
well  as  the  gastro-intestinal  tract  were  found  to 
be  congested  and  infiltrated  with  inflammatory 
cells. 


Fig.  4.  Photomicrograph  of  the  lung  X 300  showing 
edema,  congestion  of  capillaries,  and  large,  swollen 
alveoli  cells. 
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Fig.  5.  Photomicrograph  of  the  skin  X 75  through 
a bulla  and  showing  large  swollen  cells  in  the 
epidermis. 


Discussion 

The  diagnosis  of  Stevens- Johnson  Disease 
carries  with  it  the  connotation  of  permanent 
injurious  sequellae  as  well  as  a threat  to 
patient  survival.  While  antibiotics  are  prob- 
ably valueless  in  the  management  of  Stevens- 
Johnson  Disease,  early  institution  of  corti- 
costeroids might  minimize  the  dangers  of 
bullae  formation  in  the  skin,  mucous  mem- 
branes, conjunctivae  and  possibly  pleural 
surfaces. 
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Fig.  6.  Photomicrograph  of  hepatic  cells  X 300 
showing  clumped  chromatin  material  in  many  of 
the  large  nuclei. 


Summary 

The  author  reviews  the  clinical,  historical 
and  etiologic  features  of  Stevens- Johnson  dis- 
ease. He  then  reports  a fatal  case  occurring 
in  a 6-year-old  female  which  presented  with 
pneumothorax  in  addition  to  the  classical 
mucocutaneous  eruption.  The  value  of  var- 
ious therapeutic  modalities  is  left  to  proph- 
esy. • 
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The  Livingston  placental  autolysate 


Effect  upon  rheumatoid  and  osteoarthritis^ 


W.  Steele  Livingston,  DVM,  Van  Nuys,  California  and  Edgar  L.  Compton,  MD,  Las  Vegas,  Nevada 


Historical  Background 

The  possibility  that  the  systemic  rheu- 
matic diseases  are  autoimmune  diseases  dates 
back  to  the  earliest  work  in  allergy.  Rich 
and  Gregory^  pointed  out  that  vasculitis  was 
common  to  serum  sickness  and  rheumatic 
diseases  and  that  the  pathologic  picture  pres- 
ent in  serum  sickness  was  similar  to  polyar- 
teritis due  to  sulfonamide  hypersensitivity. 
Klinge-  observed  that  fibrinoid  change  was 
common  to  serum  sickness  and  rheumatic 
diseases.  Although  considerable  evidence  has 
been  accumulated  during  the  past  fifteen 
years  to  demonstrate  the  immunological  ap- 
paratus in  the  various  rheumatic  diseases, 
the  incrimination  of  hypersensitivity  in  the 
etiology  of  these  diseases  is  inferential  and 
is  based  on  the  drawing  of  parallelisms. 

The  observation  that  pregnant  women 
with  one  of  the  systemic  rheumatic  diseases 
experience  a remission  of  their  arthritic 
symptoms  has  stimulated  a considerable 
amount  of  research  in  endocrinology  and 
placental  tissue  extracts.  Indeed,  the  present 
work  was  stimulated  by  the  widespread  spec- 
ulation that  some  product  of  the  placental 
tissue  might  possess  anti-arthritic  properties. 
During  the  twenty  year  period,  1945  to  1965, 
Livingston^  developed,  by  a process  of  au- 
tolysis, a filtrate  derived  from  human  pla- 
centa. The  method  by  which  the  autolysate 
achieves  its  effectiveness  has  not  been  com- 
pletely established. . The  following  explana- 
tion is  set  forth  in  order  to  aid  in  the  under- 
standing of  this  project. 

The  explanation  is  based  on  the  concept 
that  the  enzymes  of  mammalian,  bacterial, 
fungi  and  yeast  cells  undergoing  autolysis, 

* Copyright  © 1967  by  W.  Steele  Livingston,  DVM  and 
Edgar  L.  Compton,  MD 


produce  substances  which  influence  the 
chemical  processes  of  the  living  organism. 
Cells  within  the  living  organism  die  and 
undergo  autolysis  constantly.  Also,  there  is 
evidence  suggesting  that  the  death  and  lysis 
of  cells  during  embryological  development 
influence  the  orderly  development  of  the 
embryo.  Thus,  it  seems  reasonable  to  assume 
that  the  products  of  cellular  autolysis  serve 
some  useful  function  to  the  growing  and 
adult  organism.  This  hypothesis  suggests  that 
products  of  cellular  autolysis  influence  the 
autoimmune  mechanism.  Studies  that  have 
been  conducted  suggest  that  some  of  the 
products  of  placental  autolysis  aid  the  or- 
ganism in  producing  blocking  or  inhibiting 
antibodies  which  inactivate  or  neutralize  the 
autoimmune  diseases. 

For  the  last  six  years  we  have  been  ac- 
cumulating evidence  on  human  patients  with 
rheumatoid  and  osteorarthritis.  We  have 
demonstrated  that  the  autolysate  is  com- 
pletely non-toxic  in  humans.  Over  500,000  in- 
jections have  been  given  and  more  than  1,000 
patients  have  been  treated  for  a period  of 
up  to  eleven  years  without  any  adverse 
effect. 

One  hundred  nine  statistically  analyzed 
double  blind  studies  have  been  conducted 
according  to  a prearranged  research  protocol 
and  are  presented  with  this  report. 

T oxicity 

No  symptoms  of  toxicity  were  observed 
when  the  lysate  was  administered  to  (a) 
mice  intraperitoneally  in  doses  of  2 ml  every 
six  hours  for  seven  days,  (b)  dogs  intra- 
veneously  in  doses  of  10  ml  three  times  daily 
for  eighteen  months,  and  (c)  cats  intra- 
veneously  in  doses  of  3 ml  three  times  daily 
for  nine  months. 
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Many  of  the  human  patients  treated  have 
received  injections  daily  for  as  long  as  five 
years  and  had  no  symptoms  of  liver,  kidney, 
haemopoetic  or  any  other  organic  damage. 
One  experimental  cancer  patient  received 
650  ml  of  lysate  in  a 12-hour  period  without 
any  evidence  of  toxicity.  This  represents 
6,500  doses  as  administered  to  arthritic  pa- 
tients. 

Immunologic  studies  conducted  on  mice, 
rabbits  and  dogs  have  failed  to  demonstrate 
an  eosinophilia,  a Shultz-Dale  reaction  or  a 
Shwartzman  type  of  response.  It  has  also 
been  impossible  to  produce  hemolysis  in 
mice,  rabbits,  guinea  pigs,  dogs  and  cats  have 
also  failed.  Efforts  to  demonstrate  the  pres- 
ence of  Forssman  and  Moore  cross  agglu- 
tinating antigens  have  been  negative;  how- 
ever, a compliment  fixation  titre  of  1:60  was 
demonstrated  in  the  canine.  This  however 
could  not  be  repeated  consistently.  Long 
term  serological  studies  have  failed  to  dem- 
onstrate any  alteration  in  the  morphology  or 
numerical  distribution  of  any  of  the  serum 
cellular  elements. 

Histo-pathologic  studies  of  the  tissues  of 
animals  treated  with  the  autolysate  for  pe- 
riods of  over  two  years  have  failed  to  reveal 
any  pathologic  change  due  to  the  use  of  the 
autolysate. 

Dosage  and  administration 

It  was  observed  early  in  the  investigation 
that  dosage  was  extremely  important  in 
treating  patients  with  rheumatic  diseases. 
Excessive  amounts  of  the  autolysate  pro- 
duced an  exaggeration  of  the  arthritic  symp- 
toms; inadequate  doses  were  not  effective. 
Slightly  excessive  dosage  resulted  in  the 
patient  maintaining  a status  quo  of  his  symp- 
toms. The  dosage  requirements  varied  with- 
out apparent  reason  from  one  individual  to 
another.  A dosage  schedule,  similar  to  the 
one  used  in  allergy  therapy,  must  be  followed 
to  arrive  at  the  optimum  dose  for  each  pa- 
tient, and  it  is  imperative  to  adhere  closely 
to  the  intracutaneous  dosage  schedule. 

First,  the  approximate  dosage  is  estab- 
lished at  the  beginning  of  therapy.  The 
lysate  is  prepared  as  follows: 

The  lysate  is  furnished  in  the  lyphilized  (dry) 
form  in  3 ml  rubber-capped  vials.  The  3 ml 
rubber-capped  vials  with  the  lyphilized  lysate 
must  be  used  in  the  following  manner: 


1.  An  alcohol  sponge  is  applied  to  the  rubber 
cap  long  enough  to  render  the  cap  aseptic. 

2.  Sterile  distilled  water  is  used  to  reconsti- 
tute the  lysate. 

3.  Using  a 1.0  ml  tuberculin  syringe,  add  1.0  ml 
sterile  distilled  water  to  the  lyphilized  lysate. 
The  dry  powder  represents  33.0  mg/ml  of  nitro- 
gen as  determined  by  Nesseler’s  nitrogen  deter- 
mination. This  is  hereafter  referred  to  as  the  stock 
solution,  and  stored  at  or  near  10°  C. 

4.  To  make  a 1:10  dilution  use  another  sterile 
rubber-capped  vial,  add  0.9  ml  of  sterile  physio- 
logical saline  solution  to  the  empty  vial.  Then 
add  0.1  ml  of  the  reconstituted  lysate  (stock 
solution)  to  the  vial.  SHAKE  GENTLY.  This 
represents  the  1:10  dilution. 

5.  This  same  procedure  is  followed  to  make 
1:100  dilution.  Place  0.9  ml  of  physiological  saline 
solution  into  an  empty  sterile  3 ml  vial,  then 
take  0.1  ml  of  solution  from  the  1:10  dilution 
bottle  and  add  it  to  the  vial  making  a 1:100  dilu- 
tion. 

6.  To  make  a 1:1,000  dilution  add  0.9  ml  of 
physiological  saline  solution  to  an  empty  sterile 
vial  then  add  0.1  mi  of  the  dilution  of  1:100  to  the 
vial,  and  SHAKE  GENTLY. 

7.  To  make  1:10,000  dilution  add  0.1  of  1:1,000 
and  0.9  ml  physiological  saline  solution  to  the  vial. 

Make  certain  you  get  a wheal  after  each 
intradermal  injection.  If  the  lysate  is  given 
subcutaneously  the  patient  will  experience 
increased  pain  for  24  to  48  hours. 

The  patient  should  be  started  on  a 1: 10,000 
dilution  twice  the  first  week.  This  dose 
should  be  maintained  if  he  shows  a very 
slight  improvement.  If  there  is  no  improve- 
ment the  dose  should  be  increased  to  1:1,000 
twice  weekly  for  the  next  week.  The  dose 
should  be  increased  until  beneficial  effects 
are  observed. 

If  the  patient  does  not  show  relief  of 
symptoms  after  two  injections  of  0.1  ml  of 
the  stock  solution,  it  is  helpful  to  substitute 
physiologic  saline  (without  the  patient’s 
knowledge)  for  four  injections.  If  the  pa- 
tient then  shows  improvement,  the  dosage  is 
too  high  and  should  be  adjusted  downward. 
If  on  the  other  hand,  no  improvement  is 
observed  after  the  lysate  is  discontinued  for 
four  injections,  the  dosage  should  be  in- 
creased by  first  giving  three  weekly  injec- 
tions, then  four  weekly  injections  and,  if 
necessary,  increase  the  dosage  to  one  injec- 
tion every  day.  If  the  patient  experiences 
an  increase  in  pain  and  swelling  with  any 
of  these  dilutions,  the  strength  should  be 
lowered  to  the  previous  dilution  where  there 
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was  no  exacerbation  noticed.  Then,  when 
the  pain  subsides,  the  lysate  is  increased  to  a 
dilution  between  those  two  dilutions. 

The  above  variations  in  dosage  are  given 
without  the  patient’s  knowledge.  Most  prac- 
titioners tend  to  over-medicate  with  the  ly- 
sate. It  will  require  from  seven  to  fourteen 
days  for  a patient  to  recover  from  the  effects 
of  over-dosage  after  the  lysate  is  discon- 
tinued. 

The  exact  dosage  for  each  individual  is 
based  on  the  relief  of  pain  and  is  determined 
by  the  following  procedure:  1.  If  twenty- 
four  ho'urs  after  the  injection,  the  patient 
experiences  increased  pain  which  subsides 
before  the  next  injection  is  due,  the  dosage 
is  high  and  should  be  decreased  slightly. 
(.01  to  .05  dilution)  2.  If  the  day  after  the 
injection,  the  patient  experiences  relief  of 
pain  but  begins  to  feel  pain  by  the  time  the 
next  injection  is  due,  the  dosage  is  too  low 
and  should  be  increased  slightly.  3.  During 
the  period  the  exact  dose  is  being  established, 
it  is  helpful  if  the  patient  will  keep  a daily 
record  of  stiffness  and  soreness. 

The  patients  who  benefit  from  the  pla- 
cental autolysate  therapy  experience  sub- 
jective improvement  in  an  average  of  three 
weeks;  the  mean  deviation  is  from  one  to  six 
weeks.  Patients  who  are  receiving  one  of 
the  cortico-steroids  require  longer  periods 
of  treatment  with  the  autolysate  before  im- 
provement is  observed.  After  the  patient 
responds  to  the  autolysate,  their  dose  of  cor- 
tico-steroids, phenlbutazone  or  indomethicin 
can  be  reduced  or  slowly  eliminated. 

Clinical  research  protocol 

The  objective  of  the  study  was  to  conduct 
a double-blind  clinical  evaluation  of  the 
Placental  Autolysate  on  rheumatoid  arthritis 
and  osteoarthritis.  The  study  was  conducted 
in  the  local  community  of  each  investigator 
using  private  patients.  These  investigators 
have  been  working  with  the  autolysate  for 
a period  of  three  years  and  six  years. 

The  investigation  was  concluded  accord- 
ing to  the  following  plan.  A.  Each  investi- 
gator selected  patients  and  conducted  a pre- 
clinical  work-up  of  each  patient  consisting 
of  the  data  described  in  Fig.  1.  Each  patient 
when  selected  was  assigned  a number.  The 


preparation  Ehployed: 

Patient’s  Nane;  Hospital  and  Chart  No.; 

Age:  Sex:  Date  3eginrJ.ng  of  Study:  End  of  Study: 

Diagnostic  Criteria  Applicable  (ARA,  1953): 

Diagnostic  Classification,  (ARA,  1958): 

Anatonical  Stage  (Stelnbrocker) : 


(Week) 

0 

■~2~' 

4 

e 1 10  ! 12 

16 

functional  Class  (Stelnbrocker) 
(Beginning,  8 and  16  weeks) 

Therapeutic  Criteria  (Stelnbrocker) 
(Beginning,  8 and  16  weeks) 

Major  Joint  Limitation  of  Motion,  Pain, 

in  HPIVI  PiJn  ' 

(Per  Cent)  LCM 

2.  Pain 

LOM 

3.  Pain 

lOM 

4.  Pain 

LOM 

— 

5.  Pain 

LOM 

Weight 

Average  Daily  Teap.  (Week  Preceding) 

Laboratory  Data  (Beglrniag,  8 and  16 
weeks) 

RBC 

HIB 

HOT 

U5C 

CS.R 

S.R. 

Serum  Drate 

Latex  Test 

L.E.  Test 

Patient’s  Estimate  of  Per  Cent  Charige  in  Cllr_lcal  Status: 

Ooments  t-.a  Final  Evaluation  of  Effect  of  Preparation  on  Patient  Studied: 


Fig.  1.  Photograph  of  data  sheet  for  each  patient. 

name  of  each  patient  together  with  his 
number  was  sent  to  the  project  director. 
Only  the  project  director  knew  the  key  to 
randomized  numbers.  These  numbers  were 
placed  in  a sealed  envelope  and  mailed  by 
registered  mail  prior  to  the  beginning  of  the 
study.  Evaluation  of  each  patient  was  also 
done  in  the  blind.  B.  The  patients  were 
randomized  into  two  groups.  One  group  re- 
ceived the  autolysate  and  the  other  received 
a placebo.  C.  The  autolysate  and  a placebo 
consisting  of  the  amino  acids  and  looking 
exactly  like  the  autolysate  were  supplied  to 
each  investigator.  Since  the  autolysate  ap- 
pears to  be  non-antigenic,  a non-antigenic 
placebo  was  chosen.  Supplies  were  suffi- 
cient to  last  four  (4)  months.  Labels  con- 
sisting of  numbers  which  correspond  to  each 
patient  randomly  selected  were  supplied  in 
such  a manner  that  the  investigator  did  not 
know  which  was  the  autolysate  and  which 
was  the  placebo.  D.  Laboratory  Reports  as 
described  in  Table  1 were  conducted  once 
a month  for  three  (3)  months,  at  which 
time  the  study  was  concluded  and  results 
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TABLE  1 


Drug 

Placebo 

Average  Age 

52.5  (n=17) 

60.2  (n=16) 

Sex:  Male 

5 

3 

Female 

13 

13 

Steinbrocker  Scale 

I 

10 

7 

II 

4 

7 

III 

3 

2 

IV 

1 

0 

Type  of  Arthritis 

Rheumatoid 

16 

3 

Osteoarthritis 

2 

3 

evaluated.  E.  Progress  reports  consisting  of 

case  reports  and  the  physicians  final  evalua- 

tion  and  comments  were  recorded,  as  illus- 
trated by  Table  2. 

Drug  requirement  was  estimated  to  be 
120  days.  Duplication  copies  of  all  reports 
were  filed  by  each  investigator.  The  Project 
Director  was  W.  Steele  Livingston,  D.V.M. 

Resume  of  double-blind  studies: 

The  patients  were  selected  from  two 
widely  divergent  populations.  Group  One 
was  selected  from  the  private  practice  of  T. 
Reed  Maxson,  M.D.  and  consisted  of  patients 
presumably  encountered  by  the  average  gen- 
eral practitioner.  Eighty-three  point  seven 
per  cent  of  the  patients  in  group  one  were 
rheumatoid  arthritics.  Group  Two  were 
selected  by  Edgar  L.  Compton,  M.D.  and  are 
permanent  residents  of  a mineral  hot  springs 
and  consist  of  patients  with  a long  history 
of  arthritis.  Sixty-eight  per  cent  of  the  pa- 
tients in  Group  Two  were  osteoarthritics. 
The  patients  in  this  group  have  tried  every 
known  medication  available  to  them  with 
little  success  and  are  convinced  that  nothing 
will  help  them.  This  is  evidenced  by  the  low 
placebo  effect  in  Group  Two  as  opposed  to 
the  higher  placebo  effect  observed  in  Group 
One.  All  patients  selected  have  had  their 
disease  continuously  for  at  least  one  year. 
The  patients  classified  as  rheumatoid  arth- 
ritics were  assessed  according  to  the  Stein- 
brocker  groupings,  and  the  patients  with  pre- 
dominantly degenerative  joint  disease  were 
classified  as  osteoarthritics.  Patients  who  had 
taken  antimalarial  or  gold  salts  within  the 
last  six  months  were  not  accepted  in  the 
study.  Also,  patients  under  15  years  of  age 
and  pregnant  women,  or  women  likely  to 
become  pregnant  were  excluded  from  the 


TABLE  2 


Drug 

Placebo 

Average  Age 

61.9  (N=34 

64.4  (n  = 39) 

Sex:  Male 

15 

20 

Female 

21 

19 

Type  of  arthritis 
Rheumatoid 

11 

7 

Osteoarthritis 

24 

29 

study.  We  have  attempted  to  exclude  pa- 
tients who  have  been  taking  cortico-steroids, 
phenlbutazone  or  indomethicin  from  the 
study,  but  have  found  this  impractical,  or 
impossible.  However,  we  have  accepted  only 
those  patients  who  have  been  taking  small 
fixed  doses  of  these  compounds. 

Statistical  analysis  were  performed  on 
the  two  studies  submitted  in  order  to  deter- 
mine the  efficacy  of  a placental  autolysate 
in  the  treatment  of  arthritis  as  compared  to 
a placebo.  The  two  studies  were  analyzed 
separately  and  the  results  are  reported  as 
such. 

STUDY  I 

Thirty-four  case  reports  were  submitted.  Six- 
teen patients  received  placebo,  while  the  remain- 
ing eighteen  received  drug.  One  placebo-treated 
patient  did  not  complete  the  16-week  study.  This 
patient  was  not  included  in  the  statistical  analy- 
sis. The  two  groups  of  patients  were  compared 
according  to  some  of  the  pretreatment  variables 
in  order  to  determine  whether  they  were  com- 
parable. Table  1 shows  the  average  age,  distri- 
bution by  sex,  distribution  by  Steinbrocker  scale, 
and  distribution  by  type  of  arthritis  for  each  group. 
There  was  no  difference  between  the  two  groups 
with  respect  to  these  four  variables. 

The  breakdown  of  the  33  patients  who  com- 
pleted the  study  according  to  sites  of  arthritis  was 


as  follows: 

Site 

Pain 

LOM 

Drug 

Placebo 

Drug 

Placebo 

Spine 

1 

1 

Upper  spine 

2 

1 

2 

2 

Dorsal  spine 

1 

1 

1 

1 

Lower  spine 

3 

3 

Back 

6 

4 

6 

4 

Low  back 

2 

1 

Hip 

7 

5 

7 

5 

Rjiees 

16 

12 

16 

10 

Fingers 

10 

7 

9 

7 

Hands 

5 

7 

5 

7 

Wrist 

3 

1 

2 

1 

Elbow 

3 

4 

2 

1 

Shoulders 

6 

4 

6 

4 

Neck 

2 

7 

3 

8 

Jaw 

1 

1 

Ankles 

5 

4 

4 

2 

Feet 

4 

2 

4 

2 

Toes 

2 

2 

At  each 

observation 

time,  the  degree 

of  pain 

and  the  per 

cent  of  LOM  were 

averaged  over  all 

sites  reported  by  a patient.  For  example,  if  a 
patient  reported  pain  in  three  sites,  his  score  was 
averaged  over  these  three  sites  for  each  time 
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he  was  evaluated.  Similarly,  if  this  same  patient 
reported  LOM  in  only  two  sites,  his  average  was 
formed  only  over  these  two  sites.  Clearly  in  this 
analysis,  equal  weight  was  given  to  all  sites.  This 
mean  was  a measure  of  a patient’s  overall  severity. 

“T”  tests  were  then  performed  on  this  variable 
at  various  observation  times — weeks  0,  4,  8,  12 
and  16 — in  order  to  determine  whether  there  was 
a difference  between  drug  and  placebo.  It  was 
recognized  that  the  results  from  week  to  week 
were  highly  correlated,  but  this  method  of  analysis 
was  used  in  order  to  see  whether  the  two  treat- 
ments were  different  at  a cross-section  point  in 
time.  It  must  be  remembered  that  the  conclusions 
at  each  pofnt  in  time  are  not  additive.  Significance 
was  judged  at  the  95  per  cent  level.  A “one-tail” 
test  was  used  since  it  was  assumed  that  the  drug 
would  reduce  the  score  and  also  because  the 
change  in  score  caused  by  the  drug,  if  any,  would 
be  in  one  direction. 

The  results  of  this  analysis  indicated  that  there 
was  no  significant  difference  between  the  drug 
and  the  placebo  in  either  pain  or  LOM  for  any 
of  the  specified  weeks  tested.  At  the  end  of  16 
weeks,  the  patients  treated  with  drug  were  in 
the  direction  of  improvement  but  the  difference 
was  not  ‘statistically  significant.’ 

A more  detailed  analysis  was  done  by  dividing 
the  sites  by  location  into  five  groups.  The  groups 
were  1.  Spine,  upper  spine,  dorsal  spine,  lower 
spine,  back,  low  back,  hip,  2.  Knees,  3.  Hands, 
fingers,  wrist,  elbow,  4.  Shoulders,  neck,  jaw,  5. 
Feet,  toes,  ankles. 

Once  again,  at  each  observation  time,  both  the 
degree  of  pain  and  the  per  cent  of  LOM  were 
averaged  for  each  of  the  5 groups  of  sites  men- 
tioned above.  For  example,  patient  1 reported 
pain  and  LOM  in  5 sites:  upper  spine,  dorsal 
spine,  hip,  knees,  and  fingers.  However,  3 of 
these  sites  were  members  of  the  same  group 
(group  1).  Therefore,  the  scores  for  pain  and 
LOM  in  the  upper  spine,  dorsal  spine,  and  hip 
were  averaged  in  order  to  obtain  an  overall  value 
for  site  group  1.  The  entries  in  the  other  2 site 
groups  (group  2 and  3)  were  simply  the  ratings 
for  the  knees  and  fingers  respectively. 

For  each  group  of  sites,  “t”  tests  were  per- 
formed on  these  values  at  various  observation 
times — ^weeks  0,  4,  8,  12  and  16 — in  order  to 
determine  whether  there  was  a difference  be- 
tween drug  and  placebo.  Pain  and  LOM  were 
analyzed  separately.  Significance  was  judged  at 
the  95  per  cent  level  using  a “one-tail”  test. 

The  results  of  these  analyses  indicated  there 
was  a significant  difference  between  drug  and 
placebo  in  LOM  in  site  group  5 — feet,  toes,  and 
ankles.  The  patients  treated  with  drug  had  less 
LOM  than  the  placebo-treated  patients.  This  sig- 
nificant difference  was  first  observed  at  week  4 
and  continued  until  week  16. 

Since  the  grouping  by  sites  is  rather  arbitrary, 
this  same  analysis  was  repeated  using  a different 
group.  This  time  the  sites  were  divided  by  simi- 


larity. The  groups  were  as  follows:  la.  Wrists, 
ankles,  toes,  fingers,  2a.  Hands,  feet,  3a.  Knees, 
elbows,  4a.  Shoulder,  neck,  upper  spine,  spine, 
back,  5a.  Hip,  low  spine,  low  back,  dorsal  spine. 

The  results  of  the  analyses  of  these  5 groups 
were  as  follows: 

a.  At  week  16,  there  was  a significant  differ- 
ence between  drug  and  placebo  in  pain  in  site 
group  la — wrists,  ankles,  toes,  fingers.  The  drug- 
treated  patients  had  less  pain  than  the  placebo- 
treated  patients. 

b.  There  was  a significant  difference  between 
drug  and  placebo  in  LOM  in  site  groups  la-wrists, 
ankles,  toes,  fingers.  The  drug-treated  patients 
had  less  LOM  than  the  placebo-treated  patients. 
This  significant  difference  was  first  observed  at 
week  4 and  continued  until  week  16. 

The  overlap  by  these  two  groupings  was  LOM 
in  the  ankles  and  toes. 

It  was  of  interest  to  ascertain  whether  a trend 
in  reduction  of  pain  and  LOM  over  the  treatment 
period  was  present  in  either  treatment  group  and, 
if  so,  whether  this  trend  was  more  pronounced 
for  the  drug-treated  group.  Kendall’s  S statistic 
was  used  to  estimate  this  trend.  A positive  value 
of  S meant  that  pain  or  LOM  showed  a tendency 
to  increase  as  the  study  progressed,  while  a 
negative  value  of  S meant  that  pain  or  LOM 
showed  a tendency  to  decrease.  A zero  indicated 
no  change.  This  S statistic  was  generated  for  each 
site  by  a patient  for  both  pain  and  LOM.  These 
values  were  then  averaged  over  all  sites  reported 
by  a patient.  Thus,  each  patient  had  2 values;  an 
average  trend  for  pain  and  an  average  trend  for 
LOM. 

These  trends  were  then  analyzed  by  “t”  tests 
in  order  to  determine:  1 Were  they  different  from 
zero,  i.e.,  was  there  a trend?  2.  Were  the  trends 
different  for  the  drug-treated  and  placebo-treated 
groups? 

The  results  were  the  same  in  both  the  analysis 
of  pain  and  LOM:  1.  The  average  trend  in  each 
treatment  group  was  significantly  negative,  i.e., 
both  groups  had  a decrease  in  pain  and  LOM  as 
the  study  progressed.  2.  There  was  no  significant 
difference  betwen  the  trends  of  the  2 treatment 
groups. 

Conclusions 

1.  The  analysis  of  mean  overall  severity  (de- 
gree of  pain  and  per  cent  of  LOM  averaged  over 
all  sites  reported  by  a patient)  for  both  pain  and 
LOM  indicated  that  there  was  no  significant 
difference  between  drug  and  placebo  at  any  of 
the  observation  times. 

2.  When  the  sites  of  arthritis  were  divided  2 
ways — by  location  and  by  similarity,  the  2 sites 
which  demonstrated  a significant  difference  be- 
tween drug  and  placebo  both  times  were  the 
ankles  and  toes  (LOM). 

3.  Both  treatment  groups  had  an  average  trend 
which  was  significantly  negative  for  both  pain 
and  LOM,  however,  the  difference  between  the 
two  groups  was  not  significant. 
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STUDY  II 

Seventy-five  case  reports  were  submitted. 
Thirty-nine  patients  received  placebo  while  the 
remaining  36  received  a placental  autolysate.  Nine 
patients — 5 on  placebo  and  4 on  drug — did  not 
complete  the  12  week  study.  These  9 patients 
were  not  included  in  the  statistical  analysis.  The 
2 groups  of  patients  were  compared  according 
to  the  pretreatment  variables  in  order  to  deter- 
mine whether  they  were  comparable.  Table  2 
shows  the  average  age,  distribution  by  sex,  and 
distribution  by  type  of  arthritis  for  each  treatment 
group. 

There  was  no  difference  between  these  2 
groups  with  respect  to  these  3 variables. 

The  breakdown  of  the  66  patients  who  com- 
pleted the  study  according  to  sites  of  arthritis 
was  as  follows: 


Site 

Pain 

LOM 

Drug  Placebo 

Drug  Placebo 

Spine 

2 

2 

1 

2 

Back 

4 

7 

3 

5 

Low-Back 

2 

1 

Hip 

9 

14 

7 

12 

Knees 

27 

20 

16 

13 

Legs 

1 

Hands 

17 

17 

10 

14 

Wrist 

5 

1 

2 

1 

Elbows 

5 

10 

4 

8 

Shoulders 

18 

17 

14 

12 

Neck 

5 

5 

3 

2 

Ankles 

8 

4 

5 

1 

Feet 

5 

3 

4 

3 

At  each 

observation  time,  the 

degree  of 

pain 

and  the  per  cent  of 

LOM  were 

averaged 

over 

all  sites  reported  by  a patient  exactly  as  for  Group 
I.  “T”  tests  were  then  performed  on  this  variable 
at  various  observation  times — weeks  0,  4,  8,  and 
12 — in  order  to  determine  whether  there  was  a 
difference  between  drug  and  placebo  also  as  was 
done  in  Group  I. 

The  results  of  this  part  of  the  analysis  indi- 
cated that,  at  weeks  10  and  12,  there  was  a signi- 
ficant difference  between  drug  and  placebo  in 
both  pain  and  LOM.  The  drug-treated  patients 
had  less  pain  and  less  LOM  than  the  placebo- 
treated  patients. 

A more  detailed  analysis  was  done  by  dividing 
the  sites  by  location  into  5 groups.  The  groups 
were:  1.  Spine,  back,  low  back,  hip,  2.  Knees,  legs, 
3.  Hands,  wrist,  elbows,  4.  Shoulders,  neck,  5.  Feet, 
ankles.  Once  again,  at  each  observation  time,  both 
the  degree  of  pain  and  the  per  cent  of  LOM  were 
averaged  for  each  of  the  5 groups  of  sites  men- 
tioned previously.  For  example,  patient  10  re- 
ported pain  in  4 sites:  hip,  knees,  hands,  and 
elbows.  However,  2 of  these  sites  were  members 
of  the  same  group  (group  3).  Therefore,  the  scores 
for  pain  in  the  hands  and  elbows  were  averaged 
at  each  point  in  time  in  order  to  obtain  an  over- 
all value  for  site  group  3.  The  entries  in  the  other 
two  groups  (group  1 and  2)  were  simply  the 
ratings  for  the  hip  and  knees  respectively. 

For  each  group  of  sites,  “t”  tests  were  per- 
formed on  these  values  at  the  various  observation 


times — weeks  0,  4,  8,  and  12 — in  order  to  deter- 
mine whether  there  was  a difference  between  drug 
and  placebo.  Pain  and  LOM  were  analyzed  separ- 
ately. Significance  was  judged  at  the  95  per  cent 
level  using  a “one-tail”  test. 

The  results  of  these  analyses  were  as  follows: 

1.  At  week  12,  there  was  a significant  differ- 
ence between  drug  and  placebo  in  group  3 — hands, 
wrists,  elbows.  The  drug-treated  patients  had  less 
pain.  2.  At  week  12,  there  was  a significant  dif- 
ference between  drug  and  placebo  in  group  4 — 
shoulders,  neck.  The  drug-treated  patients  had 
less  pain.  3.  There  was  a significant  difference 
between  drug  and  placebo  in  group  1 — spine,  back, 
low-back,  hip.  This  difference  was  evident  at  all 
points  in  time  investigated.  The  fact  that  the 
drug-treated  patients  had  significantly  less  pain 
than  the  placebo-treated  patients  at  week  0 was 
not  taken  into  account  in  the  analysis  of  subse- 
quent weeks.  This  pretreatment  difference  could 
conceivably  bias  the  results  in  favor  of  the  drug. 

1.  At  week  12,  there  was  a significant  differ- 
ence between  drug  and  placebo  in  group  1 — spine, 
back,  low  back,  hip.  The  drug-treated  patients  had 
less  LOM.  2.  At  weeks  8 and  12,  there  was  a sig- 
nificant difference  between  drug  and  placebo  in 
group  4 — shoulder  and  neck.  The  drug-treated 
patients  had  less  LOM.  3.  At  week  12,  the  drug- 
treated  patients  had  significantly  less  LOM  than 
the  placebo-treated  patients  in  site  5 — ankles  and 
feet. 

Since  the  grouping  was  rather  arbitrary,  this 
same  analysis  was  repeated  using  a different  cri- 
teria for  grouping.  The  sites  were  as  follows:  la. 
Wrists,  ankles,  2a.  Hands,  feet,  3a.  Knees,  elbows, 
legs,  4a.  Shoulders,  neck,  spine,  back,  5a.  Hip,  low 
back. 

The  results  of  the  analyses  of  effect  on  pain 
of  these  5 groups  were  as  follows: 

1.  At  weeks  8 and  12,  the  drug-treated  patients 
had  significantly  less  pain  than  the  placebo- 
treated  patients  in  group  2a — hands  and  feet.  2. 
At  weeks  8 and  12,  the  drug-treated  patients  had 
significantly  less  pain  than  the  placebo-treated 
patients  in  group  4a — shoulders,  neck,  spine  and 
back.  3.  At  week  12,  the  drug-treated  patients  had 
significantly  less  pain  than  the  placebo-treated 
patients  in  group  5a — hip  and  low  back. 

The  analysis  for  LOM  showed  that  at  weeks 
8 and  12,  the  drug-treated  patients  had  signifi- 
cantly less  LOM  than  the  placebo-treated  patients 
in  group  4a — shoulders,  neck,  spine  and  back.  The 
overlap  by  these  2 groupings  was  the  spine  (pain 
and  LOM),  back  (pain  and  LOM),  hip  (pain), 
low  back  (pain),  shoulder  (pain  and  LOM),  and 
neck  (pain  and  LOM),  and  hands  (pain). 

It  was  of  interest  to  ascertain  whether  a trend 
in  reduction  of  pain  or  LOM  over  a treatment 
period  was  present  in  either  treatment  group,  and, 
if  so,  whether  this  trend  was  more  pronounced 
for  the  drug-treated  group.  Kendall’s  S statistic 
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was  used  to  estimate  this  trend  by  same  method 
used  in  Group  One.  Likewise  these  trends  were 
then  analyzed  by  “t”  tests  exactly  as  was  done  in 
Group  One. 

The  results  were  the  same  in  both  the  analysis 
of  pain  and  LOM.  1.  The  average  trend  in  each 
treatment  group  was  significantly  negative,  i.e., 
both  groups  had  a decrease  in  pain  and  LOM  as 
the  study  progressed.  2.  There  was  a significant 
difference  between  the  trends  of  the  two  treat- 
ment groups.  The  drug-treated  patients  had  a 
more  negative  trend,  i.e.,  a greater  reduction  in 
pain  and  LOM. 

Conclusions 

1.  The  analysis  of  the  mean  overall  severity 
(degree  of  pain  and  per  cent  of  LOM  averaged 
over  all  sites  reported  by  a patient)  for  both  pain 
and  LOM  indicated  that  there  was  a significant 
difference  between  the  2 treatments  at  both  week 
10  and  week  12.  The  drug-treated  patients  had 
less  pain  and  less  LOM. 

2.  When  the  sites  of  arthritis  were  divided  2 
ways — by  location  and  by  similarity,  the  sites 


which  demonstrated  a significant  difference  be- 
tween drug  and  placebo  were  the  spine,  back,  low 
back,  hips,  hands,  shoulders,  and  neck. 

3.  Both  treatment  groups  had  an  average  trend 
which  was  significantly  negative  for  both  pain 
and  LOM.  The  drug-treated  patients  had  a sig- 
nificantly more  negative  trend  than  the  placebo- 
treated  patients,  i.e.,  they  had  a greater  reduction 
in  pain  and  LOM. 

Conclusion  of  studies 

A minimum  of  83  and  a maximum  of  150 
patients  would  be  required  in  Study  I in 
order  to  show  the  same  degree  of  statistical 
significance  as  is  shown  in  Study  II.  This  is 
assuming  that  the  trend  in  Study  I con- 
tinues. ® 
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From  weapons  to  healing 


The  story  of  Fort  Logan  Mental  Health  Center 


Howard  A.  Winkler,  MD*,  and  Franklin  G.  Ebaugh,  MD,  Denver 


The  historic  story  and  present  status  of 
a great  institution  serving  our  area. 

It  is  of  interest  to  all  physicians  and 
to  many  ancillary  workers. 


The  story  of  old  Fort  Logan  is,  in  many 
ways,  a story  of  the  civilization  of  a land, 
and  a model  of  the  transitions  in  values  that 
can  be  realized  when  civilization  takes  place. 
In  its  present  form.  Fort  Logan  testifies 
that  many  people  have  cared  a great  deal 
about  the  quality  of  life  enjoyed  by  all  the 
people  of  Colorado,  and  that  they  have  been 
willing  to  implement  their  caring  with  work 
and  with  dollars. 

The  Fort  Logan  Mental  Health  Center 
has  been  operating  as  a comprehensive 
treatment  facility  in  the  Colorado  State 
Hospital  System  since  July  17,  1961,  but 
there  are  many  individuals,  medical  as  well 
as  non-medical,  who  still  think  of  it  as  an 
old  Army  post,  or  a veterans  hospital,  or  a 
little-used  cemetery  for  the  burial  of  mili- 
tary personnel.  This  is  indeed  regrettable, 
for  Fort  Logan  is  developing  into  one  of 
the  most  progressive  and  dynamic  mental 
health  treatment  centers  in  the  United 
States. 

History 

Fort  Logan  was  originally  an  Army  post, 
established  as  one  of  a network  of  perma- 
nent defense  installations  near  potentially 
large  metropolitan  centers.  It  was  built  in 
1887  with  a $100,000  federal  grant,  on  land 
donated  by  the  State  of  Colorado.  General 

• Formerly  team  leader,  Denver  6,  Fort  Logan  Mental 
Health  Center. 


Philip  Sheridan,  having  been  a leading  ad- 
vocate of  the  Denver  facility,  was  commis- 
sioned to  select  the  site;  but  for  a fluke  of 
choice,  he  might  also  have  given  it  his  name. 
Within  eight  months  the  post  was  activated, 
but  it  remained  nameless  until  1889,  when 
it  was  christened  in  honor  of  another  famous 
general,  John  Alexander  Logan,  the  origina- 
tor of  the  idea  of  Decoration  Day. 

Between  1889  and  1961,  Fort  Logan  served 
many  purposes  and  this  variegated  history 
may  create  some  of  the  confusion  about  its 
present  function.  At  this  post,  troops  were 
trained  to  quell  the  Sioux  rebellions,  to  fight 
the  Spanish- American  War,  to  staff  Theo- 
dore Roosevelt’s  Rough  Riders,  and  to  par- 
ticipate in  both  world  wars.  Fort  Logan 
became  a convalescent  center  in  1945.  From 
1946  to  1951,  it  was  an  active  unit  of  the 
Veterans  Administration  hospital  system.  In 
1960,  the  308  acres  of  land  were  deeded  back 
to  the  State  of  Colorado,  and  the  develop- 
ment of  Fort  Logan  as  a mental  health  cen- 
ter began. 

Toward  a modern  mental  health  center 

There  is  little  doubt  that  the  stark  de- 
mands for  better  psychiatry  arising  from 
the  mental  health  casualties  of  World  War 
H influenced  enlightened  physicians  and  lay- 
men in  Colorado  to  seek  to  develop  more 
effective  mental  health  facilities.  At  this 
time  the  State  of  Colorado  had  only  one 
over-crowded,  inadequately  staffed  mental 
hospital — one  which  could  readily  be  classi- 
fied a “snake  pit,”  despite  the  pleas  and 
efforts  of  its  able  superintendent.  Dr.  F.  H. 
Zimmerman. 
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Governor’s  conferences  were  being  used 
more  and  more  frequently  as  a means  of 
enabling  interested  citizens  to  express  their 
views  to  an  enlightened  head  of  state.  In 
1954  a plea  for  recognition  of  the  State’s 
mental  health  needs  was  made  at  this  con- 
ference by  Dr.  Zimmerman. 

On  the  heels  of  this  meeting  came  a 1955 
conference  on  mental  health  sponsored  by 
the  Western  Interstate  Commission  for  High- 
er Education.  As  a result,  each  member 
state  was  to  present  a survey  of  its  mental 
health  needs  to  its  Governor.  The  Colorado 
committee  which  surveyed  mental  health 
needs  held  the  unanimous  view  that  a mental 
health  center  should  be  established  in  Den- 
ver. This  suggestion  created  only  a few 
small  currents,  despite  the  dedication  and 
zeal  of  committee  members.  In  1957,  one 
year  later,  the  same  committee,  undaunted, 
repeated  its  request  to  the  legislature,  citing 
the  needs. 

The  first  major  step  was  taken  by  Gov- 
ernor Steve  McNichols,  when  he  asked  Dr. 
James  Galvin,  who  at  that  time  was  Clinical 
Director  of  Colorado  Psychopathic  Hospital, 
to  present  a schedule  for  a mental  health 
facility.  Governor  McNichols  continued  to 
pursue  the  mental  health  cause,  asking  for 
a detailed  analysis  of  the  services  available 
for  the  mentally  ill  in  Colorado.  The  United 
States  Public  Health  Service  provided  the 
money  and  manpower  for  this  study.  Again, 
a mental  health  center  was  strongly  recom- 
mended for  Denver,  one  which  could  include 
not  only  the  traditional  inpatient  services, 
but  also  a day  hospital  (which  was  revolu- 
tionary), and  outpatient  and  rehabilitation 
facilities.  In  an  innovating  move,  this  team 
also  suggested  a closer  liaison  with  other 
health  and  welfare  community  organizations, 
thus  laying  the  groundwork  for  better  things 
to  come. 

Finally,  in  1959,  Governor  McNichols  cre- 
ated an  Ad  Hoc  Committee  on  Mental  Health, 
which  outlined  in  concrete  terms  the  essen- 
tials for  the  psychiatric  treatment  center  in 
Denver,  and  urged  utilization  of  the  already 
existing  but  outlying  facilities  at  Fort  Logan. 
After  countless  hours  of  hard  work,  as  well 
as  heartbreak,  their  efforts  were  rewarded 
when  the  United  States  Government  deeded 


the  308-acre  tract  of  land,  plus  buildings,  to 
the  State  of  Colorado  for  the  Fort  Logan 
Mental  Health  Center.  On  July  17,  1961, 
Fort  Logan  welcomed  its  first  patient. 

Goals,  missions,  philosophy 

The  function  of  the  Fort  Logan  Mental 
Health  Center  is  to  service  the  Denver  area; 
this  encompasses  1,000,000-plus  persons,  or 
half  of  the  State’s  overall  population.  As 
one  of  its  major  and  fundamental  concepts 
Fort  Logan  utilizes  the  idea  of  the  thera- 
peutic community,  but  with  sufficient  indi- 
vidual modifications  so  that  it  was  selected 
by  the  joint  information  service  of  the 
American  Psychiatric  Association  as  one  of 
the  eleven  models  of  comprehensive  mental 
health  centers  in  the  United  States.  The 
treatment  center  also  received  the  bronze 
achievement  award  of  the  American  Psychi- 
atric Association  — the  first  mental  hospital 
in  Colorado  to  be  honored  in  this  way. 

Possibly  of  most  importance  in  Fort  Lo- 
gan philosophy  is  the  recognition  that  the 
patient  has  a responsibility  in  his  treatment, 
and  that  it  is  partly  up  to  him  to  see  that 
the  treatment  received  is  ultimately  suc- 
cessful. Heretofore,  responsibility  for  the 
success  of  treatment  had  always  been  as- 
cribed solely  to  the  physician.  This  was 
a radical  departure.  Although  suffering  from 
an  emotional  illness,  the  patient  is  still  a 
human  being  with  civil  rights  and  a claim 
to  respect.  The  patient  at  Fort  Logan  is 
given  increasing  doses  of  responsibility  con- 
sonant with  his  abilities  and  degree  of  emo- 
tional disturbance.  He  is  expected  to  accept 
and  conform  to  existing  standards  of  be- 
havior and  conduct. 

Basically  then,  and  a far  cry  from  tra- 
ditional methods  of  dealing  with  the  men- 
tally ill,  the  Fort  Logan  philosophy  is  hu- 
mane, moral  but  not  moralistic,  kindly  but 
not  wishy-washy,  flexible  but  not  flaccid. 
Underlying  all  of  its  therapeutic  modalities 
is  respect  for  the  dignity  of  the  individual. 

Services 

ADULT  PSYCHIATRIC  DIVISION:  At 
least  fourteen  different  services  are  pro- 
vided by  the  Fort  Logan  Mental  Health 
Center.  The  Adult  Psychiatric  Division  is 
the  largest  at  Fort  Logan,  and  currently 
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consists  of  nine  treatment  teams,  six  from 
Denver  County,  and  one  each  from  Jef- 
ferson, Adams,  and  Arapahoe  Counties. 

The  patient  age  group  is  from  18  to  65, 
and  any  diagnostic  category  may  be  ac- 
cepted. Among  other  forms  of  treatment, 
this  division  offers  24-hour  care  and  part- 
time  hospitalization,  with  the  largest  single 
group  of  patients  participating  in  the  part- 
time  plan.  Outpatient  service  is  provided 
for  former  patients,  and  may  consist  only 
of  brief  visits  with  evaluations  of  medica- 
tion. 

Inasmuch  as  chronic,  long-residence  pa- 
tients are  building  at  the  rate  of  about  two 
per  cent  of  total  admissions,  annually,  it 
is  proposed  that  additional  treatment  facili- 
ties be  made  available  in  the  near  future 
for  these  people.  It  is  anticipated  that  by 
1970  sixty  more  beds  will  be  required  to 
adequately  deal  with  this  segment  of  the 
population. 

Emergency  services  of  a sort  are  offered 
to  former  or  part-time  patients  in  the  adult 
division,  and  these  services  are  being  broad- 
ened to  provide  ’rormd-the-clock,  total  emer- 
gency care. 

GERIATRICS:  This  division  deals  with 
patients  65  years  and  over  who  suffer  from 
psychiatric  diseases.  It  has  facilities  for 
fifty  inpatients,  plus  a variable  number  of 
part-time  patients,  outpatients,  and  those  in 
foster  or  nursing  homes. 

ALCOHOLISM:  At  the  present  time, 
there  are  a total  of  21  beds,  plus  expanding 
day  and  outpatient  facilities  for  the  treat- 
ment of  alcoholics.  Attached  to  the  division, 
and  being  fully  used,  is  the  half-way  house, 
providing  an  additional  24  beds.  The  aver- 
age length  of  stay  for  the  alcoholic  is  two 
weeks  as  a full-time  patient. 

CHILDREN:  There  are  facilities  for  full 
treatment  of  sixty  emotionally  disturbed  in- 
patient children,  plus  twenty  more  children 
who  can  be  cared  for  in  a day  facility. 

ADOLESCENCE:  One  of  the  most  glar- 
ing gaps  in  the  program  is  the  lack  of  any 
facility  for  the  disturbed  teenager,  15  to  18, 
and  it  is  not  through  lack  of  requests  on 
the  part  of  the  Fort  Logan  personnel  that 
this  defect  exists.  There  is  little  doubt  that 


adolescent  care  is  the  most  neglected  area 
in  hospital  psychiatry,  and  yet  one  of  the 
most  important.  Planning  committees  with 
the  representatives  from  the  Department  of 
Institutions,  Fort  Logan  Mental  Health  Cen- 
ter, and  Colorado  State  Hospital  are  busy 
evaluating  the  needs  of  this  age  group,  and 
readying  recommendations  for  presentation 
to  the  legislature.  Fort  Logan  is  not  sitting 
still  waiting  for  the  report  of  this  (Blue  Rib- 
bon) committee,  but  is  already  requesting 
an  adolescent  center  to  be  located  on  the 
grounds  at  Fort  Logan  with  facilities  for 
thirty  inpatients. 

REHABILITATION:  One  of  the  most 
pervasive  and  valuable  services  at  Fort  Lo- 
gan is  also  least  understood  or  appreciated. 
It  is  the  vocational  rehabiltation  facility, 
with  arms  reaching  out  into  the  community 
in  the  realms  of  occupational  therapy  and 
planning.  Many  of  the  patients  are  involved 
in  work  therapy  programs,  and  receive  a 
small  remuneration  for  their  work,  plus  the 
opportunity  to  re-learn  the  skills  of  the 
usefully  employed.  Contracts  are  sought 
from  local  firms  by  the  vigorous  dedicated 
rehabilitation  workers,  and  the  patients  work 
on  these.  Counseling,  testing,  and  referral 
for  ultimate  job  placements  are  all  part  of 
the  comprehensive  vocational  rehabilitation 
program. 

HALF-WAY  HOUSE:  These  homes  are 
designed  as  intermediate  stepping-stones  to 
ultimate  return  to  the  community.  As  the 
patient  improves  and  becomes  ready  for  re- 
turn to  society,  the  half-way  house  provides 
a less  traumatic  or  abrupt  transition,  and 
has  proved  to  be  a valuable  modality. 

OTHER  SERVICES:  All  patients  suf- 
fering from  problems  associated  with  drug 
addiction  other  than  opiates  are  treated  by 
an  appropriate  adult  psychiatric  team.  A 
well  equipped  medical-surgical  unit  was 
opened  in  1964  to  provide  medical  and  sur- 
gical care  for  patients,  and  this  unit  has 
since  been  expanded.  Because  there  are  no 
provisions  for  maximum  security  in  criminal 
cases,  these  are  referred  to  Colorado  Psycho- 
pathic Hospital  and  Colorado  State  Hospital 
at  Pueblo.  Homes  in  the  community  are 
utilized  by  Family  Care  Service  for  patients 
who  have  no  homes  or  families  of  their  own. 
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or  who,  for  some  reason,  are  unable  to  re- 
turn to  their  own  homes.  These  foster  homes 
try  to  approximate  as  closely  as  possible  the 
situations  to  be  found  in  an  average  home. 
Research  is  of  course  an  integral  part  of  any 
progressive  institution;  Fort  Logan  is  more 
than  capably  manned  by  a well-trained  team 
of  research  psychologists  who  produce  a 
prodigious  amoimt  of  useful  information. 
Among  countless  others,  studies  on  suicides, 
the  long-stay  patients,  staff,  and  patient 
morale,  are  currently  being  developed.  After 
careful  screening  and  evaluation,  a large 
Volunteer  Service  is  utilized  for  useful  and 
therapeutically  oriented  tasks,  such  as  driv- 
ing, classes,  reading,  and  sewing.  Finally,  a 
Pastoral  Service  of  ministers  of  all  faiths  is 
available  to  those  who  wish  additional  re- 
ligious counselling,  and  the  Chaplain-in- 
Residence  acts  as  a vital  liaison  between 
Fort  Logan  and  the  community  churches. 

TEAM  CONCEPT:  The  idea  that  each 
treatment  unit  functions  as  a team,  includ- 
ing both  staff  and  patients,  has  frequently 
confused  outsiders,  who  seem  to  feel  that 
this  suggests  complete  and  total  equality 
for  all — a sort  of  chaotic  democracy.  Ob- 
viously this  cannot  be  the  case.  The  psy- 
chiatrist is  the  team  leader,  and  as  such, 
carries  responsibility  for  final  decisions.  Staff 
composition  of  a team  at  optimum  strength 
is  one  psychiatrist,  one  psychologist,  two 
social  workers,  one  head  nurse,  six  duty 
nurses,  and  seven  psychiatric  technicians. 
Each  team  decides,  within  the  flexible,  over- 
all Fort  Logan  philosophical  orientation,  how 
it  wishes  to  run  its  treatment  program,  al- 
lowing for  considerable  variation  among 
teams.  This  approach  has  decided  advan- 
tages when  treatment  programs  are  being 
evaluated  and  assessed.  What  is  vociferously 
expressed  is  that  titles  do  not  denote  jobs, 
but  the  skills  of  a particular  person  deter- 
mine more  what  his  role  in  the  team  will  be. 
For  example,  the  skills  of  a given  social 
worker  may  be  best  used  in  the  occupational 
therapy  program  or  in  group  therapy,  both 
far  removed  from  traditional  social  worker 
roles. 

THERAPEUTIC  COMMUNITY:  This 
name  was  first  used  with  any  degree  of 
formality  by  Dr.  Maxwell  Jones,  a British 


psychiatrist,  who  worked  extensively  with 
wartime  psychiatric  casualties,  and  added  a 
novel  dimension  to  traditional  forms  of  psy- 
chotherapy. Fort  Logan  utilizes  a modifi- 
cation of  the  Therapeutic  Community,  in 
that  therapy  is  not  considered  to  be  a single, 
50-minute,  daily  hour  with  a private  psy- 
chiatrist, but  rather,  a dynamic  process  con- 
tinuing for  the  total  waking  day  of  the 
patient.  This  is  not  to  suggest  that  inter- 
views with  the  psychiatrist  are  banned  or 
discontinued  — only  that  emphasis  is  placed 
on  other  living  experiences  and  interper- 
sonal relationships  as  well.  This  orientation 
is  intended  to  create  a facsimile  of  the  world 
outside  the  hospital,  so  that  patients  will  not 
be  isolated  from  community  life,  and  can 
begin  re-learning  healthier  and  more  effec- 
tive technics  of  coping  with  all  types  of 
frustration. 

Rarely  does  any  conflict  or  stress  exist 
for  anyone  when  life  situations  are  tranquil. 
But  is  not  often  that  life  flows  in  a placid 
way.  In  the  therapeutic  community,  pa- 
tients, reinforced  by  staff,  can  observe  and 
experience  all  types  of  situations  in  a rela- 
tively protected,  non-punitive,  non-threaten- 
ing environment.  This  is  “practice”  for  the 
return  to  normal  living.  Although  expecta- 
tions for  patients  are  high,  they  are  generally 
not  unrealistic,  so  that  patients  can  grad- 
ually gain  self-confidence  and  poise  under 
conditions  of  increasing  demand  and  stress. 

Group  therapy  is,  of  course,  a central 
pillar  of  the  therapeutic  community  concept. 
Its  value  as  an  exercise  in  social  living  and 
interaction,  and  as  a means  of  learning  trust 
is  evident  from  the  following  statement  by 
Dr.  Alan  M.  Kraft,  present  director  of  the 
Fort  Logan  Mental  Health  Center. 

“Currently  there  are  many  different  ap- 
proaches to  group  therapy,  but  most  therapists 
work  with  groups  of  six  to  ten  patients  meeting 
once  a week  for  a one  to  two  hour  session.  Most 
groups  consist  of  patients  of  different  diagnoses 
and  emotional  problems.  The  content  of  the 
psychotherapy  meeting  usually  consists  of  dis- 
cussion of  the  patients’  presenting  s5miptoms  and 
problems  as  well  as  discussion  of  the  inter-re- 
lationships between  members  of  the  group.  It  is 
commonly  found  that  the  kinds  of  interpersonal 
problems  that  patients  have  with  their  families 
or  employers  are  recreated  in  the  group  situa- 
tion between  the  members  of  the  group.  Thus 
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it  is  possible  for  the  patients,  by  examining  their 
styles  of  relating  to  the  group,  to  get  some  un- 
derstanding and  insight  into  how  they  relate  to 
people  outside  of  the  group. 

“There  are  a number  of  therapeutic  benefits 
provided  by  a group  therapy  approach.  First, 
as  with  any  psychotherapeutic  technique,  it  en- 
ables the  patient  to  gain  an  understanding  of  the 
how  and  why  of  his  problem.  Second,  many 
patients  as  a result  of  their  emotional  problems 
feel  isolated  and  different  from  other  people.  In 
the  group  situation  they  are  better  able  to  see 
that  other  people  experience  problems  similar 
to  theirs,  that  they  are  not  alone  in  feeling  the 
way  they  do.  A third  benefit  is  that  the  patient 
has  available  to  him  not  only  the  therapist’s  per- 
ception of  his  problem,  but  also  the  perceptions  of 
other  group  members  who  are  often  extremely 
sensitive  and  skillful  in  helping  each  other.  The 
fourth  benefit  is  that  the  group  situation  provides 
a unique  learning  opportunity  for  the  patient  to 
get  a clear  picture  of  how  he  is  seen  and  re- 
garded by  others.  He  is  able  to  identify  those 
aspects  of  his  behavior  that  alienate  people  as 
well  as  those  aspects  that  are  appealing  to 
others.” 

COMMUNITY  TIES:  Fort  Logan  has 
many  self-sufficiencies,  but  also  tries  to  main- 
tain continuing  ties  with  the  community,  for 
example,  in  the  use  of  libraries,  museums, 
bowling,  golf,  swimming,  the  zoo,  cinemas, 
and  the  theatre. 

In  contrast  to  old  state  hospital  practices, 
which  required  that  patients  be  “put  away,” 
so  they  could  not  be  seen,  nor  could  they 
bother  “normal  folks,”  Fort  Logan  is  vigor- 
ously promoting  more  interplay  between 
community  and  hospital. 

1.  Patients  enter  Fort  Logan  from  more 
than  forty  different  sources,  all  of  which  are 
community-based.  In  general,  most  of  the 
patients  come  from  other  hospitals  (Denver 
General,  Colorado  Psychopathic) , mental 
health  clinics,  private  physicians,  social  agen- 
cies, Courts,  and  welfare  agencies. 

2.  Open  meetings  for  medical  and  lay  per- 
sonnel are  sponsored.  These  are  frequently 
well  attended,  for  outstanding  leaders  in  the 
fields  of  mental  health  are  invited  to  present 
topical  papers  at  the  Fort  Logan  auditorium. 

3.  Medical  societies  are  encouraged  to 
visit  Fort  Logan  so  that  the  community  phy- 
sician, who  comprises  the  first  line  of  defense 
against  psychiatric  illness,  can  be  better  in- 
formed about  the  program.  Fort  Logan  con- 
tinues to  strive  for  more  cooperation  with 


commxmity  agencies;  the  patients  will  be  the 
ultimate  beneficiaries  of  this  liaison. 

Conclusion 

During  1965-1966,  Fort  Logan  was  visited 
by  almost  6,000  people,  or  approximately  20 
per  day.  These  individuals  came  from  43 
states,  as  well  as  19  foreign  countries.  What 
is  particularly  significant  is  that  professional 
personnel,  including  M.  D.’s,  psychologists, 
social  workers  and  hospital  administrators, 
came  from  43  different  universities,  23  dif- 
ferent psychiatric  clinics,  20  state  hospitals, 
and  18  general  hospitals — all  desirous  of  see- 
ing a model,  comprehensive  mental  health 
center  in  action. 

Statistics,  which  can  frequently  be  slanted 
to  pinpoint  virtually  anything  the  statistician 
wishes,  are  nevertheless  a sharp  and  graphic 
instrument  in  reporting  what  Fort  Logan 
is  accomplishing. 


Admissions 

Discharges 

Continuing 
in  Treatment 

1964-65 

1,799 

1,644 

871 

1965-66 

1,834 

1,702 

984 

1966-67 

(projected) 

1,989 

1,845 

1,262 

1987-68 

(projected 

2,046 

1,897 

1,434 

Additional  beds  are  planned,  as  indicated 


below. 

Beds 

Beds 

Beds  Now 

Projected 

Projected 

December,  1966  June,  1967 

June,  1968 

Adult  Psychiatry 

124 

140 

172 

Alcoholism 

21 

21 

21 

Child 

45 

60 

60 

Geriatrics 

50 

50 

50 

Medical  Surgical 

19 

19 

38 

Emergencies 

0 

25 

25 

In  five  short  years 

Fort  Logan  has  de- 

veloped  into  one  of  the  most  progressive, 
dynamic,  and  enthusiastic  programs  for  the 
treatment  of  the  emotionally  ill  in  a state 
hospital  system.  Although  part  of  the  state 
hospital  system,  it  has  had  the  freedom  to 
move  forward  in  an  imaginative  way,  and 
has  attracted  to  its  staff  a vigorous  group  of 
professional  mental  health  workers. 

Fort  Logan  has  been  accepted  for  resi- 
dency training  in  psychiatry,  and  hopes  for 
effective  liaison  with  the  medical  faculty  in 
psychiatry  at  Colorado  University  Medical 
Center,  in  the  promotion  of  healthier  com- 
munity psychiatry.  An  internship  in  psy- 
chology has  been  in  operation  since  1964. 
Four  nursing  schools  send  student  nurses 
to  Fort  Logan  for  training,  and  the  School 
of  Social  Work  of  Denver  University  sends 
field  work  students. 
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Healthy  and  effective  interaction  between 
staff  and  patients  is  a significant  asset  in  the 
Fort  Logan  operational  scheme.  Morale  is 
generally  at  a high  but  not  a “Pollyanna-ish” 
level.  The  physical  surroundings  are  incom- 
parably superior,  and  the  campus  is  blessed 
with  almost  3,000  trees. 

Patients  can  and  do  shift  status  rapidly 
and  thoughtfully,  from  24-hour  care,  to  day 
care,  to  outpatient  care,  to  part-time;  the 
rehabilitative  facilities  are  constantly  utilized 
to  capacity.  Continuity  of  care,  which  was 
mentioned  earlier,  is  a singularly  strong  fea- 
ture of  the  program.  Patients  are  not 
dropped  when  they  improve,  but  are  allowed 
to  maintain  ties  with  the  parent  organiza- 
tion, not  in  an  unhealthy  dependency,  but  in 
a warm  and  effective  relationship. 

There  are  still  needs.  Despite  Fort  Logan’s 
continuing  desire  for  strong  community  rela- 
tions, there  is  still  much  work  to  be  done, 
particularly  with  local  physicians  and  the 
university  medical  school.  The  first  requisite 
is  dialogue,  to  facilitate  mutual  understand- 


ing of  goals,  needs,  and  philosophies.  An 
adolescent  unit  is  sorely  needed  and  this  is 
in  the  planning  stage.  Of  all  the  age  groups 
requiring  facilities,  the  15-  to  18-year-old 
group  is  most  neglected,  and  Fort  Logan  is 
attempting  to  remedy  this  glaring  lacuna. 

There  is  little  doubt  that  Fort  Logan  is 
mc’.'ing  in  the  direction  of  providing  more 
and  better  services  in  the  community-orient- 
ed treatment  of  psychiatric  illness  through 
the  medium  of  a modern  mental  health  cen- 
ter. Both  the  original  builders  and  the  pres- 
ent staff  are  to  be  congratulated  on  the 
pioneering  spirit  in  which  this  fine  facility 
pursues  new  horizons  in  the  field  om  mental 
health.  • 
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Fogarty  catheters* 


Their  extended  use  in  vascular  surgery 


James  P.  Newby,  MD,  and  W.  Gerald  Rainer,  M.D.,  Denver 


The  Fogarty  catheter  has  many 
uses  in  vascular  surgery. 


Since  the  introduction  by  Fogarty  of  a 
balloon-tipped  catheter  to  remove  arterial 
emboli  from  the  distal  aorta,  iliac  and  femoral 
arteries,^ further  application  of  its  use  in 
treating  phlegmasia  cerulea  dolens  has  been 
reported.® 

The  Fogarty  catheter  has  been  found  use- 
ful not  only  as  described  above,  but  in  our 


Fig.  1 Arch  injection  arteriographic  study  show- 
ing complete  obstruction  of  distal  left  subclavian 
artery. 


• From  the  Department  of  Thoracic  and  Cardiovascular 
Surgery,  The  Denver  Clinic,  Denver. 

Presented  at  Southwestern  Surgical  Congress,  Phoenix, 
Arizona,  April,  1967. 


own  experience  its  application  has  been  ex- 
tended to  thrombectomy  of  long-standing 
thrombus,  thrombectomy  of  a prosthetic  graft 
and  embolectomy  of  the  brachial,  radial  and 
ulnar  arteries.  Illustrative  examples  are 
herewith  reported. 

CASE  REPORTS 

Case  1:  A 54-year-old  male  was  admitted  to 
the  hospital  with  pain  and  coldness  of  the  left 
arm  of  two  months  duration.  There  were  no 
palpable  pulses  in  the  left  arm  distal  to  the  supra- 
clavicular fossa.  Chest  roentgenogram  revealed 
bilateral  cervical  ribs.  Arch  injection  aortography 
showed  complete  occlusion  of  the  left  subclavian 
artery  at  the  level  of  the  cervical  rib  (Fig.  1). 
Exploration  of  the  subclavian  artery  revealed 
constriction  of  the  artery  by  the  anomalous  rib, 
poststenotic  aneurysm,  and  thrombosis  of  the  en- 
tire distal  arterial  system.  Initial  attempts  at  pass- 
ing a Fogarty  catheter  through  the  thrombus  were 
unsuccessful;  however,  after  passage  of  a 12  F 
catheter  through  the  proximal  portion  of  the  clot, 
the  remaining  thrombus  was  removed  with  ease 
with  a Fogarty  embolectomy  catheter  (Fig.  2). 
The  cervical  rib  was  excised.  Aneurysmectomy 
and  graft  replacement  were  performed.  Radial 
and  ulnar  pulses  were  excellent  postoperatively. 

Case  2:  A 77-year-old  female  with  atrial  fibril- 
lation experienced  sudden  onset  of  numbness  and 
coldness  of  the  right  arm  and  hand.  Pulses  were 
absent  below  the  mid-portion  of  the  right  brachial 
artery.  In  spite  of  stellate  ganglion  blocks  and 
vasodilators,  the  hand  remained  cold  and  weak 
and  pulses  remained  absent.  Fogarty  catheter 
embolectomy  under  local  anesthesia,  via  the 
brachial  artery  in  the  antecubital  space,  yielded 
thrombotic  casts  of  the  entire  radial  and  ulnar 
systems  (Fig.  3).  Pulses  were  excellent  follow- 
ing thrombectomy  and  have  remained  so. 
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Fig.  2.  Thrombotic  cast  of  brachial  artery  system. 


Case  3:  A 44-year-old  male  with  severe  aorto- 
iliac  occlusive  disease  underwent  aorto-femoral 
bypass  using  a prosthetic  bifurcation  graft.  Post- 
operatively,  right  leg  pulses  were  of  poor  quality, 
and  there  was  intermittent  fluctuation  of  tem- 
perature and  color  of  the  right  lower  extremity. 
Both  groin  incisions  were  re-explored  and  Fogarty 
catheters  passed  distally  and  proximally,  passing 
into  the  limbs  of  the  graft  itself.  No  clot  was 
found  distally  in  the  femoral  arteries,  but  a large 
amount  of  clot  was  removed  from  the  right  limb 
of  the  prosthetic  bifurcation  graft.  Postopera- 
tively,  the  patient  maintained  good  peripheral 
pulses. 

Discussion 

In  removing  early  thrombi  with  a Fogarty 
catheter,  the  resulting  thrombus  is  usually 
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soft  and  gelatinous.  In  spite  of  the  organiza- 
tion of  a clot  that  occurs  with  the  passage  of 
time,  there  is  considerable  cohesiveness  of 
the  obstructing  mass — so  much  so,  that  upon 
withdrawal  of  the  catheter  a cast  of  an  entire 
arterial  system  is  often  removed  with  sur- 
prising ease. 

In  addition  to  the  usefulness  of  the  Fo- 
garty catheter  in  re-establishing  patency  in 
obstructed  vessels,  we  feel  that  it  offers  some 
advantage  in  the  gentle  cautious  dilatation 
of  contracted  blood  vessels.  Once  an  artery 
has  been  deprived  of  optimal  flow  by  proxi- 
mal complete  occlusion,  the  wall  becomes 
contracted,  yet  is  capable  of  being  dilated  to 
its  original  size.  We  have  used  the  Fogarty 
catheter  to  overcome  this  contracted  state 
following  reconstructive  surgery  on  a com- 
pletely occluded  carotid  artery  of  long  stand- 
ing. The  balloon  catheter  can  also  be  used 
to  overcome  the  spasm  in  an  artery  subjected 
to  extensive  dissection,  such  as  the  internal 
mammary  artery  immediately  prior  to  im- 
plantation for  myocardial  revascularization. 

These  extended  applications  should  not 
imply  that  any  occlusive  process  can  be  over- 
come by  the  use  of  a tube  with  an  inflatable 
baloon.  On  the  contrary,  considerable  cau- 
tion must  be  exercised  in  introducing  any 
catheter  into  the  lumen  of  any  atherosclerotic 
vessel. 

Finally,  the  use  of  embolectomy  with  a 
balloon  catheter  can  convert  a viable  but 
ischemic  extremity  into  one  of  total  func- 
tional return.  This  point  is  emphasized  by  a 


Fig.  3.  Thrombotic  cast  of  right  brachial,  radial 
and  ulnar  arteries. 


more  aggressive  approach  with  presently 
available  means  to  surgical  treatment  of 
popliteal  and  brachial  artery  emboli  which 
heretofore  have  been  relegated  to  manage- 
ment by  non-surgical  means,  usually  with  a 
resultant  ischemic  symptomatic  extremity. 

Summary 

1.  Uses  of  the  Fogarty  catheter  in  in- 
stances not  previously  noted  have  been  pre- 
sented and  discussed. 

2.  Representative  cases  are  reported.  • 
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Hypoglycemic  stroke  precipitated  by 

adrenal  insufficiency 


Walter  A.  Huttner,  MD,  Denver 


Oral  hypoglycemic  agents  may  cause 
stroke  which  must  be  differentiated  from 
cerebral  vascular  accident. 


Hypoglycemic  stroke  may  be  defined  as  a 
localized  neurological  impairment  simulating 
a cerebral  vascular  accident  associated  with 
hypogylcemia  and  completely  alleviated  by 
the  administration  of  glucose.  In  a recent 
review  of  91  cases  of  hyperinsulinism  sec- 
ondary to  insulin  overdosage  or  insulin-pro- 
ducing tumors,  once  usually  diagnosed  as 
cerebral  vascular  accidents,  such  signs  as 
hemiplegia,  hemianesthesia,  dysphagia,  di- 
plopia, nystagmus  and  dysarthria  appeared 
during  hypoglycemia  and  completely  disap- 
peared following  adequate  glucose  therapy.^ 

Despite  the  prolonged  and  excessive  use 
of  sulfonylureas  in  the  treatment  of  diabetes 
over  the  past  twelve  years,  the  incidence  of 
severe  hypoglycemic  reactions  secondary  to 
oral  agents,  is  extremely  small.^  Of  9,146 
cases  of  Parkinsonism  treated  with  sul- 
fonylureas over  a period  of  one  to  twenty- 
eight  months,  only  one  was  foimd  to  have  a 
severe  hypoglycemic  reaction  and  this  was  an 
86-year-old  patient  belatedly  recognized  as 
a malnourished  diabetic.®  However,  localized 
neurological  changes  simulating  a stroke 
have  also  been  described  secondary  to  the 
administration  of  Tolbutamide  as  well  as 
other  sulfonylureas. 

The  following  case  report  depicts  such 
an  incident,  and  also  involves  the  presence  of 
adrenal  insufficiency  as  a possible  precipat- 
ing  factor. 


CASE  REPORT 

This  57-year-old  white  male  building  inspector 
was  admitted  to  General  Rose  Hospital  on  July 
15,  1965,  in  coma.  Thirteen  days  prior  to  admis- 
sion he  was  seen  in  his  physician’s  office  because 
of  diabetes  and  arthritis.  He  gave  a history  of 
having  been  treated  for  rheumatoid  arthritis  for 
approximately  ten  years  with  Prednisone.  The 
initial  dose  was  approximately  20  mg./day,  but 
maintainance  on  5 mg./day  effected  good  control 
of  his  symptomatology  over  the  past  two  years. 
Diabetes  mellitus  was  discovered  three  years 
prior  to  this  visit  and  he  had  been  controlled  on 
a 1,200  calorie  diet  and  Tolbutamide  0.5  gm. 
twice  a day. 

Examination  in  the  office  revealed  blood  pres- 
sure 140/74,  pulse  80/min.  and  regular.  The  pa- 
tient was  a well-developed,  well-nourished  white 
male  appearing  of  stated  age  and  in  no  severe 
distress.  Funduscopic  examination  revealed  grade 
I arteriosclerotic  changes  in  both  fundi;  there  was 
no  evidence  of  diabetic  retinopathy.  Examina- 
tion of  ears,  nose  and  throat  was  normal;  neck 
was  supple;  thyroid  was  not  enlarged.  The  heart 
was  normal  in  size;  no  murmurs  were  heard; 
aortic  second  sound  was  louder  than  pulmonic. 
Lungs  were  clear.  Examination  of  the  abdomen 
revealed  no  palpable  organs  or  masses.  Examina- 
tion of  the  extremities  revealed  arthritic  changes 
in  both  hands  compatible  with  rheumatoid  arthri- 
tis with  limitation  of  flexion  of  both  elbows  and 
limitation  in  abduction  of  both  shoulders.  Neuro- 
logical examination  was  negative.  Laboratory 
studies  showed  completely  normal  blood  count, 
blood  sugar  of  120  mg.  per  cent  three  hours  after 
lunch,  and  negative  urinalysis. 

Because  of  his  improved  arthritic  state  he  was 
advised  to  gradually  discontinue  steroids  over 
the  next  seven  days,  continue  the  Tolbutamide, 
and  to  increase  his  diet  to  1,800  calories. 

On  the  evening  of  July  15,  approximately  four 
hours  after  eating,  he  suddenly  developed  a hemi- 
paresis  of  his  left  side  with  a grand  mal  seizure. 
When  seen  at  his  home  he  was  unresponsive.  He 
was  admitted  to  the  hospital  as  an  emergency. 
Blood  pressure  was  130/90;  pulse  was  78  and 
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regular.  Pupils  were  equal  and  reacted  to  light 
and  accomodation.  Heart  and  lungs  were  normal. 
Abdomen  was  soft  without  palpable  masses  or 
organs.  There  was  a spastic  paralysis  of  his  right 
arm  and  right  leg  with  a Babinski  present  on  the 
right.  There  were  good  peripheral  pulsations. 
Rectal  examination  was  negative. 

Upon  admission,  blood  was  drawn  for  glucose 
and  CO,  determinations  and  1,000  cc.  of  5 per  cent 
glucose  in  water  with  7.5  grains  of  aminophyllin 
was  started  intravenously.  The  blood  sugar  re- 
port was  24  mg.  per  cent.  Within  ten  minutes  after 
the  blood  glucose  was  started  at  a rate  of  approxi- 
mately 50  drops/min.,  the  patient  became  con- 
scious and  all  signs  of  neurologic  deficit  disap- 
peared. He  was  concerned  as  to  where  he  was 
and  why  he  was  in  the  hospital.  The  intravenous 
therapy  was  then  slowed  down  and  was  allowed 
to  run  throughout  the  night.  It  was  discontinued 
at  approximately  6:00  a.m.  and  at  approximately 
8:00  a.m.  on  July  16,  the  patient  once  again 
showed  signs  of  impending  shock.  A blood  sugar 
was  drawn  and  intravenous  glucose  was  started 
once  more.  Blood  glucose  at  this  time  was  28 
mg.  per  cent.  The  glucose  was  continued,  giving 
a total  of  2,000  cc.  of  5 per  cent  glucose  in  water 
over  the  ensuing  24  hours  and  by  the  evening 
of  July  16,  1965,  the  blood  sugar  was  45  mg.  per 
cent.  During  this  time  he  also  received  and  was 
able  to  consume  an  1,800  calorie  diabetic  diet. 
Twelve  hours  later,  on  the  morning  of  July  17, 
his  blood  glucose  was  192  mg.  per  cent  and  from 
that  point  on,  the  blood  glucose  varied  between 
100  and  170  mg.  per  cent  without  parenteral 
therapy. 

Laboratory  studies  revealed  a normal  hemo- 
globin and  urinalysis,  PBI  4.8  meg.,  17-ketosteroids 
of  3.3  mg.  per  cent  with  urine  creatinine  of  1.3 
gm./24h,  17-hydroxy  corticoids  of  2.5  mg.  per 
cent/24h,  and  circulating  eosinophil  count  165/mm.® 
Skull  films  were  within  normal  limits.  Chest  x-ray 
and  electrocardiogram  were  normal. 

His  hospital  stay  was  complicated  by  three 
febrile  episodes  on  July  17,  20  and  23,  the  etiology 
of  which  was  not  determined.  Electrocardiogram 
and  cultures  of  blood  and  urine  were  negative. 
Gastrointestinal  series  showed  a possible  small 
inconstant  sliding  hiatal  hernia.  His  dose  of  Pred- 
nisone was  re-instituted  at  2.5  mg./day  and  he 
was  discharged  on  Tolbutamide  500  m.  t.i.d.  to 
control  his  diabetes. 

He  did  well  until  September  18,  1965,  when, 
at  1:10  p.m.,  he  developed  a severe  pain  in  the  left 
side  of  his  chest.  He  stated  that  he  had  had  some 
intermittent  pain  in  this  area  for  the  previous  two 
to  three  days.  One  week  prior  he  fell  on  hiSi 
right  hip  sustaining  a large  contusion  and  five 
days  before  being  seen  he  had  swelling  behind 
the  medial  malleolus  of  his  right  ankle.  On  the 
evening  of  the  same  day  he  had  retrosternal  pain 
associated  with  shortness  of  breath.  The  patient 
refused  hospitalization,  but  an  electrocardiogram 


in  the  office  was  normal  and  a chest  x-ray  re- 
vealed some  elevation  of  the  left  diaphragm.  The 
following  day  the  chest  pain  became  increasingly 
worse,  and  he  accepted  hospitalization. 

On  admission  his  blood  pressure  was  160/75, 
pulse  108/min.  and  regular,  respirations  24/mim, 
temperature  101.4  rectally.  There  were  numerous 
bilateral  basilar  rales  posteriorly.  The  chest  pain 
was  controlled  with  100  mg.  Demerol.  Three  hours 
after  admission  the  patient  experienced  severe 
diaphoresis,  his  blood  pressure  dropped  to  100/70 
and  the  clinical  impression  was  that  of  shock.  A 
stat  blood  sugar  was  110  mg.  per  cent  and  Levo- 
phed  was  begim  intravenously.  One  hour  later 
the  patient  became  pulseless  and  despite  extra- 
cardiac massage,  intracardiac  adrenaline,  I.V. 
Pronestyl,  central  nervous  system  stimulants  and 
bicarbonate,  the  patient  expired. 

An  autopsy  was  performed,  the  essential  fea- 
tures of  which  follow.  The  left  pleural  cavity 
contains  200  cc.  of  pale  yellow  fluid.  The  visceral 
and  parietal  pericardium  were  diffusely  adherent 
and  both  surfaces  were  marked  by  diffuse  thin, 
coarsely  granular  tan-yellow  irregularities.  The 
heart  was  enlarged  to  520  gms.  and  showed  evi- 
dence of  peri-  and  epicarditis.  The  anterior  de- 
scending branch  of  the  left  coronary  artery  con- 
tained a 2 cm.  length  of  diffuse  thickening  and 
almost  total  obliteration  of  the  lumen  of  that 
branch.  The  right  coronary  showed  diffuse  harden- 
ing and  tortuosity  with  narrowing  of  the  lumen 
to  a pinpoint  aperture  by  the  arteriosclerotic 
process.  The  brain  weighed  1,400  gms.  The  basilar 
arteiy  was  marked  by  focal  firm  pale  yellow 
plaques.  The  other  cerebral  vessels  were  un- 
remarkable. 

Microscopically,  there  was  evidence  of  an  acute 
inflammatory  infiltrate  in  the  epicardial  surface 
plus  bilateral  pulmonary  congestion  with  heart 
failure  cells.  There  was  focal  interlobular  fibrosis 
and  fatty  infiltration  of  the  pancreas.  The  islets 
were  not  specific  for  diabetes.  The  cortex  of  the 
adrenal  glands  was  thinned  and  atrophic. 

Pathologic  diagnosis  was  (1)  pericarditis,  acute, 
diffuse,  fibrinous;  (2)  stenosis  of  the  coronary 
arteries,  diffuse,  severe;  (3)  atrophy  of  the  adrenal 
cortex  bilaterally;  (4)  generalized  arteriosclerosis. 
No  island  cell  adenoma  of  the  pancreas  was 
present. 

Discussion 

In  the  experimental  animal,  Meyer  and 
Portnoy®  have  been  able  to  produce  a local- 
ized neurologic  defect  in  the  presence  of 
hypoglycemia  after  partially  occluding  the 
middle  cerebral  artery  and  subsequently  to 
restore  the  neurological  function  to  normal 
by  the  administration  of  glucose.  The  neuro- 
logical deficit  was  demonstrated  to  be  due  to 
progressive  neuronal  paralysis  in  which  neu- 
ronal oxygen  consumption  in  the  ischemic 
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area  was  greatly  decreased  and  was  prompt- 
ly restored  to  normal  by  the  administration 
of  glucose.  During  the  stage  of  localized 
cerebral  hypoglycemia,  the  blood  flow  in  the 
pial  vessels  appeared  to  be  unchanged  but 
the  arterial-venous  oxygen  difference  was 
reduced  as  judged  by  the  appearance  of  the 
venules  which  became  orange-red.  This 
change  in  arterial  venous  oxygen  difference 
was  significantly  greater  in  the  ischemic  area. 
The  intravenous  injection  of  Trypsan-Blue 
during  hypoglycemia  showed  no  evidence  of 
endothelial  damage  provided  hypotension  had 
not  occurred. 

Localized  h3rpoglycemic  paralysis  ap- 
peared one-half  to  one  horu'  after  the  admin- 
istration of  regular  insulin  and  was  delayed 
for  three  to  four  hours  after  NPH  insulin 
was  used.  When  the  signs  were  maximal,  the 
blood  sugar  was  10  mg.  or  less.  Provided 
hypoglycemia  was  not  prolonged,  the  depres- 
sion of  metabolic  rate  and  fimctional  impair- 
ment of  the  cerebrum  remained  localized  to 
the  ischemic  area.  Continued  hypoglycemia, 
however,  produced  a more  diffuse  effect  in 
the  metabolic  rate  and  the  non-ischemic  hem- 


isphere also  became  depressed.  The  admin- 
istration of  glucose  produced  some  recogniz- 
able functional  recovery  within  20  seconds 
after  the  IV  injection  and  was  usually  com- 
plete within  ten  minutes.  Prolonged  and  re- 
peated episodes  resulted  in  permanent  func- 
tional impairment  and  histological  examina- 
tion of  the  brain  showed  acute  necrosis  and 
chromatolysis  of  nerve  cells  in  the  distribu- 
tion of  the  occluded  vessel. 

Animal  experiments  were  also  performed 
in  which  major  cerebral  blood  vessels  were 
occluded  without  producing  functional  deficit 
but  following  insulin-induced  hypoglycemia 
reversable  impairment  of  neuronal  function 
resulted.  It  was  concluded  that  in  the  pres- 
ence of  a relative  area  of  ischemia,  hypo- 
glycemia produces  a localized,  reversable 
paralysis  of  neuronal  function. 

The  duration  of  the  hypoglycemic  effect  of 
Tolbutamide  is  quite  variable.  After  a single 
intravenous  injection  of  30  mg.kg.  to  diabetic 
subjects,  the  drug  level  fell  rapidly  and  the 
disposal  crurve  was  extrapolated  to  0 con- 
centration after  18  hours  of  administration.® 
The  half  life  in  these  experiments  reported 


CMS  Sponsoring  Tour 

I . ■ 

1 The  Colorado  Medical  Society  is  sponsoring  a tour  to  the  Far  East  February 

I 27  to  March  28,  1968.  Japan,  Manila,  Bangkok,  Tapei,  Hawaii,  and  possibly 

I Singapore  or  Hong  Kong  will  be  visited.  Any  member  of  the  American  Medical 

Association  or  his  family  or  invited  guest  is  eligible.  Contact  the  Colorado  Medical 
Society  flight  committee  if  you  are  interested. 
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by  Kanauff  et  al.'  was  three  to  four  hours. 
Forsham  and  associates®  have  reported  on 
the  chronic  hypoglycemic  effects  of  the  sul- 
fonylirreas  and  noted  upon  interruption  of 
the  intake  of  Tolbutamide  that  a chronic 
hypoglycemic  effect  persisted  and  the  fast- 
ing blood  sugar  level  remained  below  the 
original  level  for  up  to  four  days.  This  might 
well  explain  the  prolongation  of  the  hypo- 
glycemia in  the  case  reported. 

The  presence  of  adrenal  insufficiency, 
moreover,  likely  contributed  significantly  to 
the  hypoglycemia.  Tolbutamide  itself,  ac- 
cording to  Guttman,  Zipher,  Gabriloff  and 
Sopher®  does  not  cause  any  consistent  altera- 
tion in  the  level  of  plasma  and  urinary  17- 
hydroxy  corticoids  and  according  to  the  work 
of  Frawley^®  an  IV  does  of  2/5  gm.  of  sodium 
Tolbutamide  produces  no  significant  effect 
on  the  plasma  level  of  hydrocortisone  in  a 
normal  subject  or  in  a patient  with  diabetes. 
Furthermore,  Craig  and  Miller^^  have  shown 
that  Tolbutamide  action  is  not  altered  sig- 
nificantly by  adrenal  corticosteroid  adminis- 
tration. 

In  this  particular  case,  the  steroids  were 
discontinued  approximately  ten  days  prior  to 
the  onset  of  hypoglycemia  and  according  to 
the  17-hydroxy  corticoid  determination,  the 
steroid  levels  were  still  depressed.  The  pres- 


ence of  adrenal  atrophy  at  autopsy  further 
substantiates  this  clinical  impression. 

The  noted  similarity  of  this  severe  type 
of  hypoglycemic  reaction  to  a cerebral  vas- 
cular accident  warrants  its  inclusion  in  the 
differential  diagnosis  of  a “stroke.”  In  ad- 
dition, the  presence  of  permanent  neuronal 
damage  following  repeated  hypoglycemic 
episodes  in  the  experimental  animal  tends  to 
substantiate  the  clinical  finding  of  cerebral 
degeneration  following  repeated  episodes  of 
hypoglycemia. 

Summary 

This  is  a case  of  Tolbutamide-induced 
hypoglycemia  in  a patient  having  undergone 
steroid  withdrawal  approximately  ten  days 
prior  to  the  onset  of  his  symptomatology. 
The  symptoms  simulated  a localized  cerebral 
vascular  accident  and  were  dramatically  re- 
lieved by  the  administration  of  glucose.  Au- 
topsy findings  approximately  two  months  la- 
ter revealed  adrenal  cortical  atrophy  and  the 
absence  of  any  pancreatic  adenoma. 

This  case  emphasizes  the  potential  occur- 
rence of  hypoglycemia  during  Tolbutamide 
therapy  and  more  significantly  the  appear- 
ance of  a localized  neurological  defect  as  its 
presenting  picture.  Adrenal  insufficiency 
was  likely  a contributing  factor.  • 
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Internal  medicine  in  Viet  Nam 


Richard  A.  Krebs,  Capt.,  MC 


We  are  interested  in  glimpses  inside 
this  unhappy  country  apart  from  the 
blood  and  thunder  of  war. 


The  practice  of  inter al  medicine  in  Viet 
Nam  is  for  many  reasons  different  from  the 
civilian  practice  of  the  same  specialty.  Not 
only  are  the  diseases  encountered  different 
but  also  the  diagnostic  and  treatment  facili- 
ties are  quite  different  and  lacking  in  refine- 
ments as  found  in  hospitals  in  the  United 
States. 

The  12th  Evacuation  Hospital  is  located 
in  the  25th  Infantry  Division  area  near  Cu 
Chi,  which  is  a small  South  Vietnamese  vil- 
lage west  of  Saigon.  The  daily  hospital  census 
averages  200  patients  but  the  facility  can  be 
expanded  to  400  beds  to  meet  increased 
demands.  Patients  are  brought  to  the  hospital 
for  admission  directly  from  the  field  or  are 
referred  by  other  physicians  from  smaller 
treatment  facilities — surgical  hospitals,  clear- 
ing companies  or  aid  stations.  The  average 
hospital  stay  is  7.8  days  but  a patient  may 
remain  in  an  evacuation  hospital  for  30  days 
to  undergo  treatment.  Eventually  about  83 
per  cent  of  our  patients  are  discharged  to 
duty  while  another  17  per  cent  are  evacuated 
to  field  hospitals  or  out  of  the  country  for 
further  evaluation  or  treatment. 

Admissions  to  the  medical  service  vary  in 
number  between  160-200  patients  per  month. 
This  amounts  to  25-30  per  cent  of  the  total 
monthly  admissions  (the  remainder  of  pa- 
tients obviously  having  surgical  type  illness) . 
The  medical  service  is  staffed  by  two  in- 
ternists. 

The  majority  of  the  cases  seen  on  internal 


medicine  are  infectious  diseases  and  a large 
number  of  these  are  acute  benign  self-limit- 
ing diseases.  The  breakdown  of  the  condi- 
tions seen  at  12th  Evacuation  Hospital  over 
the  course  of  one  month  is  shown  in  Table  1. 

Table  1 

INCIDENCE  OF  MEDICAL  DISEASE  AS  SEEN 
AT  THE  12TH  EVACUATION  HOSPITAL 


Per  cent 

Disease  incidence 

Fever  of  unknown  origin 12 

Medical  observation  12 

Gastroenteritis  10 

Infectious  hepatitis  6 

Bronchitis  5 

Malaria  5 

Psychiatric  disease  4 

Skin  disease 4 

Infectious  mononucleosis  4 

Hypertension  3 

Hookworm  disease  3 

Heat  prostration  3 

Pneumonia  3 

Asthma  2 

Amebiasis  2 

Thrombophlebitis  2 

Miscellaneous  16 


Several  explanatory  comments  concerning 
the  table  are  in  order.  The  first  (non)  diag- 
nostic category  of  F.U.O.  is  not  the  syndrome 
as  it  is  known  in  practice  in  the  United  States 
with  its  implications  of  possible  endocarditis, 
tuberculosis,  lymphoma,  or  collagen  vascular 
disease,  but  rather  an  acute  febrile  illness 
lasting  3-5  days.  These  are  dengue-like  ill- 
nesses which  could  be  more  accurately  de- 
fined with  viral  isolation  and/or  serological 
technics.  The  second  category,  that  of  “medi- 
cal observation,”  is  a “waste  basket”  diagnosis 
usually  used  when  a patient  has  been  admit- 
ted for  evaluation  of  atypical  abdominal 
pain,  and  peptic  ulcer  disease  or  intestinal 
parasites  are  not  found.  Some  of  these  cases 
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may  be  more  appropriately  placed  under  the 
category  of  psychiatric  illness.  The  cases  of 
malaria  seen  at  this  hospital  are  about  50 
per  cent  due  to  P.  vivax,  easily  curable  with 
chloroquin  and  the  other  50  per  cent  due  to 
P.  falciparum  of  which  all  have  responded 
well  to  orally  administered  quinine  and  Dara- 
prim.  The  cases  of  amebiasis  have  been  mild 
with  no  complications  but  are  frequently 
difficult  to  diagnose;  requiring  examination 
of  warm  specimens  obtained  at  sigmoid- 
oscopy. These  have  responded  to  a triple 
therapy  program  of  diodoquin,  chloroquin 
and  tetracycline.  Some  of  the  more  interest- 
ing but  uncommon  cases  are  lumped  together 
in  the  miscellaneous  category  of  Table  1. 
These  have  included,  in  a one  month  period, 
possible  insulinoma,  gouty  arthritis,  possible 
brain  tumor,  tropical  sprue,  diabetic  acidosis, 
rheumatoid  arthritis,  possible  poliomyelitis 
(Vietnamese  patient),  tuberculosis,  myocar- 
dial infarction,  pulmonary  meliodosis,  rheu- 
matic heart  disease  with  mitral  stenosis  and 
possible  sarcoidosis. 

The  diagnostic  support  is  provided  by  the 


X-ray  Department  which  is  capable  of  per- 
forming all  simple  radiographs  but  incapable 
of  any  gastrointestinal  contrast  or  angio- 
graphic studies.  The  laboratory  is  able  to  do 
routine  hematology,  urinalysis,  simple  bac- 
teriology and  such  chemistry  tests  as  bili- 
rubin, BUN,  alkaline  phosphatase,  transami- 
nase and  uric  acid.  More  complicated  tests 
and  x-rays  are  obtained  in  Saigon. 

The  patients  with  the  diseases  tabulated 
in  Table  1 are  treated  in  two  quonset  build- 
ings, the  medical  wards.  Surrounding  these 
buildings  are  about  18  other  quonset  build- 
ings housing  surgical  wards,  operating  rooms, 
emergency  ward,  pre-  and  postoperative 
wards,  intensive  care  ward,  administrative 
buildings,  out-patient  clinic.  Red  Cross  build- 
ing and  the  chapel.  Now,  if  you  can  imagine 
helicopters  as  ambulances,  the  “quiet  zone” 
of  a hospital  defiled  by  the  noise  of  tanks, 
trucks  and  artillery,  and  a great  cloud  of  dust 
(an  integral  part  of  the  defoliated  military 
post),  you  will  have  an  accurate  picture  of 
the  function  and  appearance  of  the  12th 
Evacuation  Hospital  in  Viet  Nam.  • 
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Children’s  Hospital,  Denver,  to  Honor 
K.U.  Medics  at  “Kansas  Days” 

Children’s  Hospital  will  present  “Kansas  Days,” 
a Medical  and  a Surgical  Grand  Rounds,  on  No- 
vember 10  and  11  in  cooperation  with  the  Uni- 
versity of  Colorado  Medical  Center  and  in  honor 
of  the  Kansas  physicians  attending  the  K.U.-C.U. 
football  game  at  Boulder  on  November  11. 

Thomas  M.  Holder,  M.D.,  Associate  Professor  of 
Surgery  and  Head  of  the  Section  of  Pediatric 
Surgery  at  the  University  of  Kansas  Medical  Cen- 
ter, wiU  be  a Visiting  Professor  at  the  Children’s 
Hospital  of  Denver  on  November  9,  10,  and  11, 
1967. 

On  game  day,  special  football  buses  and  gour- 
met box  limches  will  be  available  from  Children’s 
Hospital.  Reservations  for  the  “Kansas  Days”  and 
the  football  specials  may  be  made  by  writing 
“Kansas  Days,”  Children’s  Hospital,  19th  Avenue 
at  Downing,  Denver,  Colorado  80218. 


AMA  Volunteer  Physicians  for 
Vietnam  Program 

The  following  named  physicians  from  our 
six-state  area  are  spending  the  next  two  months 
in  South  Vietnam,  treating  Vietnamese  civilians, 
imder  the  AMA  Volimteer  Physicians  for  Vietnam 
program. 

They  are: 

Ben  M.  Deeper,  M.D.,  Cheyenne,  Wyoming. 

Jack  Curry  Redman,  M.D.,  Albuquerque,  New 
Mexico. 

Merritt  William  Stark,  M.D.,  Denver. 

AMA  Volunteer  Physicians  for  Vietnam  is  a 
program  for  supplying  medical  care  to  the  civilian 
population  of  South  Vietnam  through  the  volun- 
teer services  of  U.S.  physicians. 

It  is  administered  by  the  American  Medical 
Association  and  financed  by  the  United  States 
Agency  for  International  Development. 

Volunteer  physicians  serve  a 60-day  tour  of 
duty  at  one  of  18  provincial  civilian  hospitals  in 
South  Vietnam.  Their  services  are  entirely  rm- 
paid  except  for  transportation  costs  and  an  ex- 
pense allowance  of  $10.00  a day. 

A serious  shortage  of  native  physicians  exists 
in  South  Vietnam.  Of  the  approximately  1,000 
Vietnamese  physicians  nearly  900  are  in  the  armed 
forces,  leaving  only  about  100  to  care  for  the 
health  needs  of  16  million  people. 

Major  disease  in  South  Vietnam  include  ma- 
laria, tuberculosis,  intestinal  parasitism,  pneu- 
monia, typhoid  fever,  trachoma  and  leprosy.  In 
addition,  civilians  are  frequently  wounded  by 
mines,  air  and  artillery  bombardment,  and  small 
arms  fire. 


Utah  Physician  with 
Vietnam  Volunteers 

Of  considerable  interest  to  physicians  in  our 
area  is  the  latest  information  bulletin  on  Vietnam 
Volunteers.  Dr.  Mark  B.  Jenson,  Provo  Ophthal- 
mologist, is  among  the  group  of  seven  doctors  who 
are  serving  a tour  of  duty  commencing  July  31, 
1967.  This  service  is  completely  volimtary  and 
sponsored  by  the  American  Medical  Association. 


International  Society  of  Medical  Directors 
Of  Chronic  Disease  Facilities 

The  first  annual  meeting  of  the  ISMDCDF  will 
be  held  at  9:00  a.m.  on  Thursday,  November  30, 
1967  in  the  Warwick  Hotel,  Houston,  Texas — im- 
mediately following  the  A.M.A.  clinical  meetings. 
The  annual  meeting  will  last  for  one  day. 

Bertram  B.  Moss,  M.D.,  president  of  the  newly 
formed  society  and  author  of  Caring  For  The  Aged, 
has  extended  an  invitation  to  all  medical  directors 
in  chronic  disease  facilities  and  other  interested 
physicians  to  attend  this  meeting. 

After  this  first  organizational  meeting  the  fu- 
ture meetings  of  the  society  will  be  devoted  to 
scientific  presentations  concerning  the  problems 
of  medical  directors  in  chronic  disease  facilities. 
The  patients  in  these  facilities,  it  must  be  noted, 
are  not  entirely  the  “senior  citizen”  category,  but 
include  just  about  all  age  groups  and  represent  a 
wide  variety  of  medical  and  surgical  problems. 
Considerable  research  in  this  area  is  urgently 
needed  and  the  ISMDCDF  hopes  to  stimulate  in- 
terested persons  in  this  field. 

Inquiries  regarding  membership  and  further 
details  of  the  November  meeting  are  encouraged 
and  should  be  directed  to:  Patricia  Morgan  Dorr, 
Executive  Director,  ISMDCDF,  Suite  1003,  360 
North  Michigan  Avenue,  Chicago,  Illinois  60601. 


TAXES 

A man  making  $10,000  a year,  who  has  a wife 
and  two  children,  now  pays  30  cents  out  of  every 
dollar  he  earns  in  taxes  of  one  kind  or  another 
...  If  this  man  is  30  years  old,  he  will  pay  $101,395 
in  taxes  before  he  retires — even  if  no  new  taxes 
are  added. 


The  American  Cancer  Society  will  provide 
free  exhibits  for  medical,  dental  or  nursing  meet- 
ings, and  displays  for  hospital  staff  rooms,  medical 
libraries,  etc.  Call  your  local  ACS  office  for  fur- 
ther information. 
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64th  Annual  Scientific  Sessions 


N evada  State  Medical  Association 


November  8,  9,  10,  11,  1967 
Sahara-Tahoe  Hotel 
Stateline,  Nevada 

GREETINGS : 

As  President  of  the  Nevada  State  Medical  Association, 
it  gives  me  real  pleasure  to  extend  an  invitation  to 
every  member  of  the  Rocky  Mountain  Medical  Conference 
to  join  with  us  in  our  64th  Annual  Meeting  to  be  held 
November  8,  9,  10  and  11  at  the  Sahara-Tahoe  Hotel, 
Stateline,  Nevada.  Interesting  and  informative  sessions 
have  been  organized  by  our  program  committee  under  the 
leadership  of  Charles  F.  Veverka,  M.D. 


Meeting  as  we  are  this  year  in  one  of  the  nation's  most  renowned  and  scenic 
recreational  areas  with  excellent  hotel  accommodations,  members  of  your  family 
will  also  enjoy  meeting  with  us.  May  I suggest  you  be  prepared  for  cool  eve- 
nings and  brisk,  sunny  days. 

I am  looking  forward  to  greeting  each  of  you  personally. 

Cordially  yours. 


William  M.  Tappan,  M.D. 


Tuesday,  November  7 

7 p.m.- — Executive  Committee 

Wednesday,  November  8 

8 a.m. — Orientation 

2 p.m. — House  of  Delegates 

Thursday,  November  9 

Presiding:  William  M.  Tappan,  M.D.,  President 
Nevada  State  Medical  Association 

UPPER  ABDOMINAL  PAIN 

Surgical  Aspects  Of  Upper  Abdominal  Pain 

BRUCE  BRANSON,  M.D.,  Associate  Professor  of 
Surgery,  Loma  Linda  University  School  of  Medicine 

Radiology,  Its  Role  In  Diagnosis  Of  Less  Common  Causes 
Of  Upper  Abdominal  Pain 

HENRY  C.  GORMAN,  M.D.,  Assistant  Professor  of 
Radiology,  Loma  Linda  University  School  of  Medi- 
cine 


The  Medieol  Aspects  Of  Upper  Abdominal  Pain 

ROBERT  D.  MITCHELL,  M.D.,  Associate  Professor 
of  Medicine,  Loma  Linda  University  School  of 
Medicine 

Noon  — Luncheon  (Ladies  Invited)  — Treatment  Of 
Viet  Nam  War  Casualties 

LT.  COL.  ALPHONSE  GOMEZ,  MC,  USA,  Depart- 
ment of  Surgery,  Letterman  General  Hospital,  San 
Francisco 

RHEUMATOID  ARTHRITIS  (Sponsored  by  Reno  Surgical 
Society) 

The  Role  Of  The  Orthopedic  Surgeon  In  The  Manage- 
ment Of  Rheumatoid  Arthritis 
WILLIAM  R.  MURRAY,  M.D.,  Department  of 
Orthopedics,  University  of  California  Medical  Center 

Clinical  Aspects,  Pathology  And  Medical  Management 

CARL  M.  PEARSON,  M.D.,  Professor  of  Medicine, 
University  of  California 

Variants  Of  Rheumatoid  Arthritis 

MORRIS  ZIFF,  M.D.,  Professor  of  Internal  Medicine, 
University  of  Texas  Southwestern  Medical  School 
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Friday,  November  10 

POSTNATAL  EMERGENCIES 

Radiology  Of  Surgical  Emergencies  In  The  Newborn 
Period 

JOHN  L.  GWINN,  M.D.,  Chief,  Department  of 
Radiology,  Los  Angeles  Children's  Hospital 

Maternal  Emergencies  In  The  Immediate  Post  Partum 
Period 

R.  ELGIN  ORCUTT,  M.D.,  Associate  Clinical  Pro- 
fessor of  Obstetrics  and  Gynecology,  University  of 
California 

Important  Diagnostic  Signs  In  The  Neonotal  Period 

DONALD  E.  PICKERING,  M.D.,  Director,  Children's 
Diagnostic  Center,  Portland,  Oregon 

Noon  — Luncheon  — Public  Implicotions  Of  The  Plow- 
share Program  Of  The  U.  S.  Atomic  Energy  Com- 
mission 

DELBERT  H.  BARTH,  Ph.D.,  Southwestern  Radio- 
logical Health  Laboratory,  Las  Vegas,  Nevada 

THERAPEUTIC  ABORTION 


Program 

Speakers 


John  L.  Gwinn,  M.D. 


Bruce  Branson,  M.D. 


Wilbur  F.  Manly,  M.D. 


Henry  C.  Gorman,  M.D. 


Robert  D.  Mitchell,  M.D. 


Experiences  In  Colorado  Under  Therapeutic  Abortion 
Low 

WILBUR  F.  MANLY,  M.D.,  Associate  Clinical  Pro- 
fessor of  Obstetrics  and  Gynecology,  Colorado  Medi- 
cal School 

Experiences  In  California  Under  Therapeutic  Abortion 
Law 

R.  ELGIN  ORCUTT,  M.D. 

Legislative  Problems  In  Formulation  Of  Therapeutic 
Abortion  Legislation 

C.  CLIFTON  YOUNG,  ESQ.,  Nevada  State  Senator, 
Reno 

8:00  p.m.  — Annual  Banquet  (Ladies  Invited) 

Medical-Health  Quackery 

JOSEPH  C.  SABATIER,  JR.,  M.D.,  Chairman  AMA 
Committee  on  Quackery 

Presentation  Of  A.  H.  Robins  Aword  For  Community 
Service 


Saturday,  November  1 1 

9:00  a.m. — House  of  Delegates  Closing  Session 


Carl  M.  Pearson,  M.D. 


Wm.  R.  Murray,  M.D. 


Donald  E.  Pickering 
M.D. 


R.  Eigin  Orcutt,  M.D. 


C.  Clifton  Young,  Esq. 


Morris  Ziff,  M.D. 


Woman's  Auxiliary  Program 

November  10,  1967 

Registration  November  8 and  9 at  Sahara-Tahoe  Hotel 

Annual  Business  Meeting,  Friday,  November  10  at  Harvey's  Resort  Hotel 

9:00  a.m. — Continental  Breakfast 

9:30  a.m. — Business  Meeting 

Mrs.  Lawrence  Russell,  President,  Presiding 

Noon  — Luncheon 

Speaker:  Mrs.  Karl  F.  Ritter,  President  Woman's  Auxiliary  to  the  American 
Medical  Association 

2:00  p.m. — Business 
Adjournment  at  4:30  p.m. 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  jor  lending 
from  the  Denver  Medical  Society  Library. 

Recent  Acquisitions 

Cancer  of  the  Breast:  By  John  S.  Spratt,  Jr.  Philadelphia,  1967, 
Saunders.  322  p.  Price:  $10.75. 

Canine  Pediatrics;  Development,  Neonatal  and  Congenital 
Diseases:  By  M.  W.  Fox.  Springfield,  lU.,  1966,  Thomas.  148  p. 
Price:  $7.50. 

Caste  and  Race:  Ciba  Foundation  Symposium.  Boston,  1967, 
Little,  Brovm.  348  p.  Price:  $12.00. 

Cowdry’s  Arteriosclerosis:  Edited  by  Herman  T.  Blumenthal. 
2d  ed.  Springfield,  111.,  1967,  Thomas.  855  p.  Price:  $48.00. 
Cunningham’s  Manual  of  Practical  Anatomy:  Vol.  3,  Head 
and  Neck  and  Brain:  Revised  by  G.  J.  Romanes.  13th  ed. 
London,  1967,  Oxford.  310  p.  Price:  $9.00. 

Current  Perspectives  in  Gastroenterology:  Edited  by  William 
S.  Blakemore.  N.  Y.,  1967,  Hoeber.  319  p.  Price:  $13.00. 
Development  of  the  Lung:  Ciba  Foundation  Symposium. 
Boston,  1967,  Little,  Brown.  408  p.  Price:  $13.00. 

Emergencies  in  Dental  Praetice:  By  Frank  McCarthy.  Spring- 
field,  111.,  196t,  Saunders.  452  p.  Price:  $15.00. 

Emotional  Health  of  Physicians:  By  John  C.  Duffy.  Spring- 
field,  111.,  1967,  Thomas.  88  p.  Price;  $5.50. 

Endocrinology  of  the  Testis:  Ciba  Foundation  Colloquia.  v.  16. 
Boston,  1967,  Little,  Brown.  331  p.  Price;  $12.50. 

Gaseous  Digestive  Conditions:  By  Joseph  H.  Pllock.  Spring- 
field,  111.,  1967,  Thomas.  163  p.  Price:  $7.00. 

Lectures  in  Medicine:  By  C.  W.  Havard.  London,  1967,  Staples 
Press.  381  p.  Price:  $9.00. 

Lower  Extremity  Amputations  for  Arterial  Insufficiency:  By 
Richard  Warren.  Boston,  1967,  Little,  Brown.  102  p.  Price; 
$12.50. 

Marcello  Malpighi  and  the  Evolution  of  Embryology:  By 
Howard  B.  Adelmann.  Ithaca,  N.  Y.,  1966,  Cornell  Univ.  Press. 
5 V.  Price:  $200.00. 

The  Pathology  of  Limb  Ischaemia:  By  Henry  Dible.  London, 
1966,  Oliver  & Boyd.  100  p.  Price:  $8.25. 

Postoperative  Complications  in  Neurosurgical  Practice:  By 
Norman  Horwitz.  Baltimore,  1967,  Williams  & Wilkins.  427  p. 
Price;  $17.50. 

Respiratory  Physiology:  By  N.  Balfour  Slonim.  St.  Louis,  1967, 
Mosby.  199  p.  Price:  $8.75. 

Speaking  and  Writing  in  Medicine:  By  Clifford  F.  Hawkins. 
Springfield,  111.,  1967,  Thomas.  159  p.  Price:  $8.50. 

The  Surgical  Relief  of  Pain  in  Arthritic  Disease;  The  Hip  and 
Knee  Joints;  By  Robert  A.  Herfort.  Springfield,  111.,  1967, 
Thomas.  97  p.  Price:  $7.50. 

Thiamine  Deficiency;  Biochemical  Lesions  and  Their  Signifi- 
cance: Ciba  Foundation.  Boston,  1967,  Little,  Brown.  163  p. 
Gift. 

Vascular  Complications  of  Diabetes  Mellitus:  Edited  by  Samuel 
Kimura.  St.  Louis,  1967,  Mosby.  277  p.  Price:  $19.75. 

X-rays  and  Radium  in  the  Treatment  of  Diseases  of  the  Skin: 
By  Anthony  C.  Cipollaro.  5th  ed.  Philadelphia,  1967,  Lea  & 
Febiger.  830  p.  Price:  $28.50. 


Book  Reviews : 

Handbook  of  Orthopaedic  Surgery:  By  Alfred  R.  Shands.  7th 
ed.  St.  Louis,  1967,  Mosby.  572  p.  Price:  $12.00. 

The  seventh  edition  of  the  “Handbook  of  Ortho- 
pedic Surgery”  by  Drs.  Shands  and  Raney  with 
the  collaboration  of  Dr.  Brashear  must  surely  be 
the  most  succinct  and  complete  text  of  its  type. 

In  bringing  this  edition  up-to-date,  the  authors 
have  reduced  considerably  the  subject  of  polio- 
myelitis and  added  brief  sections  on  Perthe’s 
disease,  acquired  spastic  paralysis  in  adults  and 
traumatic  paraplegia  and  quadriplegia.  Other  con- 
ditions mentioned  for  the  first  time  in  this  edition 
are  combined  median  and  ulnar  nerve  injuries, 
ochronosis  and  chondrocalcinosis. 

The  chapter  on  tuberculosis  of  bone  joints  is 
nearly  twice  as  large  as  the  section  on  rheumatoid 
arthritis.  It  is  this  reviewer’s  opinion  that  this 
amoimt  of  space  allotted  to  these  subjects  could 
be  reversed. 

The  greatest  value  of  this  excellent  handbook 
is  its  seventy-four  page,  fourteen  hundred  refer- 
ence bibliography.  It  is  arranged  by  chapter  and 
subject  making  it  extremely  useful  to  both  the 
generalist  and  the  specialist. 

W.  H.  KEENER,  M.D. 


Pulmonary  Insufficiency  and  Respiratory  Failure:  By  Giles 
F.  FRley.  Phila.,  1967,  Lea  & Febiger.  162  p.  Price:  $7.00. 

This  excellent  book  on  the  treatment  of  com- 
plications of  the  obstructive  lung  disease  syn- 
drome combines  much  clinical  experience  and 
advice  with  practical  usage  of  the  many  compli-  | 
cated  laboratory  measurements  available  to  the  ji 
practicing  physician  today.  The  book  is  useful 
for  all  clinicians  but  particularly  useful  for  those  || 
in  the  field  of  Internal  Medicine,  Thoracic  Surgery 
and  the  physicians  in  the  field  of  Pulmonary 
Disease. 

The  initial  portion  reviews  the  major  symp- 
toms and  physiologic  and  structural  changes  in- 
volved in  the  obstructive  lung  disease  problem. 
This  section  emphasizes  the  structural  basis  for  the 
disease  process  and  allows  the  reader  to  become 
familiar  with  the  proper  use  of  the  combination 
of  clinical  examination  and  laboratory  testing  to 
classify  the  patient  with  obstructive  lung  disease 
into  the  category  of  bronchitis,  emphysema,  asthma 
or  a combination  of  these  diseases.  This  section 
sets  the  stage  for  the  discussion  of  the  complica- 
tions in  the  cardiovascular  system  and  helps  the 
reader  to  understand  the  problem  of  pulmonary 
hypertension  and  chronic  cor  pulmonale. 

The  latter  part  of  the  book  sets  forth  guidelines 
for  establishing  a respiratory  care  unit  and  the  ! 
many  useful  aspects  of  treatment  discussed  in  this  ^ 
section  will  be  effective  in  a situation  where  the  | 
entire  armamentarium  of  personnel  and  instru-  I 
ments  of  a respiratory  care  unit  are  not  available. 
The  principles  discussed  in  this  section  applied  to 
an  individual  patient  would  vastly  improve  the 
care  of  respiratory  insufficiency  cases. 

This  book  is  fairly  brief  (162  pages)  but  is 
replete  with  useful  information  and  clear  concise 
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explanations  of  many  of  the  most  complicated  as- 
pects of  pulmonary  physiology  and  respiratory 
care.  The  reader  will  find  that  several  “tips” 
through  the  book  produce  additional  facts  and 
valuable  information  packed  into  brief  paragraphs 
and  excellent  graphic  presentations. 

DAVID  L.  KELBLE,  M.D. 


Friendship  and  Fratricide:  An  Analysis  of  Whittaker  Chambers 
and  Alger  Hiss,  by  Meyer  A.  Zeligs,  M.D.  New  York,  1967, 
Viking.  475  p.  Price:  $8.95. 

This  is  a medical  book  of  great  general  interest 
in  the  United  States.  It  is  altogether  good  that 
a Doctor  of  Medicine  could  become  intellectually 
and  emotionally  so  involved  in  this  case  that  this 
book  should  come  into  being.  This  is  apparently 
the  ninth,  and  surely  the  most  detailed,  book  on 
the  Hiss-Chambers  case.  It  is  significant  that  two 
Englishmen,  Alistair  Cooke  (now  an  American 
citizen),  and  The  Earl  Jowitt,  contributed  two 
of  these. 

The  McCarthy  era  is  a part  of  American  history, 
along  with  Valley  Forge,  Appomattox,  and  Viet- 
nam; and  “the  course  is  yet  to  run.”  The  hysteria 
and  excesses  of  this  time  are  implicit  in  this 
analysis.  The  role  of  Richard  Nixon  has  never 
been  made  so  clear. 

Chambers  is  dead  under  equivocal  circum- 
stances, and  Hiss  is  out  of  prison,  “hopeful,  even 
optimistic.  His  faith  in  his  eventual  vindication 
has  not  diminished.”  It  is  to  be  hoped  that  Presi- 
dent Johnson  will  issue  a pardon  to  this  too-long 
tormented  man.  It  is  the  least,  not  aU,  but  the  least 
that  the  United  States  Grovemment  can  do  for  this 
American  Dreyfus. 

HORACE  E.  CAMPBELL,  M.D. 


American  Medical  Association  Clinical 
Convention  November  26-29,  1967 

A scientific  program  especially  designed  for 
the  physician  in  practice  again  will  be  featured  at 
the  AMA’s  Clinical  Convention,  to  be  held  in 
Houston  November  26-29. 

The  four-day  meeting  will  include  scientific 
sessions  on  18  major  topics,  four  postgraduate 
courses,  breakfast  roimdtable  conferences,  closed- 
circuit  television  and  medical  motion  picture  pro- 
grams, and  more  than  150  scientific  exhibits. 

Of  special  interest  are  the  postgraduate  courses, 
expanded  to  four  topics:  Fluid  and  Electrolyte 
Balance,  Oncology,  Cardio-vascular  Disease,  and 
Obstetrics  and  Gynecology.  Each  course  will  con- 
sist of  three  half-day  sessions  featuring  outstand- 
ing teachers. 

Scientific  and  industrial  exhibits  and  all  sci- 


entific meetings  will  be  in  Houston’s  new  Astro 
Hall,  a part  of  the  Astrodome  complex. 

Topics  at  the  general  scientific  sessions  in- 
clude: aerospace  medicine,  antibiotics,  arthritis, 
cancer,  cardiovascular  medicine,  cardiovascular 
surgery,  dermatology,  endocrinology,  gastroen- 
terology, general  surgery,  genitourinary  treatment, 
geriatrics,  obstetrics  and  gynecology,  opthalmology, 
otolaryngology,  pediatrics,  and  psychiatry. 

The  Ninth  National  Conference  on  the  Medical 
Aspects  of  Sports  will  be  Simday,  Nov.  26,  at  the 
Hotel  America  in  conjunction  with  the  Clinical 
Convention.  Sponsored  by  the  AMA  Committee 
on  the  Medical  Aspects  of  Sports,  the  meeting  will 
feature  morning,  afternoon,  and  evening  discus- 
sions of  problems  faced  by  team  physicians  at  all 
levels  of  athletic  competition. 

* * * * 

Management  of  Trauma  and 
Disaster  Medical  Problems 

The  application  of  the  concepts  of  daily  emer- 
gency medical  care  to  the  disaster  situation  will 
be  smalyzed  at  the  First  Biennial  Symposium  on 
the  Management  of  Trauma  and  Disaster  Medical 
Problems  in  Miami  Beach,  November  10-11,  1967. 
Sponsored  by  the  American  Medical  Associa- 
tion’s Committee  on  Disaster  Medical  Care  of  the 
Council  on  National  Security,  the  two-day  sym- 
posium will  be  held  at  the  Carillon  Hotel. 

Two  general  sessions,  one  workshop  period, 
and  a panel  discussion  covering  identical  sub- 
jects— shock  and  ventilatory  dysfunction,  frac- 
tures, soft  tissue  and  vascular  injuries,  biirns, 
cardiopulmonary  injuries,  injuries  to-  the  brain 
and  spinal  cord,  and  abdominal  injuries — will  be 
offered  to  the  conferees.  The  workshop  period  is 
designed  so  the  individual  physician  may  present 
case  histories  from  his  own  practice  of  complica- 
tions arising  from  trauma  to  a team  of  experts 
for  discussion. 

For  additional  information  write:  Committee 
on  Disaster  Medical  Care,  American  Medical  As- 
sociation, 535  North  Dearborn,  Chicago,  Hlinois 
60610. 

* * * * 

Aspen  Conference  on  Tbe  Newborn 

Children’s  Hospital,  Denver,  will  present  the 
Aspen  Conference  on  the  Newborn  at  the  Aspen 
Institute  for  Humanistic  Studies  on  February  5,  6, 
and  7,  1968. 

Morning  seminars  and  discussions  will  be  led 
by  Jerold  F.  Lucey,  M.D.,  Professor  of  Pediatrics, 
University  of  Vermont;  Thomas  K.  Oliver,  Jr., 
M.D.,  Professor  of  Pediatrics,  University  of  Wash- 
ington; and  Edward  J.  Quilligan,  M.D.,  Professor 
and  Chairman,  Department  of  Obstetrics,  Yale 
University.  Afternoons  will  be  open. 

Registration  fee  is  $40.00.  Registration  will  be 
limited  to  insure  an  informal  meeting. 

For  further  information  write:  Aspen  Confer- 
ence on  the  Newborn,  Children’s  Hospital,  19th 
at  Downing,  Denver,  Colorado  80218. 

♦ ♦ * * 
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Cancer  Exposition 

Doctors,  dentists,  nurses,  veterinarians,  and 
pathologists  from  throughout  the  Rocky  Mountain 
area  are  busy  preparing  their  exhibits  and  plan- 
ning the  demonstrations  they  will  give  at  the  1967 
Cancer  Exposition  “Horizons  of  Hope.”  The  Expo- 
sition— believed  to  be  the  only  one  of  its  kind 
ever  attempted  in  the  United  States — will  be  held 
at  the  Denver  Coliseum  November  27  to  December 
3,  1967. 

It  is  sponsored  by  the  Colorado  Division  of 
the  American  Cancer  Society  in  cooperation  with 
other  health  services  in  the  state  including  the 
Colorado  Nurses’  Association,  the  Colorado  and 
Denver  Medical  societies,  the  Colorado  Dental 
Assn.,  the  Denver  Dental  Society,  the  Colorado 
Veterinary  Medical  Assn.,  and  the  Denver  Area 
Veterinary  Medical  Society. 

Over  98  exhibitor  booths,  each  supervised  by 
a qualified  medical  specialist,  will  be  seen  at 
the  Exposition.  The  American  Medical  Associa- 
tion will  send  two  exhibits — the  “Transparent 
Woman”  and  “Life  Begins”  to  the  Exposition  and 
the  American  Cancer  Society  will  send  its  World’s 
Fair  exhibit  on  Uterine  Cancer.  Visitors  will  also 
see  the  U.  S.  Food  and  Drug  Administration  “Can- 
cer Quackery^’  exhibit. 

Over  150,000  students  and  adults  from  the 
Rocky  Mountain  Region  are  expected  to  visit  the 
Exposition. 

* * * 

Fourth  Annual  Rocky  Mountain 
Symposium  on  Kidney  Disease 
Cosmopolitan  Hotel,  Denver — -November  3,  1967 

8:30  a.m.  - 5:00  p.m. 

The  Diagnosis  and  Management  of  the  Urethral 
Syndrome  in  Women  / John  M.  Palmer,  M.D. 

Renal  Tubular  Defects  Responsible  for  Clinical 
Problems  / Telfer  B.  Reynolds,  M.D. 

An  Understanding  of  the  Acidosis  in  Renal 
Failm-e  / Louis  G.  Welt,  M.D. 

The  Pathology  of  Chronic  Pyelonephritis  / Wil- 
liam S.  Hammond,  M.D. 

Panel  Discussion  - Diagnosis  and  Management 
of  Urinary  Tract  Infections. 

Luncheon  Meeting  - Hemodialysis  in  the  Treat- 
ment of  Chronic  Uremia  / Belding  H.  Scribner, 
M.D. 

Common  Problems  Encountered  with  Diuretic 
Therapy  / Telfer  B.  Reynolds,  M.D. 

The  Diagnosis  of  Urinary  Tract  Obstruction  / 
John  M.  Palmer,  M.D. 

The  Management  of  the  Post-Obstructive  Ssm- 
drome  / Joseph  H.  Holmes,  M.D. 

The  Significance  of  Hyponatremia  / Louis  G. 
Welt,  M.D. 

Conservative  Management  of  Chronic  Renal 
Disease  / Belding  H.  Scribner,  M.D. 

Panel  Discussion  - The  Role  of  the  Family  Phy- 
sician in  the  Care  of  the  Patient  with  Chronic 
Renal  Disease. 


University  of  Colorado  Medical  Center 

The  University  of  Colorado  Board  of  Regents 
has  appointed  a native  of  Colorado,  Dr.  Leslie  R. 
Burrows,  as  dean  of  the  new  School  of  Dentistry 
being  created  at  the  CU  Medical  Center  in  Den- 
ver. The  appointment  is  effective  immediately. 

A distinguished  dental  educator-researcher  of 
national  prominence.  Dr.  Burrows  is  a 1953  grad- 
uate of  the  University  and  holds  both  D.D.S.  and 
Ph.D.  degrees.  He  received  his  dental  degree  in 
1957  from  the  University  of  Kansas  City  Dental 
School  and  earned  his  Ph.D.  in  anatomy  from  the 
University  of  Rochester  School  of  Medicine  and 
Dentistry  in  1962.  He  left  the  position  of  assistant 
secretary  of  the  Coimcil  on  Dental  Research  of 
the  American  Dental  Assn  in  Chicago  to  become 
dental  education  consultant  to  the  Unversity  in 
July,  1966.  Since  then  he  has  been  engaged  in 
program  and  curriculum  planning  for  the  new 
school,  which  will  be  the  only  dental  school  be- 
tween the  Missouri  River  and  the  West  Coast. 

* * * * 

The  seventh  revised  edition  of  the  “Handbook 
of  Pediatrics”  co-authored  by  two  University  of 
Colorado  Medical  Center  pediatricians  has  been 
published  by  Lange  Medical  Publications  of  Los 
Altos,  Calif.  The  648-page  handbook,  first  pub- 
lished in  1955,  was  written  by  Dr.  Henry  K.  Silver, 
professor  of  pediatrics,  and  Dr.  C.  Henry  Kempe, 
professor  and  chairman  of  the  Department  of 
Pediatrics,  with  Dr.  Henry  B.  Bruyn,  associate 
professor  of  pediatrics  and  medicine  in  the  Uni- 
versity of  California  School  of  Medicine,  San 
Francisco. 

A pocket-sized  reference  volvune,  the  book  has 
proved  popular  over  the  past  decade  with  medi- 
cal students  and  practicing  physicians  throughout 
the  world.  It  is  now  published  in  seven  languages 
in  addition  to  English — French,  Italian,  Spanish, 
Portugese,  Japanese,  Arabic  and  Greek — and  a 
Serbo-Croatian  edition  is  now  in  preparation. 

* * * * 

A bequest  by  a former  Longmont  woman  of 
securities  valued  at  nearly  $96,500  has  created  a 
special  cancer  and  heart  disease  research  fimd 
at  the  University  of  Colorado  Medical  Center.  Dr. 
John  J.  Conger,  CU  vice  president  for  medical 
affairs  and  dean  of  the  School  of  Medicine,  has 
announced  formal  establishment  of  the  “Myrtle 
M.  Johnson  Research  Fund”  in  memory  of  the 
benefactor.  Mrs.  Johnson  died  in  January,  1966, 
and  her  will  bequeathed  half  of  her  estate  to  the 
CU  School  of  Medicine.  She  was  the  widow  of 
Loren  Johnson,  who  died  in  1954. 

Dwight  V.  Roberts,  director  of  the  University 
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of  Colorado  Development  Foundation,  said  Mrs. 
Johnson  stipulated  in  her  will  that  her  bequest 
should  be  used  at  the  discretion  of  the  Board  of 
Regents  for  research  “into  the  causes  and  cures 
of  cancer,  arteriosclerosis,  and  diseases  of  the 
heart,  or  research  into  the  causes  and  cure  of  any 
one  or  more  of  said  diseases.” 

By  authority  of  the  Regents  the  Johnson  be- 
quest has  been  placed  in  the  University’s  endow- 
ment fund  and  the  income  will  be  used  in  carrying 
out  the  terms  of  the  bequest. 

* * * * 

Promotion  of  seven  members  of  the  faculty  of 
the  University  of  Colorado  School  of  Medicine  to 
the  rank  of  assistant  professor  has  been  announced 
by  Dr.  David  W.  Talmage,  associate  dean. 

Promoted  to  assistant  professor  were  Drs.  Allen 

C.  Alfrey,  Paul  Beck,  Roger  D.  Hamstra  and  Paul 

D.  Klite,  all  of  the  Department  of  Medicine;  Dr. 
Anne  D.  Morgan,  Department  of  Pediatrics;  Dr. 
Raymond  E.  Records,  Division  of  Ophthalmology; 
and  Chien  San  Wang,  Department  of  Biophysics. 
Advances  to  the  rank  of  instructor  were  an- 
nounced for  Dr.  Donald  Bigelow,  Department  of 
Medicine;  and  Drs.  Douglas  R.  Currin,  Jan  E. 
Leestma  and  Mark  E.  Williamson,  Department  of 
Pathology.  Dr.  Richard  E.  Boyle,  formerly  an 
assistant  clinical  professor  of  medicine  on  the 
part-time  faculty,  has  been  appointed  a full-time 


assistant  professor;  Dr.  Josiah  B.  Dodds  named 
an  assistant  clinical  professor  of  psychiatry  on 
the  volunteer  faculty;  and  Dr.  Paul  R.  Hildebrand 
promoted  from  faculty  associate  to  assistant  pro- 
fessor of  general  practice  in  the  Department  of 
Medicine. 

University  of  Utah  Medical  Center 

Dr.  Carter  M.  Ballinger  announced  recently 
the  receipt  of  two  grants  from  the  National 
Institutes  of  Health  for  “Training  in  Clinical 
Anesthesiology  and  Intensive  Care.” 

Chairman  of  the  Division  of  Anesthesiology, 
University  of  Utah  College  of  Medicine,  Dr.  Bal- 
linger said  the  first  grant  will  provide  stipends 
for  either  beginning  fellows  in  anesthesiology  or 
advanced  fellows  who  wish  particular  training  in 
some  aspect  of  the  specialty.  Stipends  will  vary 
from  $6,500  to  $12,000  per  year  plus  dependent’s 
allowances. 

The  second  grant  for  “Research  Training  in 
Anesthesiology”  will  provide  funds  for  a fellow 
to  receive  training  in  one  of  the  basic  sciences 
related  to  the  field. 

Physicians  interested  in  further  information 
concerning  this  training  should  contact  Dr.  Carter 
M.  Ballinger,  University  of  Utah  College  of  Medi- 
cine. 


For  the  taste 
you  never 

get  tired  of. 




"COCA-COLA"  AND  "COKE"  ARE  REGISTEReO  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 
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when  bursitis  hits  a 
280-ib.  tackie, 

hit  back  with 
Butazolidin  aika 


Indications:  Osteoarthritis,  rheumatoid  arthritis,  rheumatoid  spon- 
dylitis, psoriatic  arthritis,  acute  gout,  painful  shoulder  (peritendinitis, 
capsulitis,  bursitis  and  acute  arthritis  of  that  joint),  acute  superficial 
thrombophlebitis. 


Contraindications:  Edema;  danger  of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic  or  cardiac  damage;  history 
of  drug  allergy;  history  of  blood  dyscrasia.  The  drug  should  not  be 
given  when  the  patient  is  senile  or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  of  Butazolidin  alka  are  contraindicated  in 
glaucoma. 


Warning:  If  coumarin-type  anticoagulants  are  given  simultaneously, 
watch  for  excessive  increase  in  prothrombin  time.  Instances  of  severe 
bleeding  have  occurred.  Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 


Precautions:  Before  prescribing,  carefully  select  patients, 
those  responsive  to  routine  measures  as  well  as  contraindir 
tients.  Obtain  a detailed  history  and  a complete  physical  and  I 
examination,  including  a blood  count.  The  patient  should  nc 
recommended  dosage,  should  be  closely  supervised  and  s 
warned  to  discontinue  the  drug  and  report  immediately  if  fe 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia);  sudd< 
gain  (water  retention);  skin  reactions;  black  or  tarry  stools 
evidence  of  intestinal  hemorrhage  occur.  Make  regular  bloo 
Discontinue  the  drug  immediately  and  institute  countermeasu 
white  count  changes  significantly,  granulocytes  decrease,  or 
forms  appear.  Use  greater  care  in  the  elderly  and  in  hype 


Adverse  Reactions:  The  most  common  are  nausea,  edema 
rash.  Swelling  of  the  ankles  or  face  may  be  minimized  by  wi 
dietary  salt,  reduction  in  dosage  or  use  of  diuretics.  In  elderl; 
and  in  those  with  hypertension  the  drug  should  be  discontir 
the  appearance  of  edema.  The  drug  has  been  associated  with  sf. 


1280-lb.  tackles— or  108-lb.  housewives— Butazolidin  alka  can  hasten  recovery  from  the 
nizing  pain  of  shoulder  bursitis. 

•lot  for  every  patient.  Check  carefully  the  Contraindications,  Warning  and 
cautions  shown  below. 

adverse  reactions  may  occur.  The  most  common  are  nausea,  edema  and  rash. 

•jly,  agranulocytosis  has  been  reported.  All  adverse  reactions  are  listed  below,  too. 

-for-pay  or  workaday  patients— when  they  come  up  with  shoulder  bursitis  and  your 
ical  judgment  indicates  Butazolidin  alka— go  with  it. 


•watch  the  comeback. 


■nay  reactivate  a latent  peptic  ulcer.  The  patient  should  be  in- 
to  take  doses  immediately  before  or  after  meals  or  with 
ninimize  gastric  upset.  Mild  drug  rashes  frequently  subside 
action  of  dosage.  However,  rash  accompanied  by  fever  or 
■stemic  reactions  usually  requires  withholding  medication, 
i rash  has  also  been  reported.  Agranulocytosis,  exfoliative 
s,  Stevens-Johnson  syndrome,  or  a generalized  allergic  re- 
rnilar  to  serum  sickness  may  occur  and  require  permanent 
al  of  medication.  Stomatitis,  salivary  gland  enlargement 
vertigo  and  languor  may  occur.  Leukemia  and  leukemoid 
^ have  been  reported.  While  not  definitely  attributable  to  the 
icausal  relationship  cannot  be  excluded.  Thrombocytopenic 
ind  aplastic  anemia  may  occur.  Confusional  states,  agitation, 
!,  blurred  vision,  optic  neuritis  and  transient  hearing  loss  have 
prted,  as  have  hyperglycemia,  hepatitis,  jaundice,  and  several 
anuria  and  hematuria.  With  long-term  use,  reversible  thyroid 
•iia  may  occur  infrequently.  Moderate  lowering  of  the  red  cell 
B to  hemodilution  may  occur.  6509-V(B)R2 


Butazolidin  alka 

Capsules 

100  mg.  phenylbutazone 
100  mg.  dried  aluminum  hydroxide  gel 
150  mg.  magnesium  trisilicate 
1.25  mg.  homatropine  methylbromide 


Dosage  in  painful  shoulder:  Initial:  3 to  6 capsules  daily  in  3 or  4 equal 
doses.  Trial  period:  1 week.  Maintenance  dosage  should  not  exceed 
4 capsules  daily;  response  is  often  achieved  with  1 or  2 capsules  daily. 

For  complete  details,  please  see  full  prescribing  information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation.  Ardsley,  New  York 


Colorado 

Early  Friday  morning  on  August  11,  1967,  the 
medical  profession  of  Colorado  lost  one  of  its 

oldest  and  best-loved 
members  with  the  death 
of  George  Price  Lingen- 
felter.  Death  came  sud- 
denly to  Dr.  Lingenfelter 
in  his  own  home  without 
warning  and  apparently 
without  pain,  as  the  re- 
sult of  a simple  cardiac 
arrest.  His  stout,  but 
tired,  old  heart  finally 
gave  out  at  the  venerable 
age  of  93. 

To  do  justice  to  the 
life  and  memory  of  any  man  is  a very  difficult 
task  indeed,  and  when  that  man  has  been  a 
leader  and  a vital  part  of  the  medical  profession 
for  nearly  70  years,  the  task  is  especially  formid- 
able. Dr.  George  Lingenfelter  was  certainly  such 
a man. 

He  was  born  on  a farm  near  Liberty,  the  county 
seat  of  Clay  County,  Missouri,  on  November  1, 
1873,  the  only  child  of  Evan  Price  Lingenfelter 
and  Nannie  Edmiston  Finley  Lingenfelter.  His 
father  was  a native  of  Kentucky  and  a Civil  War 
veteran  who  had  campaigned  during  the  Civil 
War  with  General  Morgan  as  a member  of  the 
Confederate  Cavalry  Brigade  of  Kentucky.  After 
the  war  ended,  he  left  his  home  in  Kentucky  to 
seek  a home  in  the  west.  He  settled  in  Clay 
Coimty,  Missouri,  where  he  met,  wooed  and  mar- 
ried Nannie  Finley. 

Nannie  Finley  died,  a few  days  after  Dr.  Lin- 
genfelter was  bom,  and  following  her  death  George 
was  taken  into  the  home  of  his  maternal  grand- 
parents, Mr.  and  Mrs.  George  Finley,  who  lived 
on  a nearby  farm  in  Clay  County.  He  continued 
to  make  his  home  with  his  grandparents  all 
through  his  childrood,  boyhood,  and  early  man- 
hood. 

George  Finley,  Dr.  Lingenfelter’s  grandfather, 
was  a pioneer  who  had  brought  his  family  and 
his  slaves  overland  by  ox-team  from  North  Caro- 
lina to  homestead  a “Timber  Claim”  in  Clay 
County,  Missouri,  some  20  years  before  the  out- 
break of  the  Civil  War. 

With  a heritage  of  pioneering  on  both  sides 
of  his  family,  it  was  only  natural  for  Dr.  Lingen- 
felter to  become  a pioneer  himself  later  on  in 
life  and  a leader  in  his  profession. 

Dr.  Lingenfelter  received  his  primary  educa- 
tion in  a one-room  country  school  house  near  his 
grandfather’s  farm.  He  received  his  secondary 


education  in  the  public  high  school  in  the  nearby 
town  of  Kearney,  Missouri.  Following  his  gradu- 
ation from  high  school  he  attended  the  Missouri 
Military  Academy  at  Mexico,  Missouri,  where  he 
graduated  later  with  the  rank  of  1st  Lieutenant. 
Still  later  he  studied  medicine  at  the  University 
Medical  College  in  Kansas  City,  Missouri,  where 
he  graduated  with  an  M.D.  degree  in  1897. 

After  a brief  internship  in  AH-Saints  Hospital 
in  Kansas  City,  Missouri,  he  signed,  up  as  a con- 
tract surgeon  in  the  Fifth  Missouri  Volunteers 
for  the  duration  of  the  Spanish-American  War. 
When  the  war  ended  he  established  himself  as  a 
general  practitioner  in  Excelsior  Springs,  Mis- 
souri. In  addition  to  his  general  practice  in  that 
community,  he  also  served  for  a short  time  as  the 
city  and  county  coroner. 

In  1902  he  suffered  a severe  attack  of  asthma 
and  was  advised  by  his  physician  to  move  out 
west  to  a higher  altitude  and  a drier  cjimate.  He 
followed  this  advice  and  moved  to  Denver  that 
same  year,  where  he  began  again  the  practice  of 
medicine  as  a general  practitioner. 

Shortly  before  coming  to  Denver,  however, 
he  married  his  boyhood  sweetheart,  Reba  Alice 
Mclntire,  the  daughter  of  a prominent  Excelsior 
Springs  merchant.  The  trip  to  Denver  served 
as  their  honeymoon. 

In  Denver  his  asthma  rapidly  cleared  up,  his 
general  practice  flourished  and  with  Reba’s  loyal 
support  and  her  social  graces  and  charm,  he  was 
soon  established  as  a substantial  member  of  the 
community.  George  and  Reba  were  blessed  with 
only  one  child,  a daughter  Kathryn,  now  Mrs. 
Morley  Thompson  of  Denver. 

In  1910  Dr.  Lingenfelter  left  his  medical  prac- 
tice in  Denver  and  went  to  Boston  to  specialize 
in  dermatology  and  syphilology  at  the  Massachu- 
setts General  Hospital.  After  a year  of  post- 
graduate work  in  Boston  he  went  to  Europe  and 
spent  the  year  1911  in  additional  p>ost-graduate 
study  in  the  dermatological  clinics  of  London,  Ber- 
lin, and  Paris. 

Following  his  return  to  Denver  early  in  1912 
Dr.  Lingenfelter  limited  his  practice  to  derma- 
tology and  syphilology  and  shortly  thereafter 
was  appointed  to  the  volunteer  teaching  staff  of 
the  University  of  Colorado  Medical  School. 

He  was  an  unusually  gifted  teacher  of  his 
specialty  at  the  clinical  level  and  was  greatly 
admired,  respected,  and  loved  by  his  associates 
and  students  at  the  medical  school  over  a period  of 
many  years.  At  the  end  of  his  teaching  career 
he  was  retired  with  the  rank  of  Professor  Emeritus 
of  dermatology  on  Feb.  1,  1946. 

During  his  years  of  practice  in  Denver,  George 
Lingenfelter  was  quite  active  in  medical  and  civic 
affairs.  He  was  one  of  the  founders  and  the  first 
president  of  the  Rocky  Mountain  Medical  Confer- 
ence and  attended  all  meetings  of  the  conference 
until  he  retired  from  practice  on  November  1, 
1963,  his  90th  birthday.  He  was  chief  medical 
examiner  for  the  Pullman  Company  for  a period 
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of  five  years  and  chief  dermatologist  for  many 
years  for  the  Colorado  and  Southern,  the  Denver 
and  Rio  Grande,  and  the  Union  Pacific  Railroads. 

He  was  generally  accepted  and  respected  as  an 
expert  in  the  diagnosis  and  treatment  of  con- 
tagious diseases,  and  because  of  his  proficiency 
in  this  field  of  medicine,  he  was  appointed  chief 
of  the  Contagious  Diseases  Department  of  the 
Denver  City  Health  Department,  a position  he 
filled  with  great  distinction  for  many  years.  He 
also  served  as  the  medical  director  of  the  Steele 
Hospital  for  Contagious  Diseases  for  over  twenty 
years. 

In  addition  to  these  professional  activities  he 
enjoyed  an  extensive  active  practice  in  his  special- 
ty and  held  appointments  on  the  medical  staffs  of 
St.  Anthony’s,  St.  Joseph’s,  St.  Luke’s,  Presbyterian, 
Denver  General,  and  Children’s  Hospitals. 

Dr.  Lingenfelter  took  an  active  part  in  the 
affairs  of  organized  medicine.  He  was  elected  pres- 
ident of  the  Denver  Medical  Society  in  1927  and 
president  of  the  Colorado  Medical  Society  in  1943. 
He  also  served  for  one  year  as  president  of  the 
Rocky  Mountain  Dermatological  Society.  He  was 
also  an  active  member  of  the  American  Medical 
Association,  the  Southern  Medical  Society,  and  the 
Pacific  Dermatological  Society.  On  September  21, 
1961,  the  medical  profession  of  Wyoming  honored 
him  by  electing  him  an  honorary  life  member  of 
the  Wyoming  State  Medical  Society. 

He  was  a member  of  the  Central  Presbyterian 
Church  of  Denver,  the  Denver  Rotary  Club,  the 
Phi  Beta  Pi  Medical  Fraternity,  and  the  Denver 
Country  Club.  He  was  a 32nd  Degree  Scottish 
Rite  Mason,  a past  Eminent  Commander  of  the 
Knights  Templar  Order,  and  a Noble  of  the  Arabic 
Mystic  Shrine. 

Ten  days  before  World  War  I was  declared. 
Dr.  Lingenfelter  received  a commission  as  Lt.  (j.g.) 
in  the  U.  S.  Navy.  During  the  war  he  served  for 
a time  as  medical  officer  on  the  battleship  Colo- 
rado. At  the  end  of  the  war  he  continued  on  in 
the  U.  S.  Naval  Reserve  Medical  Corps  until  1930. 
He  retired  then  with  the  rank  of  Lt.  Commander 
and  with  a commendation  from  Captain  W.  C. 
Watts,  his  superior  officer.  Following  the  war  he 
was  a charter  member  of  the  Navy-Marine  Legion 
Post  No.  1 in  Denver. 

An  interesting  incident  in  the  life  of  Dr.  Lin- 
genfelter resulted  from  the  fact  that  his  maternal 
grandfather  and  the  fatlier  of  Frank  and  Jesse 
James  were  neighbors  and  close  friends  in  Clay 
County,  Missouri.  Whe  he  was  eight  years  of  age 
George  attended  the  funeral  of  Jesse  James.  At 
various  times  throughout  the  years  that  followed 
he  had  occasion  to  publicly  challenge  various  im- 
posters who  claimed  to  be  Jesse  James,  or  in  some 
instances,  who  claimed  to  be  his  descendants. 

George  Lingenfelter  loved  Denver  and  was 
proud  of  its  green  lawns,  tree-lined  streets,  and 
its  well-kept  parks.  He  was  especially  interested 
in  Washington  Park.  On  one  of  his  many  trips 
to  Washington,  D.  C.  and  George  Washington’s 


home  at  Mt.  Vernon,  he  secured  a blueprint  of  one 
of  the  formal  gardens  at  Mt.  Vernon.  He  took 
this  blueprint  to  two  of  his  close  friends.  Mayor 
Ben  Stapleton  and  Congressman  William  Robb 
Eaton  of  Denver,  and  persuaded  them  to  duphcate 
the  garden  in  Washington  Park.  To  do  this  Con- 
gressman Eaton  had  the  chief  gardener  and  land- 
scape artist  at  Mt.  Vernon  come  to  Denver  and 
supervise  the  construction  of  the  new  garden. 
This  garden  is  located  on  the  north  edge  of  the 
south  lake  near  the  center  of  Washington  Park. 
It  is  an  exact  copy  of  one  of  the  gardens  at  Mt. 
Vernon  with  each  flower  bed  bordered  by  clipped 
lodense  privet  hedges.  It  is  one  of  the  most  charm- 
ing and  delightful  spots  in  Denver  and  one  that 
George  Lingenfelter  dearly  loved. 

Dr.  Lingenfelter  was  fond  of  outdoor  activities 
and  enjoyed  fishing  the  cold  waters  of  a mountain 
stream  and  hunting  in  the  high  coimtry  of  his 
adopted  state  of  Colorado.  He  was  a crack  shot 
with  a rifle  and  with  a pistol.  He  installed  a 
pistol  target  range  in  the  basement  of  his  home 
at  300  Marion  Street,  where  he  spent  many  happy 
hours  in  pistol  practice  with  close  friends  and 
companions.  He  particularly  enjoyed  marksman- 
ship contests  and  especially  contests  with  his  old 
friend  and  hunting  companion,  the  late  Dr.  Harry 
Finney. 

When  Dr.  Lingenfelter  was  a young  man  in 
Missoruri  he  mastered  the  Morse  telegraph  code 
and  for  many  years  he  kept  a telegraph  key 
sounder  on  his  desk  in  the  Republic  Building.  Now 
and  then,  between  appointments  with  his  patients, 
he  found  enjoyment  in  the  practice  of  his  telegra- 
phy. 

In  youth  and  young  manhood  and,  indeed, 
throughout  most  of  his  93  years,  George  Lingen- 
felter was  a rugged,  but  handsome  man.  He 
had  a fair,  slightly  ruddy  complexion,  with  dark, 
nearly  black  hair,  heavy  dark  eyebrows,  and 
smiling,  hazel-colored  eyes.  He  was  5’  SVe”  tall 
and  tipped  the  scales  at  180  lb.  He  was  deep- 
chested,  square-shouldered,  and  husky  with  an 
unusually  erect  posture,  which  he  always  at- 
tributed to  his  training  at  the  Missoirri  Military 
Academy. 

George  Lingenfelter  was  a soft-spoken,  warm 
hearted,  friendly  man  who  loved  life  and  people. 
He  was  devoted  to  his  family,  his  profession  and 
his  country.  George  loved  to  entertain  his  friends 
in  his  home  on  Marion  Street  and  at  the  Denver 
Country  Club  and  was  a friendly  and  gracious 
host. 

I am  sure  that  his  many  friends  throughout  our 
Rocky  Moimtain  area  share  my  sense  of  loss  now 
that  George  is  no  longer  with  us.  He  was  a man 
of  simple  dignity  and  integrity,  modest  and  un- 
assuming, gentle  and  kind,  open-handed  and  open- 
hearted.  He  possessed  to  a very  high  degree  the 
gift  of  friendliness.  He  was,  indeed,  “a  man  for 
all  seasons,”  but  above  and  beyond  all  this,  he  was 
a good  companion  and  a loyal  friend. 

— Bradford  Murphy,  M.D. 
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Dr.  Donald  Dean  Gillespie  died  suddenly  and 
unexpectedly  in  his  home  in  Littleton,  Colorado, 
on  Monday,  August  28,  1967. 

Dr.  Gillespie  was  bom  on  March  21,  1931,  in 
Wabash,  Indiana.  He  attended  Phoenix  College 
and  the  Tulane  School  of  Medicine  in  New  Orleans, 
where  he  graduated  with  an  M.D.  degree  in  1956. 
He  interned  at  the  Presbyterian  Hospital  in  Den- 
ver, and  was  a resident  in  Children’s  Hospital  in 
Denver  and  Colorado  General  Hospital. 

Dr.  Gillespie  was  a Diplomate  of  the  American 
Board  of  Pediatrics,  a member  of  the  American 
Academy  of  Pediatrics,  and  the  Rocky  Mountain 
Pediatrics  Society.  He  was  also  a member  of  the 
Colorado  Medical  Society  and  the  American  Medi- 
cal Association.  He  served  in  the  U.S.A.F.  from 
1958-1961.  He  established  himself  in  the  private 
practice  of  pediatrics  in  Littleton  in  1963.  He  was 
a member  of  the  staff  of  Colorado  General  Hos- 
pital, Children’s  Hospital,  Porter  Memorial  Hos- 
pital, Swedish  Hospital,  St.  Luke’s  Hospital,  and 
the  Presbyterian  Hospital. 

He  is  survived  by  his  widow  and  two  daughters, 
Diane  and  Andrea  Gillespie  of  Littleton,  his 
mother,  Mrs.  Paul  Gillespie  of  Phoenix,  Arizona, 
and  his  grandmother,  Mrs.  Charles  Gillespie  of 
Wabash,  Indiana. 


Dr.  John  Robert  Evans  died  Tuesday  morning, 
August  22,  in  St.  Luke’s  Hospital  following  a brief 
illness.  Dr.  Evans  was  bom  in  Racine,  Wisconsin, 
on  Febmary  6,  1898.  He  received  his  primary 
education  in  the  Wisconsin  public  schools.  He 
graduated  with  a Bachelor  of  Science  Degree  from 
Lawrence  College  and  later  attended  the  Uni- 
versity of  Chicago  Medical  School,  where  he  was 
awarded  an  M.D.  degree  in  1928. 

Following  graduation  he  served  an  internship 
in  St.  Luke’s  Hospital  in  Denver  and  then  entered 
into  private  practice  of  medicine  at  Simrise,  Wyo- 
ming. In  1930  he  moved  to  Denver,  where  he 
specialized  in  obstetrics  and  gynecology.  He  retired 
from  practice  in  1964,  and  moved  to  Parker,  Colo- 
rado. 

Dr.  Evans  had  one  of  the  finest  rare  book 
collections  in  the  Denver  area.  He  was  a life 
member  of  the  Associates  of  the  Rare  Book  Room 
at  the  University  of  Colorado.  He  was  also  a past 
director  of  the  Denver  Medical  Society’s  library 
and  continued  on  as  a consultant  to  the  Denver 
Medical  Library  until  the  time  of  his  retirement. 

Dr.  Evans  was  a member  of  the  Denver  Medi- 
cal Society,  the  Colorado  Medical  Society,  and  the 
American  Medical  Association.  He  was  also  a 
member  of  the  International  College  of  Surgeons. 


In  addition  to  his  widow,  Thelma,  Dr.  Evans 
is  survived  by  a son,  Dr.  John  R.  Evans,  Jr.,  of 
Gk>lden,  Colorado,  two  brothers.  Dr.  Albert  E. 
Evans  of  Denver,  and  Lewellyn  C.  Evans  of  La- 
Grange,  Illinois;  two  sisters,  Mrs.  Eleanor  A. 
Evans,  and  Mrs.  Sarah  Owens,  both  of  Racine,  Wis- 
consin, and  three  grandchildren. 


Montana 

William  Edward  Kane,  M.D.,  Butte,  Montana, 
died  on  June  5,  1967.  Dr.  Kane  was  bom  in  Butte 
on  February  25,  1925.  He  received  his  M.D.  degree 
from  Creighton  University  School  of  Medicine  in 
1953  and  upon  completion  of  his  internship  and 
residency  training  engaged  in  the  general  practice 
of  medicine  in  Butte.  He  was  particularly  active 
in  medical  and  community  affairs.  He  was  the 
first  president  and  chief  of  staff  of  Silver  Bow 
General  Hospital,  a founder  of  the  Mary  E.  Swift 
Tumor  Clinic  and  Registry  and  its  first  chairman, 
and  had  served  as  president  and  chief  of  staff  of 
St.  James  Community  Hospital.  Dr.  Kane  also 
served  as  Silver  Bow  County  health  officer  and 
was  very  active  in  the  affairs  of  the  Silver  Bow 
County  Medical  Society. 


Harold  Schwartz,  M.D.,  Butte,  Montana,  died  in 
a Missoula  hospital  on  July  7,  1967.  Dr.  Schwartz 
was  bom  in  Three  Rivers,  Michigan,  on  September 
28,  1889.  He  received  his  M.D.  degree  from  the 
University  of  Michigan  Medical  School  in  1911, 
after  which  he  moved  to  Butte  to  engage  in  the 
general  practice  of  medicine.  Dr.  Schwartz  was 
active  in  community  affairs  and  had  served  as 
president  of  the  Silver  Bow  County  chapter  of 
the  American  Cancer  Society. 


John  Benedict  Frisbee,  M.D.,  died  in  Napa, 
California,  on  July  19,  1967.  Dr.  Frisbee  was  bom 
December  2,  1876,  in  Ellington,  New  York.  He 
received  his  M.D.  degree  from  the  University  of 
Buffalo  School  of  Medicine  in  1901.  Shortly  there- 
after he  moved  to  Butte  to  engage  in  the  practice 
of  medicine.  Dr.  Frisbee  was  a member  of  the 
staff  of  St.  James  Hospital  for  more  than  fifty 
years.  He  was  the  foimder  of  the  first  x-ray 
laboratory  at  the  hospital  and  served  as  its  first 
technician. 


Hazel  Freed,  M.D.,  Lewistown,  Montana,  died 
on  August  13,  1967.  Dr.  Freed  was  bom  Novem- 
ber 29,  1885,  in  Wilmont,  Ohio.  She  received 
her  M.D.  degree  from  the  University  of  Colorado 
School  of  Medicine  in  1917  and  immediately  there- 
after began  the  practice  of  medicine  in  Montana. 
She  established  a practice  in  Grass  Range  in  1917 
and  moved  to  Stanford  in  1937.  Upon  her  retire- 
ment in  1957,  she  moved  to  Lewistown.  Dr.  Freed 
served  as  health  officer  of  Judith  Basin  County 
for  many  years  and  was  very  active  in  the  affairs 
of  that  community. 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


In  six  published  studies^'®  detailed  re- 
sults are  given  on  the  use  of  Lomotil  in 
111  patients  with  chronic  ulcerative 
colitis.  They  show  that  Lomotil  gave 
satisfactory  to  “excellent”  control  of 
diarrhea  in  more  than  two-thirds  of 
these  patients.  As  the  disorder  ad- 
vances and  destroys  bowel  muscu- 
lature, the  motility-lowering  action  of 
Lomotil,  understandably,  has  less 
effect. 

The  successful  use  of  Lomotil  in  a 
disorder  as  exceedingly  difficult  to 
treat  as  moderate  ulcerative  colitis  em- 
phasizes again  its  unsurpassed  anti- 
diarrheal  effectiveness  in  these  more 
common  conditions : 

• Gastroenteritis  • Acute  infections 

• Spastic  colon  • Drug  induced  diarrhea 

• Functional  hypermotility 

For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 
Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea  is 
controlled,  are : 

Children:  Total  Daily  Dosage 
3-6  mo.. . Vz  tsp.*t.i.d.(3  mg.)  i 1 1 
6-12  mo.  .'/z  tsp.  q.i.d.  (4  mg.)  | | | | 

1- 2  yr.. . .Vz  tsp.  5 times  daily  (5  mg.)  1 i | I | 

2- 5  yr.. . . 1 tsp.  t.i.d.(6  mg.)  i | | 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.. . 1 tsp.  5 times  daily  (10  mg.)  11111 

AduitS;  2 tsp.  5 times  daily  (20  mg.)  H H H H H 
or  2 tablets  q.i.d.  bb  bb  bb  bb 

*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  initial  daily  dosage. 

Precautions:  Lomotil  is  a federally  exempt 
narcotic  preparation  of  very  low  addictive 
potential.  Recommended  dosages  should  not 
be  exceeded,  and  medication  should  he  kept 
out  of  reach  of  children.  Should  accidental 
overdosage  occur  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy  or 
coma,  hypotonic  reflexes,  nystagmus,  pin- 
point pupils  and  tachycardia.  Lomotil  should 
be  used  with  caution  in  patients  with  im- 
paired liver  function  or  those  taking  addict- 
ing drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are  gas- 
trointestinal irritation,  sedation,  dizziness, 
cutaneous  manifestations,  restlessness,  in- 
somnia, numbness  of  the  extremities,  head- 
ache, blurring  of  vision,  swelling  of  the 
gums,  euphoria,  depression  and  general 
malaise. 


tablets/liquid 

controls  diarrhea 


even  in  ulcerative  colitis... 

characterized  by: 

— diarrhea,  cramps,  tenesmus 

— bloody,  mucoid,  purulent  stools 


1.  Barowsky,  ]H.,  and  Schwartz,  S.  A.:  J.A.M.A.  I80;1058-1061 
(June  23)  1962.  2.  Cayer,  D.,  and  Sohmer,  M.  F.:  N.  Carolina 
Med.  J.  22;600-604  (Dec.)  1961.  3.  Hock,  C.  W.:  J.  Med.  Ass. 
Georgia  50;485-488  (Oct.)  1961.  4.  Van  Derstappen,  G.,  and  Van- 
denbroucke,  G.:  Med.  Klin.  S6;962-964  (June  2)  1961.  5.  Merlo, 
M.,  and  Brown,  C.  H.:  Amer.  J.  Gastroent.  34:625-630  (Dec.)  1960. 
6.  Weingarten,  B.;  Weiss,  J.,  and  Simon,  M.:  Amer.  J.  Gastroent. 
35:628-633  (June)  1961. 
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V. 


PRACTrCE  OPPORTUNITIES 
IN  COLORADO 

General  Prociiiioners  (solo  practice) 

BASALT,  COLORADO 

Contact  Mr.  Byron  Lewis 
Route  #1 

Carbondale,  Colorado  81623 

COLLBRAN,  COLORADO 

Contact  Henry  H.  Zeigel,  M.D. 

Plateau  Valley  Congregational  Hospital 
Collbran,  Colorado  81624 


Prestige  Address 
and  Patient  Parking 

If  you  are  considering  a new  loca- 
tion for  your  office  . . . look  up. 

Look  up  to  Brooks  Towers. 

Brooks  Towers  offers  you  the  finest 
in  Medical  and  Dental  office  facilities 
. . . in  the  very  heart  of  downtown 
Denver. 

The  tallest  building  in  Colorado  for 
residential  use  has  prime  space  for 
professional  office  locations. 

Your  Brooks  Towers  lease  will  be 
amid  1,000  residents  and  other  com- 
patible offices  and  businesses. 

For  leasing  information  and  a tour 
of  the  facilities  contact  Chat  Patterson 
255-8337. 


downtown  fias  everft/Pini... 


15th  & Curtis  • Denver 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


PICKER  X-RAY  ROCKY  MOUNTAIN,  INC. 

3890  ELM  STREET  — TEL.  388-5731  — DENVER,  COLORADO  80207 


Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Saif  Lake  City,  Ufah 
21  Kensington  Street,  485-8262 


Medical  X-Ray  Equipment 
Accessories  & Film 


Albuquerque,  New  Mexico  Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288  Nuclear  Instrumentation 
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propessionaO 
BUSINESS 

consultants 


MEMBER  FIRM 


We’re  enthusiastic  when  it 
comes  to  solving  your 
practice  management  problems 

Enthusiasm  is  a result  of  self  confidence  . . . and 
our  self  confidence  in  problem  solving  in  practice 
management  stems  from  over  22  years  experience 
of  serving  more  than  2000  clients  in  the  Medical 
and  Dental  Professions. 

The  Professional  Management  Midwest  repre- 
sentative in  your  area  has  the  wide  training  and 
experience  to  provide  you  with  the  expert  counsel- 
ing in  all  phases  of  profitable  practice  manage- 
ment and  personal  financial  planning. 

Indeed,  it  will  be  worth  your  investment  of  time 
to  ask  the  PMM  representative  in  your  area  how 
you  can  solve  the  frustrating  problems  of 
RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  and  COLLEC- 
TIONS, FEES,  PERSONNEL,  PARTNERSHIPS, 
MEDICARE  and  PATIENT  RELATIONS. 

Call  him  today. 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11635  West  28th  Place 

Phone:  623-3053 

Denver,  Colorado  80215  1-4-7-68 


Speer  at  Acoma  • Denver  * 534-0631 


r Discriminating  Doctors 
everywhere  specify 

STEEL-CASE 

Custom  Line 
Office  Furniture 

Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  In  soon  — or  phone  and  our  representative  will  call 


PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

• 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc.  Seso  voigt  jr 

1830  CURTIS  DENVER  534-4257 
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WANT  ADS 


GE  MAXICON  X-RAY  200MA  spot  film  motorized  table 
fluoroscope,  stainless  steel  developing  tank  with  automatic 
controls,  dryer,  film  storage,  pass  box;  4-panel  illuminator, 
$4,500  complete.  Call  442-5345  or  write  Dr.  C.  O.  Roberts, 
1760  Sunset  Blvd.,  Boulder,  Colorado  80302  8-1-5 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-11-TFB 


NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,000  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
466-1718.  1-3-TFB 


OTOLARYNGOLOGIST,  Board  Certified  or  Board  Eligible  for 
Veterans  Administration  Hospital,  Albuquerque,  New  Mexico. 
Salary  based  on  qualifications,  could  range  from  $15,106  to 
$20,585.  This  is  a general  medical  550  bed  hospital  with  ap- 
proved residency  programs  and  an  expanded  research  program. 
It  is  fuUy  affiliated  with  the  four  year  medical  school  of  the 
University  of  New  Mexico.  Albuquerque,  with  a population  of 
over  300,000,  is  in  a semi-arid  area  at  an  altitude  of  5,000  feet. 
Apply  to  Chief  of  Staff,  Veterans  Administration  Hospital, 
Albuquerque,  New  Mexico  87108.  9-2-2B 


MEDICAL  HEALTH  OFFICER— for  Puebto  City-Coimty  Health 
Department.  Headquarters — Pueblo,  Colorado.  Starting  salary 
$18,500,  plus  moving  expenses  up  to  $1,500.  Position  requires 
M.P.H.  Contact  Dalton  Roberts,  Administrative  Officer,  Colo- 
rado State  Department  of  Public  Health,  4210  E.  11th  Avenue, 
Denver,  Colo.  80220.  9-3-2B 


MEDICAL  DIRECTOR — for  Children  and  Youth  Project.  South- 
Centred  Colorado.  Headquarters  either  Walsenburg  or  Trini- 
dad, Colorado.  Salary  $18,000.  Position  is  under  State  CivU 
Service  and  requires  M.D.  and  eligibility  for  licensure  in 
Colorado.  Contact  Dalton  Roberts,  Administrative  Officer, 
Colorado  State  Department  of  Public  Health,  4210  E.  11th 
Avenue,  Denver,  Colo.  80220.  9-4-2B 


RADIOLOGIST  NEEDED  for  private  hospital  staff.  New  70-bed 
general  hospital.  New  x-ray  equipment  with  image  intensi- 
fier.  Income  first  year  $40,000.  This  is  a wonderful  opportunity. 
Please  contact  for  complete  details.  Don  Stuart,  Administrator; 
Medical  Center  Hospital,  Inc.;  Duncan,  Oklahoma.  Telephone 
Area  Code  405-  AL5-6240.  • 9-6-3B 


GENERAL  SURGEON  wanted  by  ten  man  specialty  group 
serving  southeastern  Montana  and  the  western  Dakotas.  Two 
surgeons  in  department.  First  year  salary  $24,000.  Partnership 
interest  after  first  year.  Excellent  potential.  Garberson  Clinic, 
Miles  City,  Montana.  9-10-2B 


INTERNIST,  GENERAL  SURGEON  AND  GP  to  join  5-man 
well  established  group  in  Lander,  Wyoming.  Minutes  from 
beautiful  Rocky  Mountains,  that  provide  excellent  hunting, 
fishing  and  recreational  activities.  Nearby  Grand  Teton  and 
Yellowstone  National  Parks.  First  year  salary  with  early  part- 
nership. X-ray,  EKG,  Lab,  etc.  Hospital  fully  accredited. 
Contact:  Dale  Smith,  Business  Manager,  Lander  Medical  Clinic, 
(307)  332-2941.  Address:  550  West  Main.  10-10-TFB 


FOR  SALE— 14  LOTS  at  2133  South  Depew  Street,  Denver. 

Zoned  R-4;  ideal  for  medical  clinic,  nursing  home  or  apart- 
ment building.  Call  Mike  Gibas,  733-9126.  Cline  and  Hardesty, 
809  E.  Colfax  Avenue,  Denver,  534-0667.  ^ 10-9-lB 


FOR  RENT — Fast  growing  Evergreen,  Colorado  (15,000  popula- 
tion) Main  Street;  Suite  of  five  rooms,  plus  reception  room, 
designed  for  Doctor,  above  Pharmacy.  Just  vacated  by  M.D. 
after  six  years.  WiU  lease.  Bill  Ackerman,  Box  935,  Evergreen, 
Colorado  80439.  Phone  674-4107.  10-7-3B 


WANTED:  GENERAL  PRACTITIONER  to  work  with  me  on 
a 50-50  basis  for  maximum  of  two  years.  I want  to  retire 
at  the  end  of  that  time.  No  investment  required  for  two  years. 
Located  in  Wyoming,  town  of  6,000  in  the  center  of  ranching 
and  oil  country.  Modem  new  office  building  and  half  block 
from  new  35-bed  hospital.  Practice  grossed  $70,000  last  year. 
Reply  to  Box  10-8-1,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Avenue,  Denver,  Colorado  80218.  10-8-1 


EXCLUSIVELY 


For  the  medical  and  dental  professions 

Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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A ONCE  IN  A LIFE-TIME  OFFER  for  general  Surgeon  and 
practitioner  to  associate  with  the  only  M.D.  in  small  town. 
Step  into  a ready-made  practice.  New  25-bed  hospital  available. 
Income  depends  on  individual.  Will  show  income  records  for 
previous  years.  Contact  C.  Paul  Austin,  M.D.,  c/o  Austin 
Clinic,  201  South  Main  St.,  Lordsburg,  New  Mexico  88045. 
Telephone  542-3731  (505).  10-6-2 


OPPORTUNITY:  General  Practitioner,  well  established  group, 
six  doctors  with  rapidly  expanding  practice.  Modem  Clinic, 
complete  X-ray  and  Laboratory  facilities,  immediate  access  to 
accredited  hospital.  Located  in  rapid  growth  area.  Southern 
Nevada,  11  miles  from  Las  Vegas.  Generous  salary,  fringe 
benefits  including  study  leave,  acceptance  into  partnership  in 
2 years.  Contact  Perry  Williams,  Henderson  Clinic,  67  Lake 
Mead  Drive,  Henderson,  Nevada.  10-5-3B 
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Company  with  approximately  3,000  employees,  located  north 
of  Denver.  Applicants  should  have  General  Practice  back- 
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Unexcelled  performance  with  immatched  safety  for  the  family. 
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Himting,  fishing,  skiing.  Financial  arrangements  open.  Claude 
M.  Belcourt,  M.D.,  Frank  E.  Roberts,  M.D.,  890  Mill  Street, 
Reno,  Nevada  89502.  10-1-1 
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Income  Protection  plan  ...  a plan  that  can 
provide  you  with  up  to  $800.00  a month  when 
you're  sick  or  hurt  and  can't  practice  your  pro- 
fession. 


Fully  approved  and  endorsed  by  your  Society,  this 
plan  is  available  to  you  at  LOW  Association  Group 
Rates — which  means  substantial  savings  in  cost 
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Dilantiir 

(diphenylhydantoin) 

PARKEDAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  In  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  v/lll  prevent  or  greatly  reduce  the  incidence 
end  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
Is  advisable.  Nystagmus  In  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS;  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy.  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
Infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  46232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 
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COVER  PICTURE 


The  painting  on  our  front  cover,  which  is  printed  with  permission  of  the  Montana  Historical 
Society,  is  entitled,  “Indian  Hunters’  Return.”  It  was  painted  in  1900  by  Charles  M.  Russell.  This 
important  painting  depicts  the  pleasure  and  gratitude  when  freshly-killed  buffalo  comes  into  the 
winter  camp  of  the  Plains  Indians.  It  is  not  only  very  authentic,  but  it  has  an  emotional  and  aes- 
thetic impact  that  readily  illustrates  Russell’s  love  for  his  red  brothers. 

Charles  Marion  Russell  was  born  in  St.  Louis,  Missouri,  on  March  19,  1864.  a member  of  a 
prosperous  family  whose  manufacturing  business  promised  a secure  financial  future.  But  from  early 
boyhood,  young  Charles  showed  a streak  of  nonconformity,  preferring  to  mold  figures  of  clay, 
draw  pictures,  and  wander  down  to  the  waterfront  of  Si.  Louis  to  dream  and  talk  with  the 
adventurers  who  had  been  to  the  western  frontier. 

By  the  time  he  was  13  years  old,  Russell  had  his  dream  firmly  in  mind.  In  spite  of  family  efforts 
to  dissuade  him,  he  finally  ventured  to  Montana  by  railroad  and  stage  in  the  company  of  Pike 
Miller,  a family  friend. 

It  was  in  March,  1880,  just  short  of  his  16th  birthday,  that  the  boy  and  his  older  companion 
rolled  into  Helena,  the  roaring  mining  town  on  Last  Chance  Gulch.  The  scene  that  met  his  eyes 
only  solidified  Russell’s  wish  to  stay  in  this  territory  which  still  had  a total  of  less  than  40,000 
people. 

Almost  at  once,  young  Russell  cast  his  lot  with  Jake  Hoover,  a hunter  and  trapper,  wise  in  the 
ways  of  the  West.  In  the  next  two  years,  Russell  learned  much  about  the  country.  Two  years  later, 
by  now  known  as  “Kid”  Russell,  the  youngster  hired  out  as  a night  wrangler  at  Billings  and 
joined  an  outfit  that  trailed  1.000  cattle  into  the  Judith  Basin.  Then  came  jobs  with  other  cow 
outfits.  In  the  winter  of  1886-87  he  painted  his  famous  postcard-size  “Waiting  for  a Chinook,” 
informing  Stadler  and  Kaufman  of  Helena  that  the  tragic  hard  winter  which  marked  the  decline 
of  open  range  ranching  had  wiped  out  their  herd  of  5.000  Bar-R  cattle. 

In  1888,  the  young  wrangler  (he  never  claimed  to  be  a lop  hand)  rode  into  Canada  to  live  with 
the  Blood  Indians.  His  nimble  fingers  were  more  and  more  active  depicting  what  he  saw  and 
experience  with  both  brush  and  clay.  When  he  returned  to  the  Judith  Basin  in  1889  he  found  the 
range  filling  with  homesteaders,  towns  and  the  inevitable  confinements  of  growth  and  sophistication. 
Vainly  looking  for  open  range,  Russell  moved  to  the  Milk  River  area  just  south  of  Canada.  He  came 
to  Great  Falls  in  1892,  to  live  thereafter  as  an  artist,  although  it  was  tough  going  for  several  years. 

It  was  in  1896  that  Russell  married  Nancy  Cooper,  who  became  his  business  manager  and  who 
is  credited  with  encouraging  him  as  a serious  artist  and  demanding  and  getting  good  prices  (“dead 
man’s  prices,”  Russell  said)  for  his  work.  The  artist  built  his  log  studio  in  Great  Falls  in  1903  and 
soon  his  services  as  an  illustrator  of  magazine  articles  and  books  were  in  demand,  and  his  other 
work  was  creating  in  the  art  world. 

In  1926,  Russell’s  health  began  to  fail  and  he  went  to  Rochester.  Minn.,  for  a goiter  operation. 
His  recovery  did  not  come  as  expected  and  he  died  in  Great  Falls  on  October  24.  1926.  People 
from  all  walks  of  life,  including  his  beloved  old  cowboy  and  Indian  friends,  wept  on  the  streets 
of  Great  Falls  as  his  saddle  horse  and  funeral  cortege,  unmechanized,  passed  down  the  street. 

Many  of  Russell’s  major  works  are  in  the  permanent  collection  of  the  Historical  Society  of 
Montana,  in  Helena. 

For  information  on  how  you  may  obtain  a quality  reproduction  of  the  “Indian  Hunters'  Return.” 
see  the  editorial  on  page  38. 
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From  a continuing  study  on  nasal  congestion... 
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timed  to  work 
while  your  patient  does 


A study  being  conducted  by  the  Department  of 
Otolaryngology,  Greater  Baltimore  Medical  Center  is 
stockpiling  evidence  that  points  to  the  fast  action  and 
prolonged  relief  effected  by  Triaminic  in  the  treat- 
ment of  nasal  congestion. 


and  measured  their  response  to  recommended  doses 
of  Triaminic  tablets. 

Timed  to  release  its  oral  nasal  decongestant  and  two 
antihistamines  within  8 hours,  Triaminic  was  found  to 
effect  partial  or  complete  relief  in  better  than  82%  of 
the  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


Begun  in  March  1966,  the  study  to  date  has  encom- 
passed 85  patients  with  common  nasal  disorders— 

It’s  a comforting  thing  to  know  that  Triaminic  really  works. 


Triaminic 


timed-release  tablets 
Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride 50mg.  Pyrilamine  maleate 25mg.  Pheniramine  maleate 25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 
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To  the  Editor: 


September  13,  1967 

To  the  Editor: 

At  the  request  of  colleagues  on  the  Public 
Health  Coiincil  and  others,  I am  sending  you  a 
copy  of  a description  of  an  Antabuse  Administra- 
tion Program  which  has  the  finest  endorsement 
possible,  for  after  a ten  year  period  it  has  been 
determined  that  IT  WORKS. 

It  will  be  noted  that  the  method  of  administra- 
tion, the  dosage  and  the  lack  of  consideration  of 
relative  contraindications  is  not  in  keeping  with 
current  recommendations  of  the  PDR,  but  we  are 
working  with  Ayerst  Laboratories  in  an  attempt 
to  revise  the  “stuffer”  to  delete  the  multiplicity 
of  “contraindications”  which  have  not  proved  to 
be  valid  in  our  long  experience  with  the  dosages 
indicated. 

Currently  our  local  Municipal  Court  is  extend- 
ing this  program,  in  which  patients  are  evaluated 
by  their  physician  and  a prescription  for  Antabuse 
is  written.  The  drug  is  administered  imder  the 
stem  scrutiny  of  the  officers  of  the  Municipal 
Court  for  those  alcohoUc  patients  who  have  come 
into  a probationary  status  with  the  Court  as  a 
result  of  the  social  difficulties  related  to  their 
alcoholism. 

As  a result  of  informal  and  personal  communi- 
cations, numerous  private  physicians  and  clinics 
have  instituted  programs  based  upon  our  experi- 
ence, and  their  success  has  been  directly  related 
to  the  vigor  with  which  they  have  insisted  upon 
the  patient’s  adherence  to  the  program. 

It  is  hoped  that  the  publication  of  this  brief 
informal  description  may  serve  as  a basis  for  a 
general  extension  of  similar  programs  and  perhaps 
refinements,  which  may  serve  as  an  effective 
method  of  control  of  this  very  serious  public 
health  malady,  chronic  alcoholism. 

The  text  of  the  program  description,  originally 
written  in  1963,  follows  in  the  Colorado  Section 
of  this  issue  of  the  R.M.M.J. 

R.  L.  Conde,  M.D. 

Associate  Psychiatrist, 

Emory  John  Brady  Hospital, 
Colorado  Springs,  Colorado. 


This  is  to  thank  you  for  the  printing  and  the 
understanding  and  generous  comment  on  the  ar- 
ticle published  in  the  Denver  Post,  April  1,  1967. 

The  response  to  the  article  has  been  almost 
unbelievable,  with  reprints  in  the  National  Ob- 
server, the  Suburban  Express  and  Reporter  of 
Natick,  Mass.,  and,  most  valued  of  all,  in  your  fine 
journal.  I am  told  it  was  printed  again  in  a Chicago 
paper.  There  are  letters  from  six  states,  and  many, 
many  telephone  calls.  Dr.  Charles  Smith  sent  me 
the  editorial  from  the  June  issue.  Mrs.  Horace 
Campbell  gave  me  the  name  of  the  printing  com- 
pany, and  the  printing  company  gave  me  the 
address  of  your  office.  They  told  me  to  ask  for 
Pauline,  who  sent  me  a copy  of  the  Jrme  issue. 

From  your  comment  on  the  article;  from  the 
carefully  written  article  on  emasculation  by  Dr. 
Horace  Campbell  in  the  Jime  issue;  from  the 
accepted  use  of  the  contraceptive  pill,  and  other 
devices;  from  the  relaxed  abortion  laws,  I begin 
to  have  hope  for  our  civilization.  Whether,  in  the 
years  to  come,  it  is  white  or  black,  or  any  shades 
in  between  need  not  make  too  much  difference, 
but  whether  we  have  a healthy,  normal,  mental 
and  physical  civilization  does  matter.  The  family 
of  man  will  continue,  no  doubt,  but  our  place  in  it, 
I sometimes  question.  It  brings  me  to  a sense  of 
the  amazing  and  terrible  responsibility  of  the  medi- 
cal profession. 

We  trust  you — oh,  how  we  trust  you — with  our 
own  lives  and,  in  consequence,  are  obliged  to  trust 
you  with  the  lives  of  future  generations.  Some- 
times it  seems  that  too  much  emphasis  has  been 
put  on  science,  on  the  scientific  effort  to  prolong 
life.  One  visit  to  the  small  child  department  at 
Ridge  Home  will  justify  that  statement.  A visit 
to  any  nursing  home,  other  than  the  swank- 
moneyed  homes,  covers  another  angle.  It  has  been 
my  good  fortune  to  know  only  good  doctors,  won- 
derful men  whose  place  in  our  lives  has  a much 
firmer  foundation  than  our  prayers  for  super- 
natural help. 

But  where  does  this  put  the  good  doctor?  It 
seems  to  me  it  should  be  the  duty  of  the  honest 
men  of  the  profession  to  see  us  out  decently  and 
with  self-respect.  Because  we  do  not  accept  this 
premise,  that  we  deny  that  privilege  to  our  faithful 
friend,  is  the  reason  for  my  plea  for  one  more  pill 
for  a safe,  sane,  sure  release.  Not  many  would 
use  it,  but  the  number  who  have  said,  “When  you 
find  the  pill,  do  remember  me,”  would  warrant 
its  production.  It  does  seem  that  you  should  know 
and  trust  the  ones  of  us  who  are  old  enough  and 
still  in  our  right  minds,  to  know  when  the  day  is 
over.  At  81  I am  still  interested  enough  to  be 
anxious  to  know  the  outcome  of  the  next  election, 
and  to  see  the  aspen  flame  again. 

There  is  so  much  more  to  be  said,  and  81 
grows  late. 

Sincerely, 

Elsie  Miller  Garman 
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Rocky  Mountain Medical  Journal 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.'’^  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


HGCI1^''A  very  valuable 
method  of  applying 
/ heat  at  home  is  a prolonged 
|.,  : S:-  hot  bath... 


, . , mim  i 


‘Boards  should  be  ordered  under 
the  mattress... these  boards  act 
by  immobilizing  the  spine...'"* 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  (lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  5CX)  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  (1 ).  Godfrey,  C.M.:  Applied  Therap.  8;950, 1966.  (2).  Gottschalk, 
L.A.:  GP  33:91,  1966.  (3).  Rowe,  M.I.:  J.  Occup.  Med.  2:219,  1960. 

(4).  Cozen,  L:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  14:23, 1963.  (6).  Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 
62:142, 1962.  (7).  Feuer,  S.G.,  ef  al.:  New  York  J.  Med.  62:1985, 1962. 


O Robaxin-75  O 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated* 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
‘‘...without  interfering  with  normal 
tone  and  movement."^  And  there 
is  little  likelihood  of  sedation.* 


AH'I^OBINS 


A.  H.  ROBINS  COMPANY 
RICHMOND,  VIRGINIA  23220 


(where  it  coi 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^-® 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.^’^  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^*® 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  1251 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone* 

Erythromycin 


701464 

Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone/the  most  active  oral  form  of  erythromycin 


Description : Ilosone  is  the  most  active  form  of 
oral  erythromycin  that  has  been  developed.  Be- 
cause it  is  stable  in  acid,  well  absorbed,  and 
excreted  in  lesser  amounts  in  the  bile,  it  pro- 
vides faster,  higher,  and  longer-lasting  levels  of 
antibacterial  activity  (ABA)  in  the  serum,  even 
when  taken  with  food,  than  do  comparable  doses 
of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections 
caused  by  micro-organisms  sensitive  to  its  ac- 
tion—especially  staphylococci,  hemolytic  strep- 
tococci, and  pneumococci. 

It  has  been  effective  in  streptococcus  infec- 
tions, particularly  acute  bacterial  pharyngitis 
and  tonsillitis;  staphylococcus  disease,  includ- 
ing soft-tissue  infections,  furunculosis,  ab- 
scesses, cellulitis,  carbuncles,  and  wound 
infections ; pneumococcus  pneumonia  and  acute 
bronchitis  with  pneumococci  on  culture,  bron- 
chopneumonia, and  otitis  media. 

In  serious  staphylococcus  infections,  eryth- 
romycin preparations  should  be  used  only  in 
combination  therapy  with  other  antimicrobial 
agents;  surgical  procedures  should  be  per- 
formed when  indicated,  and  large  doses  of  the 
antimicrobial  agents  should  be  employed. 

Penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  but  Ilosone  in  multiple  500-mg.  doses 
has  been  useful  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to 
susceptible  bacteria  in  patients  hypersensitive 
to  penicillin  or  other  antibiotics  may  be  con- 
sidered for  treatment  with  Ilosone. 

Contraindications : Known  history  of  sensitiv- 
ity to  this  drug;  preexisting  liver  disease  or 
dysfunction. 

Adverse  Reactions:  Hepatic  dysfunction  with 
or  without  clinical  jaundice  has  been  reported 
infrequently.  Changes  in  liver  function  tests 
indicative  of  intrahepatic  cholestasis  appear  to 
be  the  result  of  individual  idiosyncrasy.  Find- 
ings subsided  when  treatment  was  discontinued. 
Occasionally,  symptoms  simulated  extrahepatic 
obstructive  jaundice  or  the  colic  of  biliary  tract 
disease. 

When  jaundice  appeared  to  be  related  to  use 
of  the  drug,  laboratory  findings  were  character- 
ized by  increased  direct-reacting  bilirubin,  ele- 
vated alkaline  phosphatase  levels,  negative  or 
weakly  positive  cephalin  flocculation  and  thymol 
turbidity  tests,  elevated  serum  glutamic  oxala- 


cetic  transaminase  levels,  peripheral  eosino- 
philia,  and  normal  cholecystograms. 

Gastro-intestinal  disturbances  not  associated 
with  hepatic  effects  and  occasional  allergic 
manifestations  (urticaria,  skin  eruptions,  and, 
rarely,  anaphylaxis)  have  been  reported.  The 
normal  intestinal  gram-negative  bacterial  flora 
is  not  appreciably  altered  by  erythromycin 
drugs. 

Administration  and  Dosage:  Ilosone  is  admin- 
istered orally. 

Infants  and  children  under  twenty-five 
pounds,  5 mg.  per  pound  every  six  hours; 
twenty-five  to  fifty  pounds,  125  mg.  every  six 
hours.  Adults  and  children  over  fifty  pounds, 
250  mg.  every  six  hours. 

For  severe  infections,  double  the  dosage. 
When  larger  doses  are  indicated,  consider  par- 
enteral erythromycin  therapy.  In  beta-hemolytic 
streptococcus  infections,  maintain  treatment 
for  ten  days  to  prevent  rheumatic  fever  or 
glomerulonephritis. 

In  syphilis,  a total  of  20  to  30  Gm.  is  admin- 
istered in  divided  doses  for  ten  to  fifteen  days. 
Close  follow-up  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all 
stages  of  syphilis.  Examination  of  spinal  fluid 
is  recommended  during  follow-up. 

In  gonorrhea,  the  dosage  is  500  mg.  four 
times  a day  for  four  days.  Patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field 
examination  before  receiving  antibiotics  and 
monthly  serologic  tests  for  three  months.  For 
detailed  information,  consult  the  package 
literature. 

How  Supplied:  Pulvules®  Ilosone,  Capsules, 
N.F.,  125  mg.*  and  250  mg.* 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P., 
125  mg.*  per  5-cc.  teaspoonful, 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125 
mg.*  per  5-cc.  teaspoonful. 

Ilosone  Drops,  5 mg.*  per  drop. 

Tablets  Ilosone  Chewable,  N.E,  125  mg.* 

*Base  equivalent.  [080937] 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.. 
247:69,  1964.  2.  Griffith,  R.  S.,  and  Black,  H.  R.:  Antibiotics  & 
Chemother.,  12:398.  1962.  3.  Hirsch,  H.  A..  Pryles,  C.  V.,  and 
Finland,  M.:  Am.  J.  M.  Sc.,  259.198.  1960. 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company , Indianapolis,  Indiana 
i6206. 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

■;etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Iiulicciiions:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Conlraindi- 
caiions:  The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  H'lirnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinfie  for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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TTutdlicuie' 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 


FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions;  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 


DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 
Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethicat pharmaceuticats  since  1856 
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Butazolidin®,  phenylbutazone 
In  Acute  Superficial  Thrombophlebitis 

Contraindications:  Edema;  danger  of  car- 
diac decompensation;  history  or  symptoms 
of  peptic  ulcer;  renal,  hepatic  or  cardiac 
damage;  histoir  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should  not  be 
given  when  the  patient  is  senile  or  when 
other  potent  drugs  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  con- 
traindicated in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants 
are  given  simultaneously,  watch  for  ex- 
cessive increase  in  prothrombin  time. 
Instances  of  severe  bleeding  have  oc- 
curred. Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of  sulfo- 
nylurea, sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  great  caution 
in  the  first  trimester  of  pregnancy. 

Precautions:  Before  prescribing,  care- 
fully  select  patients,  avoiding  those  re- 
sponsive to  routine  measures  as  well  as 
contraindicated  patients.  Obtain  a de- 
tailed history  and  a complete  physical 
and  laboratory  examination,  including  a 
blood  courit.  The  patient  should  not  ex- 
ceed recommended  dosage,  should  be 
closely  supervised  and  should  be  warned 
to  discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or  mouth 
lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention); 
skin  reactions;  black  or  tarry  stools  or 
other  evidence  of  intestinal  hemorrhage 
occur.  Make  regular  blood  counts.  Dis- 
continue the  drug  immediately  and  insti- 
tute countermeasures  if  the  white  count 
changes  significantly,  granulocytes  de- 
crease, or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hyper- 
tensives. 

Adverse  Reactions:  The  most  common 
are  nausea,  edema  and  drug  rash.  Swell- 
ing of  the  ankles  or  face  may  be 
minimized  by  withholding  dietary  salt, 
reduction  in  dosage  or  use  of  diuretics. 
In  elderly  patients  and  in  those  with 
hypertension  the  drug  should  be  discon- 
tinued with  the  appearance  of  edema.  The 
drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic 
ulcer.  The  patient  should  be  instructed 
to  take  doses  immediately  before  or  after 
meals  or  with  milk  to  minimize  gastric 
upset.  Mild  drug  rashes  frequently  sub- 
side with  reduction  of  dosage.  However, 
rash  accompanied  by  fever  or  other  sys- 
temic reactions  usually  requires  with- 
holding medication.  Purpuric  rash  has 
also  been  reported.  Agranulocytosis,  ex- 
foliative dermatitis,  Stevens-Johnson  syn- 
drome, or  a generalized  allergic  reaction 
similar  to  serum  sickness  may  occur  and 
require  permanent  withdrawal  of  medica- 
tio.i.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
! have  been  reported.  While  not  definitely 
j attributable  to  the  drug,  a causal  relation- 
ship cannot  be  excluded.  Thrombocyto- 
penic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  reported, 
as  have  hyperglycemia,  hepatitis,  jaun- 
dice, and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red 
cell  count  due  to  hemodilution  may  occur. 

Dosage  in  Acute  Superficial  Thrombo- 

phlebitis: Initial:  6 capsules  or  tablets 
daily  in  divided  doses  for  2 or  3 days. 
Maintenance:  3 capsules  or  tablets  daily. 
Usual  duration  of  therapy  is  5 to  7 days 
(rarely  beyond  10  days).  6509-V(B)R2 

‘Stein,  I.D.:  Presented  at  the  American  Acad- 
emy of  General  Practice,  Dallas,  Sept.  1967. 

For  complete  details,  please  see  full 
prescribing  information. 


■ffiSee*® 


Acute  superficial  thrombophlebitis  before  treatment  After  5 days  of  Butazolidin  therapy 


In  acute  superficial  thrombophlebitis,  patients  were  usually  bedfast  for  2 to  4 weeks, 
tying  up  hospital  beds,  requiring  costly  nursing  care  and  time-consuming  procedures 
such  as  warm  soaks  and  packs. 

When  Butazolidin  was  added  to  the  usual  regimen,  960  of  1000  patients  obtained 
complete  resolution;  most  required  only  30  capsules  or  tablets;  relief  of  pain  and 
discomfort  and  regression  of  inflammatory  signs  and  fever  occurred  within  a few  days.* 

Side  effects  occurred  in  6%  of  the  1000  patients.  While  none  were  serious  or  long- 
lasting,  Butazolidin  can  produce  severe  side  effects  in  rare  instances.  Further,  not  every 
patient  can  take  Butazolidin.  Therefore,  select  patients  with  care  and  follow  them 
closely.  Contraindications,  Warning,  Precautions  and  Adverse  Reactions  are 
summarized  in  adjacent  column. 

Butazolidin  gets  bedfast  thrombophlebitics  out  of  bed,  fast.  Usual  duration  of  treatment 
is  5 to  7 days,  and  rarely  exceeds  10  days.  Try  it  and  see.  For  full  details,  please  refer 
to  the  complete  prescribing  information. 


Butazolidin®  alka 

Capsules; 

■ phenylbutazone,  100  mg.;  dried  aluminum  hydroxide 
gel,  100  mg.;  magnesium  trisilicate,  150  mg.;  hom- 
atropine  methylbromide,  1.25  mg. 

© 


Tablets  of  100  mg. 


Butazolidin 

phenylbutazone 


Geigy 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  ^ 


8eta-Hemi| 

Streptococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  W 
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Potassium  Phenoxymethyl  Penicillin 


Now  available;  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


{See  next  page  for  prescribing  information.) 


New 500 mg.  tablets .. . a more  convenient  way  to  give  high  doses 


Dgseription:  V-Cillin  K,  the  potassium  salt  of  V-Cillin® 
(phenoxymethy!  penicillin,  Lilly),  combines  acid  stability 
with  immediate  solubility  and  rapid  absorption.  Higher, 
more  rapid  serum  levels  are  obtained  than  with  equal 
oral  doses  of  penicillin  G. 

Indications:  Streptococcus,  pneumococcus,  and  gono- 
coccus infections;  infections  caused  by  sensitive  strains 
of  staphylococci;  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever,-  and  preven- 
tion of  bacterial  endocarditis  after  tonsillectomy  and 
tooth  extraction  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 
Warnings:  In  rare  instances,  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  con- 
trolled. This  type  of  reaction  appears  more  frequently  in 
patients  with  a history  of  sensitivity  reactions  to  penicillin 
or  with  bronchial  asthma  or  other  allergies.  Resuscitative 
drugs  should  be  readily  available.  These  include  epi- 
nephrine and  pressor  drugs  (as  well  as  oxygen  for 
inhalation)  for  immediate  allergic  manifestations  and 
antihistamines  and  corticosteroids  for  delayed  effects. 


Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a 
strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly 
with  high  parenteral  dosage  schedules,  frequent  eval- 
uation of  the  renal  and  hematopoietic  systems  is  rec- 
ommended. 

In  suspected  staphylococcus  infections,  proper  lab- 
oratory studies  (including  sensitivity  tests)  should  be 
performed. 

The  use  of  penicillin  may  be  associated  with  the  over- 
growth of  penicillin-insensitive  organisms.  In  such  cases, 
discontinue  administration  and  take  appropriate  measures. 
Adverse  Reactions:  Although  serious  allergic  reactions  ■ 
are  much  less  common  with  oral  penicillin  than  with  intra-  ? 
muscular  forms,  manifestations  of  penicillin  allergy  may  | 
occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses 
a significant  index  of  sensitization.  The  following  hyper- 
sensitivity reactions  have  been  reported.-  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  der- 
matitis,- urticaria,-  and  reactions  resembling  serum  sickness,  j 
including  chills,  fever,  edema,  arthralgia,  and  prostration. 
Severe  and  often  fatal  anaphylaxis  has  occurred  (see 
Warnings).  Hemolytic  anemia,  leukopenia,  thrombocy- 
topenia, and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral 
dosage. 

Administration  and  Dosage:  Usual  dosage  range, 

125  mg.  (200,000  units)  three  times  a day  to  500  mg. 
(800,000  units)  every  four  hours.  For  infants,  50  mg.  per 
Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions 
for  prophylaxis  of  streptococcus  infections,  surgery,  gon- 
orrhea, and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg. 
(200,000  units),  250  mg.  (400,000  units),  and  500  mg. 
(800,000  units). 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg. 
(200,000  units)  and  250  mg.  (400,000  units)  per  5 cc.  of  j 
solution  (approximately  one  teaspoonful).  [0425671 

Additional  information  available  to  ^ 

physicians  upon  request.  Eli  Lilly  and  j 

Company,  Indianapolis,  Indiana  46206.  I___— 


701449 


Hebe 

knew 

what  every 
doctor 
should 
know... 


"rieoe.  Cup-oearer  to  tne  Goas."  An  early  sieel  engraving. 


Hebe,  bless  her  heart  and  good  sense,  knew  that  wine  was  man's— and  the  gods' 
—first  medicine,  the  supreme  mild  tranquilizer  for  the  past  5,000  years  or  more. 

Hebe  served  her  wine  as  ambrosia  to  calm  the  jitters  of  Zeus,  Poseidon,  Hermes, 
and  other  early  executives,  including  her  husband  Hercules.  It  came  from  the 
classic  vine,  vitis  vinifera,  from  which  we  get  our  magic  in  California  today. 

What  about  you.  Doctor?  Do  you  use  the  wisdom  of  wine  to  aid  your  therapy 
in  many  types  of  cases?*  Let  us  prescribe  for  you  our  free  book,  "USES  OF  WINE 
IN  MEDICAL  PRACTICE:  A SUMMARY."  25  years  of  worldwide  medical  re- 
search is  yours  for  the  asking. 

And  your  wife?  Wouldn't  she  enjoy  our  very  latest  free  booklet,  "CALIFORNIA 
WINE  COOKERY  AND  DRINKS,"  designed  to  make  her  a veritable  Hebe  in 
your  home?  Write  us  today. 

Here's  to  you.  Doctor,  your  family  and  your  patients.  Happier  days  with  wine ! 

^Rx  WINE:  4 ounces  with  lunch  and  dinner  daily.  Wine 
stimulates  gastric  flow;  can  help  the  convalescing  pa- 
tient; can  aid  the  patient  lacking  appetite;  can  help  re- 
lieve anxiety;  can  help  patients  suffering  from  the 
malabsorption  syndrome;  helps  hospital  and  geriatric 
home  morale;  helps  to  make  meal-time  pleasant  and  re- 
laxing. 

Just  address  WINE  ADVISORY  BOARD,  717  Market  Street,  San  Fran- 
cisco 94103,  on  your  professional  letterhead.  You  will  receive,  free: 
"USES  OF  WINE  IN  MEDICAL  PRACTICE,"  (62  pp.),  and  "CALI- 
FORNIA WINE  COOKERY  AND  DRINKS." 

WINE  ADVISORY  BOARD,  DEPT.  C-2,  717  MARKET  STREET,  SAN  FRANCISCO  94103 
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The  high-output  shortwave 
therapy  machine  that  almost 

thinks  for  itself..  ■ automatic  tuner  (Servomat) 

maintains  selected  dosage  by  compensating  for  patient  movement... 
automatic  overload  protection... automatic  timer  and  switch-off... 
simple  push-button  control. ..no  interference  with  radio  or  TV... 


Siemens  Ultr^thOnH  608  T 

For  additional  information,  please  contact;  Dean  F.  Johnson,  Regional  I 
Technical  Representative,  Geigy  Pharmaceuticals,  2509  Kensington  Ave.  ^ 
Salt  Lake  City,  Utah  84108,  Phone:  (801)  Ingersol  7-8306 


A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It 
is  well-sustained  in  a plateau-like  effect—with 
little  reduction  for  the  first  12  hours,  and  de- 
cline thereafter  only  gradual. 


Potassium  loss,  by  contrast,  is  low.  It  reaches 
an  early  minor  peak,  then  subsides  rapidly. 
Moreover,  since  dosage  is  but  once  a day, 
there  is  but  one  daily  peak  of  potassium  loss. 
As  with  all  thiazides,  however,  dietary  potas- 
sium supplementation  should  also  be  con- 
sidered, especially  in  long  or  intensive  therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic  thera- 
peutic building  block  with  which  other  agents 
can  be  joined,  for  managing  your  more  re- 
sistant hypertensives. 

Once  a day,  every  day 

ENDURON* 

METHYCLOTHIAZIDE 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

iJ 

Qi 

33  3 

aoi 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is  de- 
1 serpidine  (Harmonyl®),  a purified  crystalline 
1 alkaloid  supplied  only  by  Abbott.  It  augments 
Enduron  with  its  own  antihypertensive  and 
tranquilizing  action. 

t Thus  the  combined  clinical  effect  of  these  two 
t therapeutic  building  blocks  in  Enduronyl  is 
greater  than  can  ordinarily  be  achieved  with 
either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths:  regular  and  Forte.  Both  provide  5 
mg.  of  Enduron.  The  variation  is  where  most 
helpful:  in  the  deserpidine.  The  tablets  are 
scored,  and  give  a surprisingly  wide  and 
economical  choice  of  once-a-day  doses  (see 
i below). 

I Choose  Enduronyl  for  your  patients  in  the 
I broad  range  of  mild  to  moderate  hypertension. 
Patient  acceptance  is  excellent! 

i Once  a day,  every  day 

lENDURONYi: 

I METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

' METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


i 


DAILY 

DOSAGE 

RANGE 

Minimum 

2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 

Usual 

OJ 

5 mg.  methyclothiazide 

0.25  mg.  deserpidine 

Intermediate 

■ "I  a 

: - ; hj 

7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 

Maximum 

u 

10  mg.  methyclothiazide 

0.5  mg.  deserpidine 

DAILY 

1 DOSAGE 

1 RANGE 

1 

J 

2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 

m 

5 mg.  methyclothiazide 

0.5  mg.  deserpidine 

» < 

01  J 

7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 

OJU 

10  mg.  methyclothiazide 

1 mg.  deserpidine 

See  Brief  Summary  on  final  page  of  advertisement. 
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Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance. ’'2 


In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied—all  were  moderate  to  severe  cases. 
Eutonyl  lowers  diastolic  in  proportion  to  sys- 
tolic, and  in  about  half  of  the  cases  studied, 
reductions  in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  some  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treatment 
for  moderate  to  severe  cases— and  one  that  will 
not  hamper  your  patient  with  lethargy  or  drow- 
siness while  on  treatment. 


Once  a day,  every  day 


EUTONYL! 

PARGYLINE  HYDROCHLORIDE 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg, 

1.  Brest,  A.  N.,  et  a!.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sc/.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

A significant  finding  in  clinical  trials  was  the 
drug’s  action  in  lowering  blood  pressure  to 
nearly  equal  levels  in  all  body  positions.  Total 
average  spread  between  standing  and  recum- 
bent readings  (after  treatment)  was  only  7/4 
mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
often  with  reduced  likelihood  of  orthostatic  ef- 
fects. (The  usual  precautions  against  rising 
suddenly,  of  course,  will  always  apply.)  And, 
because  of  the  thiazide  component,  Eutron 
may  be  used  in  the  presence  of  congestive 
heart  failure. 

Once  a day,  every  day 

EUTRON™ 

PMtIl  HWGiOIOFJ5  m. 

WIIH  ETHmOIHlfflE5K. 


Minimum 


Usual  starting 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyciothiazide 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyciothiazide 


37.5  mg.  pargyline  50  mg.  pargyline 

hydrochloride  and  7.5  mg.  ; hydrochloride  and  10  mg. 
methyciothiazide  ; methyciothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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ENDURON*  ENDURONYi: 

M[THVCL(irillA2IDE  Each  tablet  contains 

Methyclothiazide  5 mg.  with 

Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been:  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
("low-salt”  syndrome).  Reported  thiazide  reactions  in- 
clude: anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


EUTONYL* 


EUTRON™ 


PAKdlNE  nVDIIOCnEOIIIIIE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated; 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyidopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Va 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  su'rgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been:  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  ("low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  709075R 
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ROCKY  MOUNTAIN  CANCER  EXPOSITION 

Denver  Coliseum  • November  27— December  3, 1967 


William  R.  Nelson,  M.D. 
General  Chairman 


1756  Gilpin  St.,  Denver 
Phone  (303)  355-0872 


Subject: 

Date: 

PSace: 

Hours: 

Purpose 


Format: 

Admission : 
Preview: 


EDUCATIONAL  nonprofit  EXPOSITION  for  adults  and  students 
November  27-December  3,  1967 

Denver  Coliseum,  East  46th  Ave.  at  44th  Street,  Denver 

9:00  A.M.  to  9:00  P.M.  daily  — 1 :00  PM.  to  9:00  P.M.  Sat.  and  Sun. 

1)  To  provide  150,000  people  up-to-date  accurate  information  on  the 
DETECTION,  DIAGNOSIS,  TREATMENT  and  RESEARCH  of  disease  and 
the  REHABILITATION  of  patients  — focus:  cancer. 

2)  To  encourage  young  people  of  the  Rocky  Mountain  area  to  seek  CAREERS 
in  medicine  and  allied  professions. 

Over  87  exhibits  in  128  exhibit  booths  plus  a special  hospital  corridor  to 
interpret  the  people  and  facilities  of  the  medical  sciences  and  services.  Viewer 
participation  is  the  key  to  this  lasting  familiarization. 

Students  to  age  18  and  children  FREE.  Adults — $1.00.  Advance  ticket  sales. 

Physicians,  dentists  and  nurses  are  among  those  invited  to  the  free  opening 
night  invitation  preview  Sunday,  November  26,  7:30  P.M. 


Exhibits  will  include: 

— A Hospital  Corridor- — presenting  all  services  to  patients — 

Operating  Suite,  Intensive  Care  Unit,  Emergency  facilities,  Laboratory, 
Nuclear  Medicine  facilities,  Therapy  Units 

— -Dentistry — in  cancer  pathology,  treatment,  diagnosis,  research 
—Veterinarian  exhibits — live  animals — fish  and  bird  tumors 
— Nursing  service  exhibits 

— AMA’s  “Life  Begins”  and  “Transparent  Lady” 

— American  Cancer  Society’s  World  Fair  Exhibit 
— Laser  and  the  medical  sciences 
—Cybernation  and  health  services 
—Plant  tumors 
— -Research  exhibits 

Exhibitors  coming  from  Georgia,  New  York,  Illinois,  Ohio,  Minnesota,  Maryland,  Washington,  Oklahoma, 
Texas,  Missouri,  Colorado  and  other  states. 


CHARLES 

DICKENS' 


Obesity  Oddities 


OY  J®* 

in  Pickwick  Papers 


IS  THE  FIRST  RECORDED  CASE  OF 
OBESITY  WITH  NARCOLEPSY 

DP.  C.  SIDNEY  BURh/ElL  COINED  THE  , 
TEPM  "PICKWlcmN  SYNDROME" IN  1955 1 


t^^Cost  of 

AMBAR  EXTENTABS 

IS  APPROXIMATELY 
ONE- HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 

AN  IMPORTANT  FACTOR 
IN  LONG-TERM  THERAPY! 


RECORD  FOR  EATING 

DAKIN6 


WHO,  IN  1743, 
CONSUMED  384  LBS. 
OF  FOOD  IN 
SIX  DAYS.f 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. . .helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR2 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  robins  company, 

RICHMOND,  VA.  23220  ^ 


[ROBINS 


a snap  again, 
^hesaid 


(COMPLIMENTS  OF 
- DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate ) -—along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 


evening. 


Supplied:  Bottles  of  100  and  500. 


in  sinusitis,  colds,  U.R.L 

Diiiietapp^Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 

AH'I^OBINS 


{ 


.MPIRIN’^  COMPOUND  with  CODEINE  PHOSPHATE  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit  forming), 

Phenacetin  gr.  IVi,  Aspirin  gr.  SVi,  Caffeine  gr.  Vi. 

H Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 

Compound  with  Codeine  remains  unchallenged. 


ILI  BURROUGHS  WELLCOME  (Sl  CO.  (U.S.A.)  iNC.,Tuckahoe,  N.Y. 


Dear  Doctor: 


Wouldn’t  you  like  your  patients  to  learn  more 
about  the  contributions  made  by  the  world  of 
medicine  to  their  welfare?  So  that  they  can  better 
appreciate  the  efforts  of  the  health  team  to  keep 
them  in  good  health? 

To  tell  the  stories  of  medical  and  pharmaceu- 
tical advances  to  people  throughout  the  country, 
the  Pharmaceutical  Manufacturers  Association  is 
sponsoring  a unique  “magazine  within  a magazine.” 
It  is  called  Medicines  and  your  family  s health  and  the 
first  issue  appears  in  the  November  Reader’’ s Digest. 


We  would  like  to  send  you  50  free  reprints 
Medicines  and  your  family s health  for  use  in  yo 
reception  room.  Your  patients  will  find  the  articl 
in  this  issue  factual,  educational  and  of  immedia 
personal  interest. 

Just  fill  out  the  coupon  below  and  send  it  to  \ 


Order  Desk 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  St.,  N.W. 

Washington,  D.  C.  20005 

Gentiemen; 

Please  send  me  50  free  copies  of 
Medicines  and  your  Jamil/ s health. 

Name 


Street. 

City__ 


State. 


.Zip. 
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MEMBERSHIP 


DIRECTORY 


The  1 968  edition  of  the  Rocky  Mountain  Medical  Directory  will  be  sent  to 
all  active  members  in  the  six  Rocky  Mountain  states  in  March.  It  will 
feature  a complete  roster  of  the  six-state  membership  including  name, 
address,  phone  number,  specialty  and  type  of  practice. 

U)M  ipou  bn  E&jtiud  aahhsddi^? 

(Note  iMrticuiorly  chonge  in  specialty  symbols) 

The  Executive  Office  is  making  every  effort  to  update  the  1 967  edition  and 
assure  complete  accuracy  in  the  new  publication  based  upon  information 
brought  to  its  attention  since  February  1 , 1 967.  You  can  help  by  immediately 
(before  December  31,1 967 ) notifying  the  Executive  Office  of  any  changes 
in  your  listing  during  the  past  year.  The  postcard  below  is  for  your 
convenience  in  giving  us  information  exactly  as  you  wish  it  to  appear  in 

the  1968  Directory. 

TEAR  OUT  AND  MAIL  THIS  CARD  NOW  ! ! I 
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Colorado  Medical  Society  j 

1809  E.  18th  Ave.  \ 

Denver,  Colorado  80218  | 
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EXPLANATION  OF  LISTINGS  AND  SYMBOLS 


Informotion  concerning  each  member  in  good  standing  os 
of  Jonuary  31,  1968,  of  the  six  Stote  Medical  Societies  end 
Associations  is  presented  in  the  following  sequerKe: 

Surname,  Given  Name  or  Initials;  Professional  Address; 
Professional  Telephone  Number;  City  or  Town  (with  post  office 
zone  numbers,  if  zone  numbers  ore  reported  to  the  Editors); 
Symbol  indicating  specialty;  Symbol  or  words  in  parentheses 
( ) indicating  Field  of  Practice. 

SYMBOLS — Symbols  indicate  limitation  of  practice  to  o 
sp>ecialty,  or  speciol  interest  without  limitation  of  practice, 
according  to  the  following  list  as  used  and  recognized  by  the 
American  Medical  Association  in  its  Directories.  Physiciaru 
retired  from  practice  will  be  indicoted  by  "Ret."  Eoch  member 
is  accorded  the  privilege  of  designating  his  own  special  interest 
or  limitation  of  practice  by  these  symbols,  but  only  one  such 
symbol  may  be  listed  by  ony  member. 


*The  osterisk  indicates  that  practice  is  limited  to  that 
specialty;  the  syrnbol  without  on  asterisk  indicates  special 
attention  to,  ond  interest  in,  that  specialty  without  limitation 
of  practice.  Symbol  for  Internal  Medicine  and  for  Public  Health 
is  used  only  when  the  member  stated  thot  he  limits  his  practice. 

Symbols  or  words  in  parentheses  ( ) indicates  the  member's 

Field  of  Practice  os  follows: 

(PP)  Engaged  in  PRIVATE  PRACTICE  of  medicine  (either  full- 
time or  part-time). 

(Intern)  Engaged  full-time  in  irytemship. 

(PG)  Engaged  full-time  in  postgraduate  study. 

(Reseorch)  Engaged  full-tinne  in  scientific  reseorch. 

(Armed  Forces)  On  full-time  Active  Duty  with  the  Medicol 
Department  of  the  United  States  Army,  Novy,  Air  Force, 
Marine  Corps,  or  Coast  Guard. 


ADM 


ANES 

AM 

Bact 

CD 


CHP 

CRS 


DR 


I 


D 

FOP 


G 

GE 

GP 

GPM 


GS 

IM 

NS 

N 

OB 

ObG 


— Administrotive 
Medicine 
— Allergy 
— Anesthesiology 
— Aviation 
Medicine 
— Bacteriology 
— Cardiovoscular 
Disease 

— Child  Psychiatry 
— Colon  and 
Rectal  Surgery 
— Diagnostic 
Radiology 
— Dermatology 
— Forensic 
Pathology 
— Gynecology 
— Gastroenterology 
— General  Practice 
— General 
Preventive 
Medicine 

— General  Surgery 
— Internal  Medicine 
— Neurological 
Surgery 
— Neurology 
— Obstetrics 
— Obstetrics  ond 
Gynecology 


OM 

— Occupational 
Medicine 

OPH 

— Ophthalmology 

ORS 

— Orthopedic 
Surgery 

OTO 

— Otolaryngology 

PATH 

— Pathology 

PATH-CP 

— Pathology  and 
Clinical 

Pathology 

PD 

— Pediatrics 

PDA 

— Pediotric 

Allergy 

PDC 

—Pediatric 

Cardiology 

PM 

— Physical 

Medicine  and 
Rehabilitation 

PN 

— Psychiatry  and 
Neurology 

PS 

— Plastic  Surgery 

P 

— Psychiatry 

PH 

— Public  Heolth 

PUD 

— Pulmonory 
Disease 

R 

— Radiology 

TR 

— Therapeutic 
Radiology 

TS 

— Thoracic  Surgery 

U 

— -Urology 

(PH)  Engag^  full-time  in  one  of  the  state,  district,  county,  or 
city  public  health  departments,  not,  however,  with  the 
United  States  Public  Health  Service. 

(USPHS)  On  full-time  Active  Duty  with  the  United  Stotes 
Public  Health  Service. 

(Gov)  Engaged  full-time  in  o federal  governmentol  medicol 
activity  other  than  the  Armed  Forces  and  the  U.  S.  Public 
Health  Service;  includes  the  Veterons  Administrotion,  Indian 
Service,  etc. 

(Med.  School)  Engaged  full-time  on  the  faculty  of  a medical 
school. 

(Student  Health  Service)  Engaged  full-time  by  the  established 
Student  Health  Service  of  a university  or  other  institution 
of  higher  learning. 

(School  Health  Service)  Engaged  full-time  by  the  heolth  service 
of  a primary  or  secondary  public  school  system. 

(Exec)  Engaged  full-time  in  an  executive  capacity. 

(Ind)  Engaged  full-time  in  industrial  medicine  or  surgery  by  on 
industrial  firm. 

(Hosp)  Engaged  full-time  by  a hospital. 

(State  Hosp)  Engaged  full-time  by  a state-operated  hospital. 

(Student)  Member  of  local  chapter  of  the  Student  A.M.A. 

(Non-M.D.)  Non-physicians  engaged  in  medical  teaching  or  in 
the  proctice  of  professions  closely  allied  to  medicine. 


Extra  Directories  Are  for  Sale  While  They  Last 

One  Directory  is  mailed  free  of  charge  to  eoch  member  of  the  six  por- 
ticipoting  stote  medical  societies  os  a service  of  the  Journal.  Other  persons 
hoving  legitimate  need  for  the  Directory  may  purchase  copies  at  $5.00  each. 
A member  may  purchase  one  additional  copy  for  his  personal  use  at  $3.00, 
but  will  be  billed  $5.00  per  copy  for  ony  additional  or  subsequent  orders. 


USE  THIS 
CORRECTION 
CARD 


PLJ 

Pleose  correct  and  odd  my  listing  to  the  1968  Rocky  Mountain  Medical  Directory  os  follows: 


Tel. 

Nome  No. 


Office 

Address 

Zip 

City 

State 

Code 

Field  of 

Speciolty 

Practice 

One  only.  If  limited  exclusively.  One  only.  See  listing, 

indicate  by  osterisk* 


If  there  ore  ony  corrections  or  additions  to  your  listing  os  it  is  now  corried  in  the  1967  Directory,  return 
this  cord  no  later  than  December  31,  1967,  which  is  the  cut-off  dote  for  chonges.  Please  sign  below 
to  indicote  that  you  hove  verified  the  above  chonges. 


C^otrection-f 


Signoture 


DUAL  PROBLEM  IN  PEPTIC  ULCER 

Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 

THIS  IS  WHY  MYLANTA®  PROVIDES: 


the  two  most  widely  used  antacids— magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 
tion  or  constipation; 

PLUS 


the  defoaming  action  of  simethicone— \o  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 


Stuart 


Division  of /ATLAS  CHEMICAL  INDUSTRIES,  INC.  / Pasadena.  Calif. 
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in 

ehronk 

illness 

B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  fonnulated  to  meet  the 
increased  metabolic  demands  of  patients  with  physiologic  stress.  In  chronic  ilh 
ness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bj  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  Bj  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder” 
jars  of  30  and  100;  bottles  of  500. 


i 


) 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


628-6—3614 


11 


Picture  of 
painful  myositis 


treated  with 
Parafon  Forte*TABLrs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 

■restore  mobility . . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain/-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy® 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action/-®  and  to  retain  effectiveness 
even  on  continued  administration/-'^  but  which  does  not 
ihave  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage;  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  44:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  128:340,  1960.  6.  Settel,  E.:  Clin.  Med.  6 :1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 

T T I Syst.  25  :430,  1964.  7.  Darienzo,  C.:  Ibid., 
JJlLU  ii^  JCj  X Xl  I ^7:189,  1966.  %.  s.  patent  no.  2.895.877 

McNEIL  LABORATORIES,  INC.,  FORT  WASHI N GTON,  PA. 


^^George  wants  to  know  if  if  s okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o clock? 


\ 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVIHISTINr  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


( 


easy 

does 

it! 

i 

i 

i 

i 


tear,  moisten,  compare-that’s  aii! 
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EOITORIAI.S 


O 


Rocky  Mountain  Medical 
journal— —Viewed  from 
A Vantage  Point 


UR  Editorial  Board  of  the  Rocky  Moun- 
tain Medical  Journal  which  consists  of  the 
Scientific  Editor,  Assistant  Scientific  Editor, 
and  the  Editors  of  the  participating  states 
other  than  Colorado,  plus  the  Managing 

Editor,  his  assist- 
ant and  Business 
Manager,  and  our 
editorial  assistant, 
held  its  annual 
meeting  in  Colorado  Springs  during  the  re- 
cent Annual  Session  of  the  Colorado  Medical 
Society.  It  was  a breakfast  meeting  held  in 
the  Terrace  Lounge  of  the  Broadmoor  Hotel 
on  September  21.  Many  interesting  discus- 
sions accompanied  a review  of  the  Journal’s 
fiscal  year.  As  you  have  noted,  advertising 
has  increased  in  quality  and  diversification. 
Much  of  it  has  been  in  color,  and  many  dis- 
tinctive advertisements  represent  the  support 
of  the  firms  who  also  had  booths  and  repre- 
sentatives in  the  International  Center  of  the 
Broadmoor.  Thus,  our  financial  condition  is 
good.  Affiliation  with  State  Journals  West, 
instead  of  the  State  Medical  Journal  Adver- 
tising Bureau  (SMJAB)  has  worked  out  well 
from  every  standpoint. 


We  wish  to  urge  authors  to  remember  that 
the  deadline  for  receipt  of  copy  is  the  first 
of  the  month  preceding  the  month  of  issue 
in  which  the  material  is  to  appear.  It  is  im- 
possible for  our  printers  to  set  the  type,  print 
the  galleys,  followed  by  mailing  and  editing 
prior  to  final  printing  unless  adherence  to 
deadlines  is  strict.  Otherwise  authors’  correct- 
ed and  approved  galley  cannot  possibly  be 
returned  and  processed  in  time.  Few  “con- 
sumers” are  aware  of  the  amount  of  work 
and  the  complexity  of  this  mill  whereby  each 
issue  is  conceived,  nurtured,  and  born! 

We  are  proud  of  the  special  issues  and 
particularly  their  distinctive  covers.  The 
photographs  and  paintings  have  been  enthusi- 
astically accepted,  and  favorable  comments 
have  been  many.  There  is  great  hope  that  this 


project  will  be  continued.  Enthusiasm  for  the 
special  issues  has  grown,  and  the  amount  of 
copy  received  has  often  exceeded  available 
space.  Thus,  some  of  our  states  have  hoped 
to  have  more  than  one  issue  per  year.  This 
does  not  appear  to  be  feasible,  however.  Dis- 
regarding Colorado,  which  does  not  produce 
a special  issue,  there  would  then  be  ten  per 
year.  Members  of  the  Board  and  the  em- 
ployees who  work  so  hard  to  plan  and  compile 
these  issues  do  not  wish  to  “bum  out”  the 
tradition  which  now  is  well  established.  It 
will  be  better  to  have  only  one  special  issue 
per  year  for  each  state  rather  than  chance 
attrition  of  our  resources.  There  is  no  lack 
of  quality  copy  forthcoming  thus  far  to  rep- 
resent fairly  the  physicians  and  medical  insti- 
tutions of  the  several  participating  states  of 
our  large  geographic  area. 

The  special  features  — Shadow  or  Sub- 
stance, Potpourri,  contributed  Editorials,  Cor- 
respondence, Children’s  Hospital,  Medical 
School  Notes,  and  Book  Comer — ^are  popular. 
We  hope  for  more  material  from  the  medical 
schools  of  Colorado,  Utah,  and  New  Mexico. 
At  least  one  faculty  member  in  each  Univer- 
sity should  be  responsible  for  procuring  and 
forwarding  the  copy  regularly.  Clinicopatho- 
logic  Conferences  and  unusual  case  reports 
are  well  received.  Signed  editorials,  especially 
by  the  state  editors,  should  appear  more 
often;  they  liven  these  columns  and  break 
the  deadly  monotony  of  only  one  or  two 
editors  in  Denver.  All  of  us  should  be  alert 
for  talent  and  willingness  to  assist  in  the 
growth  and  popularity  of  this  Journal. 
Authors,  potential  authors,  and  even  the  ed- 
itors need  frequently  to  be  reminded  of  the 
existence  of  Publication  Rules  and  Sugges- 
tions to  Authors  in  the  front  pages  of  your 
directory.  They  provide  a helpful  guide  in 
composing  material  for  publication,  especially 
scientific  articles  and  case  reports.  Adherence 
to  them  results  in  better  articles,  facilitates 
their  progress  through  editorial  channels, 
saves  time  and  minimizes  correspondence. 
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A HE  14th  Rocky  Mountain  Medical  Confer- 
ence, August  27  to  September  1,  goes  down  in 
history  as  one  of  the  best.  We  must  admit 
that  a meeting  in  the  beautiful  northwest 
corner  of  Wyoming  could  hardly  miss! 

Weather  was  per- 

Rocky  Mountain  Medical  except  that 

Conference  at  the  outdoor  bar- 

Jackson  Lake  Lodge  becue  was  rained 

out  by  the  only 
business-like  shower  which  occurred  during 
the  entire  time.  It  was  unfortunate,  but  no- 
body seemed  to  mind  as  the  crowd  followed 
the  drinks,  food,  and  accoutrements  with  an 
able  kitchen  staff  back  to  the  main  lodge. 


The  thrill  of  viewing  Jackson  Lake  and 
the  Tetons  through  the  giant  picture  window 
was  just  as  thrilling  to  all  who  had  viewed 
it  before  as  it  was  to  those  who  saw  it  for 
the  first  time.  Opportunities  were  available 
for  trips  to  Yellowstone,  about  the  lake,  and 
down  the  river  for  those  who  chose  to  explore. 
Guest  speakers  handled  their  assignments 
well,  and  the  scientific  sessions  consistently 
attracted  enthusiastic  capacity  audiences.  The 
maze  of  technical  and  scientific  exhibits  were 
as  attractive  as  they  were  instructive.  We 
appreciate  the  continued  support  of  the  ex- 
hibitors at  our  meetings  and  also  those  who 
patronize  the  advertising  columns  in  this 
Journal. 


Twenty -nine  states  were  represented — one 
each  from  Alabama,  Connecticut,  Iowa,  Indi- 
ana, Massachusetts,  Michigan,  Nebraska, 
North  Carolina,  North  Dakota,  Pennsylvania, 
and  South  Dakota.  And  they  didn’t  come  just 
to  see  the  bears  in  Yellowstone  Park!  From 
2 to  6 each  came  from  Arizona,  Illinois,  Lou- 
isiana, Minnesota,  Nevada,  New  York,  Ohio, 
Oregon,  Washington  and  Wisconsin.  Twenty- 
one  came  from  California,  23  from  Colorado, 
8 from  Idaho,  Montana  7,  New  Mexico  10, 
Texas  8,  Utah  16,  and  Wyoming  89.  There 
were  totals  of  223  M.D.s,  105  exhibitors,  exec- 
utive secretaries  and  others  24,  wives  and 
families  223 — altogether  575. 

We  are  grateful  to  Wyoming  for  splendid 
hospitality  and  a gorgeous  setting.  Looking 
forward  to  this  next  distinctive  biennial 
meeting  in  Salt  Lake  City  in  1969! 


o 


‘‘^Indian  Hunters 
Return” 


UR  COVER  REPRODUCTION  of  Charles  M. 
Russell’s  painting,  “Indian  Hunters’  Return,” 
marks  another  first  in  the  history  of  the 
Rocky  Mountain  Medical  Journal.  Our  cover 
is  the  first  fold-out,  or  gatefold  cover,  in  the 

history  of  the  Journal. 

We  are  pleased  that 
we  are  able  to  repro- 
duce another  painting 
by  one  of  the  West’s 
truly  outstanding  artists.  In  May,  1967,  we 
ran  our  first  four-color  cover,  a Russell  paint- 
ing entitled,  “Free  Trappers.”  Charles  RusseU 
had  an  intimate  knowledge  of  life  in  the  old 
west.  He  lived  and  worked  with  Indians  and 
cowboys  in  Montana  and  Canada  during  the 
late  19th  and  early  20th  centuries.  His  faith- 
ful illustrations  of  life  in  these  times  are 
completely  authentic,  catching  the  details  of 
a vanishing  time  and  scene. 

You  may  purchase  a 33  by  22-inch  deluxe 
oil  reproduction  of  our  cover  painting  for 
$13.00  or  an  oil  on  canvas  reproduction  of 
the  same  dimensions  for  $25.00.  These  repro- 
ductions faithfully  reproduce  each  brush 
stroke  in  an  amazing  process  that  nearly 
duplicates  the  original  painting.  Please  make 
your  check  payable  to  the  Rocky  Mountain 
Medical  Journal  and  mail  to  the  Journal  at 
1809  E.  18th  Ave.,  Denver,  Colo.  80218. 

It  is  our  plan  to  print  reproductions  of 
famous  Western  art  on  our  cover,  and  from 
time  to  time  offer  quality  reproductions  of 
these  paintings.  Your  comments  and  sugges- 
tions will  be  most  welcome. 

Don  Derry,  Mng.  Editor 
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^^UACKERY  AND  cuLTisM  must  be  the  num- 
ber one  target  for  elimination  in  the  im- 
plementation of  Title  XIX.  Permissive  defi- 
nitions in  Title  XIX  allow  the  States  to  lower 
the  standards  of  the  practice  of  medicine  to 

those  prevailing  when 

Title  XIX a Rockrfeller  sold  pat- 

WatchOut  ent  medicines  on  the 

For  Quackery  streets  as  “Cures  for 

Cancer”  and  B.  J.  Pal- 
mer founded  the  business  of  chiropractic. 

In  Title  XIX,  provisions  for  professional 
services  are  set  forth  in  two  ways.  “Medical 
Assistance”  is  defined  as  payment  of  part  or 
all  of  the  following  care  and  services:  (1) 
physician’s  services,  whether  furnished  in 
the  office  or  in  the  patient’s  home,  a hospital, 
or  a skilled  nursing  home  or  elsewhere; 
(2)  medical  care,  or  other  type  of  remedial 
care  recognized  under  state  law  furnished 
by  licensed  practitioners  within  the  scope 
of  their  practice  as  defined  by  state  law, 
any  other  type  of  remedial  care  recognized 
under  state  law,  specified  by  the  secretary. 
In  the  provisions  for  physician’s  services, 
“physician”  is  not  defined.  In  the  provisions 
for  medical  care  the  vendor  of  the  services 
need  only  be  recognized  as  a practitioner  by 
state  law. 


Pandora’s  box  has  been  opened!  Yet  in 
Dr.  Appel’s  address  to  the  House  of  Dele- 
gates, November  28,  1965,  he  said,  “In  any 
event.  Title  XIX  embodies  practically  all  of 
the  principles  that  AMA  has  recommended 
with  respect  to  eligibility  benefits  and  ad- 
ministration. In  a true  sense  it  is  our  bill.” 
Dr.  Hudson,  representing  the  AMA  before 
the  House  Ways  and  Means  Committee  con- 
sidering HR  5710,  the  Social  Security  amend- 
ments of  1967,  opposed  the  inclusion  of  podi- 
atric  services  but  failed  to  recommend  that 
the  scope  of  medical  care  provided  exclude 
authorization  for  chiropractors,  faith  or  spir- 
itual healers,  and  other  licensed  healers.  The 
House  of  Delegates  at  the  annual  meeting 
on  June  26-30,  1967,  took  a “strong  stand”  in 
favor  of  the  Title  XIX  portion  of  medicare. 
(AMA  News,  July  3,  1967.) 

Could  it  be  that  the  AMA  delegates  and 
officers  in  considering  provisions  of  Title 


XIX  think  that  the  only  individuals  author- 
ized to  practice  medicine  in  the  fifty  states 
are  doctors  and  osteopaths?  Have  we  failed 
to  recognize  that  chiropractors  are  licensed 
to  practice  medicine  in  forty-eight  states  and 
that  they  may  be  authorized  under  Title  XIX 
to  care  for  beneficiaries  of  Title  XIX  in  the 
hospitals,  offices,  and  skilled  nursing  homes 
and  also  that  they  may  possibly  participate 
in  funds  appropriated  for  training  of  profes- 
sional personnel? 

Twenty-nine  states  and  territories  have 
Title  XIX  medicaid  programs  in  operation, 
two  have  submitted  plans  for  approval,  two 
have  enacted  implementing  legislation,  eight 
have  legislation  in  the  mill,  and  one  is  pre- 
paring to  submit  a plan  for  approval.  (AMA 
News,  May  1,  1967.)  All  twenty-nine  states 
have  listed  “physicians”  services  in  their 
scope  of  services.  Services  of  chiropractors 
have  already  been  included  in  some  of  these. 
George  Slagle,  M.D.,  chairman  of  the  Council 
on  Medical  Services  of  the  AMA,  wrote  that 
determination  had  been  made  by  the  Michi- 
gan attorney  general’s  office  that  chiroprac- 
tors must  be  paid  under  Title  XIX  in  Michi- 
gan. 

On  May  1,  1966,  New  York  implemented 
Title  XIX,  including  practitioner’s  services, 
physician’s  services,  in  office,  patient’s  home, 
a hospital,  a skilled  nursing  home  or  else- 
where, services  of  optometrists  and  podi- 
atrists. On  January  30,  1967,  the  AMA  News 
reported  that  New  York’s  Title  XIX  (Medic- 
aid) program  had  been  expanded  to  include 
chiropractors.  Hollis  Ingraham,  M.D.,  health 
commissioner  of  New  York,  said  legal  ex- 
perts had  reviewed  the  medicaid  law  and 
decided  licensed  chiropractors  are  included 
as  “providers  of  service.”  The  action  by  the 
state  health  commissioner  was  hailed  by  the 
chiropractors,  and  termed  “regrettable”  by 
organized  medicine. 

On  March  1,  1966,  California  implemented 
Title  XIX.  On  May  29,  1967,  the  AMA  News 
reported  the  action  of  the  California  Medical 
Association  requesting  the  California  Health 
and  Welfare  Agency  to  remove  chiropractors 
as  providers  of  health  services  under  the 
Title  XIX  program,  and  the  adoption  of  a 
resolution  which  would  remove  chiropractors 
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from  providing  services  under  group  health 
plans  and  workmen’s  compensation.  The 
California  Medical  Association  has  work  to 
do  to  get  their  state  legislature  to  change 
provisions  made  effective  on  May  1,  1966,  but 
at  least  they  have  taken  a step  on  the  “road 
back.” 

In  Colorado,  Senate  Bill  300  was  intro- 
duced March  1,  1967.  In  its  provisions  “medi- 
cal assistance”  means  “payments  on  behalf 
of  recipients  to  vendors  of  medical  services 
for  medical  care,  services,  goods.”  Vendor  is 
‘any  person,  institution,  agency  or  business 
concern  providing  medical  care,  services, 
goods,  authorized  under  this  act,  holding 
where  applicable  a current  valid  license  to 
provide  such  services  or  to  dispense  such 
goods.”  These  provisions  would  entitle  chiro- 
practors to  care  for  beneficiaries  of  Title 
XIX  since  chiropractors  are  licensed  to  prac- 
tice in  Colorado.  The  Position  Paper  of  the 
Colorado  Medical  Society,  submitted  to  the 
Welfare  Department,  urged  that  the  Colorado 
plan  cover  services  of  practitioners  other 
than  physicians  and  osteopaths  only  upon 
referral  by  a physician  or  osteopath — but  this 
provision  was  not  incorporated  in  Senate 
Bill  300. 

“Physician”  as  defined  under  Title  XVIII 
(Medicare)  contrasts  importantly  with  the 
definition  in  Title  XIX  (Medicaid) . Title 
XVIII  defines  the  term  physician,  when  used 
in  connection  with  the  performance  of  any 
function  or  action,  “The  Doctor  of  Medicine 
or  Osteopathy  legally  authorized  to  practice 
medicine  and  surgery  by  the  state  in  which 
he  performs  such  function  or  actions.”  Setting 
up  standards  for  hospitals.  Title  XVIII  de- 
fines “The  term  provider  of  services  means 
a hospital,  extended  care  facility  or  home 
health  agency,  and  under  (2)  sets  up  stand- 
ards for  hospitals  equal  to  those  required 
by  the  joint  commission  on  accreditation  of 
hospitals.” 

These  definitions  of  “physician”  and  “hos- 
pital” were  placed  in  Title  XVIII  through 
the  influence  of  AFL-CIO.  “The  AFL-CIO 
opposed  the  inclusion  of  chiropractors  in  the 


bill,  since  it  felt,  as  did  the  AMA,  that  they 
were  not  strictly  medical  practitioners.”  (The 
New  Yorker — July  23,  1966,  p.  55.)  We  had 
a position  of  strength  with  AFL-CIO  agree-  ‘ 
ing  with  the  AMA  that  chiropractors  are  not 
medical  practitioners.  Moreover,  the  Senior 
Citizens  Group  expressed  the  same  opinion 
in  the  hearings  conducted  by  the  House  on 
the  Social  Security  amendments  of  1967.  In 
addition,  on  October  12,  1966,  the  supreme 
court  upheld  the  decision  of  the  federal  court 
in  the  case  of  England  v.  Louisiana  State 
Board  of  Medical  Examiners.  The  supreme 
court  reaffirmed  the  ruling  by  denying  a 
petition  of  the  chiropractors  for  a rehearing. 
The  district  court.  New  Orleans,  had  ruled 
that  the  State  of  Louisiana  could  properly 
refuse  to  license  chiropractors  under  the 
state’s  Medical  Practice  Act.  The  court  in 
a unanimous  ruling  said  “There  has  been 
no  showing  here  that  the  state  has  done 
more  than  is  necessary  to  protect  the  health 
of  the  citizens.”  The  court’s  opinion  also 
noted,  “If  the  education  obtained  in  chiro- 
practic schools  does  not  meet  the  standards 
of  the  United  States  Office  of  Education,  it 
may  well  be  that  the  legislature  of  Louisiana 
felt  that  in  the  public  interest  a diploma 
from  an  approved  medical  school  should  be 
required  of  a chiropractor  before  he  is  al- 
lowed to  treat  all  the  human  ailments  chiro- 
practors contend  can  be  cured  by  manipula- 
tion of  the  spine.”  That  decision  should  have 
been  useful  in  preventing  the  widening  of 
the  licensure  and  of  activities  by  chiroprac- 
tors. It  is  also  significant  that  the  Health 
Careers  Guidebook  recently  issued  does  not 
list  chiropractors. 

The  American  Medical  Association  should 
ask  Congress  to  define  physician  under  Title 
XIX  as  physician  is  defined  under  Title 
XVIII — and  the  time  to  do  it  is  NOW. 

John  B.  Farley,  M.D.* 


*Dr.  Farley  was  a member  of  the  Colorado  State  Board 
of  Medical  Examiners  for  25  years  and  is  a former  member 
of  the  Legislative  Council  of  the  American  Medical  Association. 
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Presidential  address -- 
Colorado  medical  Society* 


Henry  H.  Zeigel,  MD,  President,  Colorado  Medical  Society 


Briefly,  a year  ago,  I thanked  this  House  of 
Delegates  and  the  membership  of  the  Colo- 
rado Medical  Society  for  the  honor,  privilege, 
and  responsibility  of  serving  you  as  your 
President-elect.  After  having  served  in  this 
capacity  with  your  capable  and  untiring 
President,  Dr.  Myron  Waddell,  the  elected 
and  appointed  officers,  and  the  Executive 
staff,  I want  to  again  express  my  deep  ap- 
preciation to  each  of  you.  I look  forward  to 
serving  you,  as  your  President,  with  enthusi- 
asm and  deep  concern  for  the  goals  and  ideals 
that  we  have  set. 

This  year  of  orientation  has  increased  my 
awareness  of  the  efforts  and  thoughtful  lead- 
ership of  the  distinguished  succession  of 
presidents  and  officers  who  have  contributed 
to  the  objectives  of  the  Colorado  Medical 
Society  through  almost  a hundred  years.  The 
objectives  through  these  decades  have  re- 
mained unchanged — supplying  the  best  pos- 
sible medical  care  to  the  largest  number  of 
patients  at  a cost  in  keeping  with  the  eco- 
nomics of  the  recipients. 

I have  no  misgivings  about  the  year  that 
lies  ahead.  The  work  of  your  officers  and 
executive  staff  has  been  multiplied  by  the 
ever-changing  social-economic  profile  that 
profoundly  affects  our  nation  and  the  prac- 
tice of  medicine.  It  has  always  been  a privi- 
lege and  a deep  sense  of  satisfaction  to  be 
associated  with  you  and  to  have  worked 
through  these  years  in  organized  medicine. 
This  organization  could  not  have  gained  and 
deserved  the  respect  and  confidence  of  the 

♦Inaugural  address  presented  at  the  97th  Annual  Meet- 
ing of  the  Colorado  Medical  Society,  September,  1967. 


thoughtful  citizens  of  this  great  state,  had  it 
not  been  for  your  deep  concern  and  your 
unselfish  interest  in  the  health  and  welfare 
of  all  of  our  people.  The  accomplishments 
and  the  esteem  that  this  society  enjoys  has 
continued  from  the  organization  of  the  Colo- 
rado Territorial  Medical  Society.  The  25  pio- 
neering doctors  of  medicine  organized  this 
Society  in  an  era  when  travel  was  tedious 
and  communications  were  slow;  however, 
their  needs  for  continued  education  and  the 
exchange  of  ideas  were  as  important  to  these 
frontier  doctors  who  were  meeting  the  chal- 
lenges of  the  West  as  is  our  interest  in  1967. 
If  I could  choose  one  text  suitable  to  our  rich 
heritage  of  Colorado  medicine,  it  would  be 
from  the  Book  of  Isaiah,  chapter  51,  “Look 
to  the  rock  from  which  you  were  hewn  and 
to  the  quarry  from  which  you  were  digged.” 
Organized  medicine  was  necessary  then,  and 
it  is  increasingly  necessary  today.  We  are  all 
indebted  to  the  hundreds  of  member  physi- 
cians who  continue  to  give  so  freely  of  their 
talents,  their  time,  and  their  goods  to  serve 
the  cause  of  scientific  medicine.  This  dedica- 
tion and  work  cannot  be  purchased.  If  it  were 
for  sale  for  a fee,  we  could  not  afford  it.  If 
there  are  doubts  in  your  mind  as  to  the 
validity  of  this  statement,  you  need  to  be- 
come more  involved. 

Our  Executive  staff  members,  under  the 
competent  leadership  of  Mr.  Don  Derry,  our 
Executive  Secretary,  give  of  their  time  and 
energies  with  remarkable  dedication.  Theirs 
is  a way  of  life,  and  they  have  so  abundantly 
earned  the  confidence  of  this  House  and  the 
membership  of  the  Colorado  Medical  Society. 
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Mr.  Pete  Nordlund,  our  legal  counsel,  adds 
his  experience  and  direction  on  which  this 
Society  leans  heavily  and  values  greatly. 
We  are  grateful  for  the  fine  representation 
of  this  Society  by  our  AMA  delegation.  This 
delegation  has  gained,  deserved,  and  enjoy 
outstanding  respect  at  the  national  level. 
Colorado  is  known  at  the  AMA  level  as  “the 
state  that  gets  things  done.”  We  are  proud 
of  the  traditional  devotion  of  every  member 
of  this  House  of  Delegates.  We  are  aware  of 
the  time,  effort,  and  expense  involved  while 
you  are  attending  these  meetings  represent- 
ing your  constituent  societies.  Many  state 
medical  societies  face  the  problem  of  having  a 
quorum  present  in  their  sessions  at  the  House 
of  Delegates,  while  we  enjoy  a full  intelli- 
gent representation  of  almost  every  society 
throughout  the  state. 

Every  member  of  this  Society,  I am  sure, 
will  join  me  in  expressing  our  appreciation 
to  the  directors  of  the  Department  of  Public 
Health,  the  Department  of  Welfare,  the  De- 
partment of  Health,  Education  and  Welfare, 
and  the  Regional  Medical  Program,  popularly 
known  as  the  Colorado-Wyoming  RMP.  Your 
participation  in  our  meetings  will  continue 
to  enhance  our  understanding  of  our  mutual 
problems. 

ISational  legislation 

This  House  of  Delegates,  Committees,  and 
Councils  might  well  remember  the  words  of 
the  Speaker  of  the  House  of  Representatives, 
Mr.  John  McCormack,  at  the  opening  of  the 
last  session  of  Congress.  He  said,  in  effect, 
“This  Congress  should  review  the  legislation 
passed  by  the  last  Congress  and  find  ways 
and  means  of  implementing  this  legislation, 
improve  it,  and  finance  it  before  more  health 
legislation  is  introduced.”  With  the  sweeping 
changes  in  the  advancement  of  scientific 
medicine,  we  have  become  extremely  attrac- 
tive to  the  politicians  of  these  United  States. 
The  electorate  has  been  promised  what  gov- 
ernment cannot  deliver — our  time,  our  tal- 
ents, and  our  accumulation  of  scientific 
knowledge,  as  well  as  our  administrative 
abilities.  Our  citizens  should  have  been  prom- 
ised only  the  payment  for  our  services.  With 
this  objective  thoroughly  confused,  we  have, 
indeed,  needed  a multiplicity  of  committees 


to  deal  with  and  clarify  these  new  laws  and 
directives  that  could  threaten  the  best  medi- 
cal services  to  our  patients,  our  patient-doc- 
tor relationship,  and  the  economics  of  giving 
the  best  possible  service  to  the  greatest  num- 
ber of  patients  at  the  lowest  possible  cost. 

We  should  make  every  effort  to  keep  the 
number  of  these  committees  at  an  efficient 
minimum  and  limit  the  membership  of  these 
committees  to  an  efficient  representation  of 
all  the  members  of  the  Colorado  Medical 
Society.  When  resolutions  are  introduced, 
the  sponsors  should  consider  the  cost  of  So- 
ciety funds  and  the  time  required  in  their 
implementation.  The  reference  committee 
should  also  consider  the  fiscal  responsibility 
involved  and  the  cost  should  be  as  accurately 
stated  as  possible  when  they  are  presented 
to  the  House  of  Delegates  for  its  approval. 
Time  and  confusion  may  also  be  saved  by 
avoiding  resolutions  that  have,  in  essence, 
been  passed  at  previous  sessions,  unless  it 
is  necessary  to  emphasize  or  reaffirm  their 
importance.  Expediency  is  usually  not  eco- 
nomical, either  in  time  or  expense. 

A considerable  amount  of  our  time  might 
be  saved  at  all  levels  of  organized  medicine 
by  avoiding  lengthy  discussions  on  legisla- 
tion which  has  become  the  law  of  the  land. 
Our  time  could  be  more  profitably  spent 
guiding  the  implementation  and  supporting 
directives  that  are  in  the  best  interest  of  our 
citizens.  After  a poor  law  is  enacted,  it  can 
only  be  changed  by  the  education  of  the 
voters  and  by  the  election  of  representatives 
to  our  Congress  and  State  Legislatures  that 
are  willing  to  work  for  the  amendment  or 
the  modification  of  laws  that  are  found  not 
to  be  in  the  best  interest  of  all  the  people. 
Existing  laws  can  only  be  changed  or  amend- 
ed by  legislative  procedure.  With  these  legis- 
lative changes,  we  can  more  effectively  help 
by  supporting  our  organization  of  AMPAC 
at  the  national  level  and  COMP  AC  at  the 
state  level.  This  is  our  voice  in  politics  and 
our  effectiveness  in  this  important  arm  of 
service  will  be  in  direct  proportion  to  the 
support  we  give  individually  in  time,  money, 
and  services.  The  successes  and  increasing 
need  and  demands  on  this  organization 
should  convince  every  member  of  the  Colo- 
rado Medical  Society  that  his  support  is  vital 
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and  justified.  It  is  most  encouraging  to  see 
the  interest  of  our  senators  and  congressmen 
in  AMP  AC  and  to  hear  their  expression  of 
thanks  to  this  organization  for  its  support  of 
the  candidates  of  both  parties  whose  philoso- 
phies are  in  keeping  with  the  best  interests 
of  our  democracy.  We  should  individually, 
and  through  our  Political  Action  Committee, 
continue  to  support  vigorously,  physician 
candidates  who  make  themselves  available 
for  public  offices. 

Continuing  personal  involvement 

When  the  desire  and  need  for  continuing 
education  and  the  exchange  of  ideas  brought 
the  founders  of  Colorado  medicine  together, 
they  were  not  plagued,  as  we  are  today,  by 
an  overwhelming  number  of  staff,  county, 
state,  national,  and  sectional  meetings.  We 
are  in  a favorable  position  for  making  a 
choice  of  the  meetings  we  attend.  We  may 
select  the  ones  most  rewarding  in  our  par- 
ticular field  of  interest.  In  order  to  meet  the 
needs  and  to  effectively  fulfill  the  obliga- 
tions that  go  with  the  privilege  and  responsi- 
bilites  we  enjoy,  we  must  maintain  not  only 
the  opportunities  of  continuing  medical  edu- 
cation, but  also,  the  need  of  motivation  on 
the  part  of  physicians  to  continue  their  in- 
terests in  this  rapidly  moving  era  of  advance- 
ment and  change  in  scientific  medicine. 

When  the  physician  completes  his  years 
of  training  in  the  university,  medical  school, 
and  hospital,  he  is  tired  from  this  routine 
that  has  gone  on  for  so  many  years.  A chance 
for  a period  of  rest  from  this  exposure  is 
understandable;  however,  he  should  guard 
against  having  this  period  of  mental  fatigue 
last  over  many  decades.  We  have  a deep  and 
valid  interest  in  the  field  of  continuing  medi- 
cal education.  It  is  hoped  that  our  medical 
schools,  the  Colorado  Medical  Society,  and 
perhaps  federal  agencies  will  find  a way  to 
replace  the  physician  while  he  leaves  his 
practice  for  study  without  disrupting  the 
service  he  is  giving  and  without  the  frustra- 
tion of  his  trained  office  personnel.  In  medi- 
cal education,  we  should  utilize  the  most 
modem  means  available  in  this  age  of  sophis- 
ticated communications.  There  are  still  fron- 
tiers in  medicine.  There  is  still  an  exciting 
need  for  the  continuation  of  medical  educa- 
tion. 


Many  scientific  strides  have  been  made. 
Many  social-economic  changes  have  been 
quickly  thrust  upon  the  lives  of  all  Ameri- 
cans, and  changes  will  come  more  quickly  in 
the  future.  We  must  be  well  informed  in 
order  to  intelligently  separate  the  good  from 
the  new.  We  must  be  aware  that  changes — 
social-economic,  moral  and  political — by  the 
very  nature  of  our  democracy,  may  alter  the 
way  of  life  of  the  entire  population  of  these 
United  States.  Dr.  Rouse  pointed  out  in  his 
inaugural  address,  and  I quote,  “The  strength 
of  every  facet  of  American  life  is  dependent 
on  the  strength  of  others.  No  one  part  of 
our  nation  can  succeed  if  the  others  are 
failing.”  We  would  be  something  other  than 
first-class  citizens  if  we  did  not  have  a deep 
concern  relative  to  the  cost  of  government. 
For  example,  the  necessity  of  raising  the 
national  debt  with  each  succeeding  Congress 
in  order  to  finance  deficit  spending.  As 
thoughtful  citizens,  we  must  involve  our- 
selves in  politics — and  especially  the  fiscal 
responsibility  of  our  government — as  serious- 
ly as  we  involve  ourselves  with  legislation 
that  might  threaten  the  quality  of  medicine. 

Separating  opinions  from  facts 

Since  the  implementation  of  Medicare 
legislation,  we  have  had  time  to  separate 
opinions  from  facts.  Organized  medicine 
made  recommendations  and  estimates  of  cost 
to  this  administration  and  to  the  Congress 
long  before  this  legislation  became  law.  The 
American  Medical  Association  recommended 
in  the  hearings  that  the  recipients  of  tax- 
supported  medical  care  should  be  based  on 
financial  need;  that  medical  insurance  could 
be  purchased  for  this  segment  of  our  older 
aged  people  on  the  open  market  at  a great 
saving  in  administrative  costs;  that  there 
would  be  an  unreconciled  tax  inequity  since 
the  young  families  who  are  buying  food, 
shelter,  clothing,  and  educating  their  children 
would  assume  the  financial  responsibility  of 
providing  medical  care  for  citizens  over  65 
years  old.  Many  of  these  recipients  of  Medi- 
care are  more  capable,  financially,  of  assum- 
ing the  responsibility  of  their  medical  care 
than  the  yoimger  wage-earning  families.  The 
estimation  of  the  cost  of  Medicare  made  by 
the  American  Medical  Association  and  the 
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American  Hospital  Association  has  proved 
to  be  more  realistic  than  the  estimates  of 
the  administrative  planners. 

There  is  a wealth  of  experience  in  social- 
ized medicine  during  the  past  several  genera- 
tions that  is  available  to  us.  From  this  his- 
tory, we  should  learn  much  that  could  save 
our  people  from  many  of  the  disappointments 
of  this  age-old  system.  We  should  try  to 
understand  the  circumstances  that  brought 
about  socialization  in  other  countries,  and  to 
determine  if  socialization,  including  social- 
ized medicine,  has  solved  their  problems. 
One  of  my  thoughtful  teachers  and  counselors 
in  1934  gave  me  a book  to  read.  The  title  is 
Little  Man,  What  Now?  by  Hans  Fallada, 
published  by  Simon  and  Schuster.  I would 
recommend  that  you  read  this  entertaining 
book  of  fiction.  It  is  not  so  startling  to  find 
that  for  the  Little  Man,  in  1934,  social  secur- 
ity, socialized  medicine,  and  unemployment 
insurance  did  not  solve  all  of  his  problems. 
Probably  many  of  our  citizens  of  voting  age 
believe  that  these  programs  are  new  and 
that  an  intelligent  political  group  has  given 
us  a special  elixir  that  will  cure  our  social 
and  economic  ills.  This  product  is  marketed 
without  a caution  label  as  to  side  effects  or 
overdosage,  and  with  no  regard  for  research 
or  clinical  investigation — only  a guaranteed 
cure. 

Dissemination  of  information 

Much  has  been  done  to  improve  the  dis- 
semination of  information  to  us  as  individual 
members  by  our  American  Medical  Associa- 
tion. We  are  urged,  by  our  president.  Dr. 
Milford  Rouse,  to  read,  regularly,  the  AMA 
News,  and  the  first  ten  pages  of  the  AMA 
Journal.  This,  Dr.  Rouse  feels,  will  keep  us 
reasonably  well  informed  as  to  the  current 
news  from  the  American  Medical  Association 
headquarters.  I would  also  urge  you  to  com- 
municate with  your  office  staff  of  the  Colo- 
rado Medical  Society,  and  the  AMA  Field 
Representative,  as  often  as  you  have  ques- 
tions or  problems  for  which  you  need  direc- 
tion. In  the  present  administration  of  the 
AMA,  I am  convinced  that  you  will  find  a 
renewed  eagerness  for  your  opinions  and 
counsel — the  grassroots  of  medicine.  I trust 
that  you  have  all  read  Dr.  Rouse’s  inaugural 
address.  From  it  you  will  get  a good  idea 


of  the  type  of  leadership  that  we  can  expect 
to  courageously  serve  the  American  Medical 
Association  through  the  ensuing  year. 

Continuing  education 

The  effectiveness  of  the  training  of  medi- 
cal students  and  the  continuing  medical  edu- 
cation for  practicing  physicians  will  continue 
to  be  reflected  by  the  cooperation  of  the 
medical  school,  research  facilities,  and  the 
physicians  in  practice.  The  postgraduate 
meetings,  hospital  rounds,  and  the  time  given 
to  consultation  with  practicing  physicians  by 
faculty  members  of  the  University  of  Colo- 
rado School  of  Medicine  has  been  an  out- 
standing contribution.  For  your  unselfish 
devotion  to  the  needs  of  those  of  us  whn 
have  taken  freply  of  your  time  and  talent,, 
we  thank  you.  The  membership  of  your  fac- 
ulty in  the  Colorado  Medical  Society,  and 
your  participation  and  wise  counsel  on  com- 
mittees, do  much  to  keep  us  in  touch  and 
mutually  enlightened  on  matters  of  common 
interest.  We  urge  more  of  you  to  become 
members  of  the  Colorado  Medical  Society. 
With  a greater  interest  and  involvement,  by 
the  teaching  staff,  and  the  research  depart- 
ments in  this  organization,  the  void  between 
education  and  the  practice  of  medicine  would 
be  enormously  narrowed.  The  enthusiastic 
willingness  of  the  practicing  physicians  to 
sponsor  a senior  medical  student  and  his 
family  should  soften  the  transition  from  med- 
ical school  to  the  practice  of  medicine.  Should 
the  interest  and  response  to  the  program 
seem  rewarding,  it  would,  I am  sure,  be 
possible  to  enlarge  the  scope  of  this  social- 
professional  relationship  to  include  all  of 
the  medical  students  and  their  families. 

This  doctor-student  relationship  can  be  a 
continuation  of  the  health-career  activities. 
Again,  we  owe  our  thanks  to  the  Women’s 
Auxiliary  of  the  Colorado  Medical  Society 
for  the  splendid  work  they  are  doing  in  the 
health-career  field.  I urge  each  of  you  to 
read  carefully  the  report  from  the  Board 
of  Trustees  on  the  activities  and  needs  of 
the  Health  Careers  Council.  I would  recom- 
mend that  our  efforts  be  directed  to  the 
junior  high  students,  as  well  as  the  upper 
classes.  In  most  schools,  the  efforts  of  the 
medical  and  para-medical  groups  present  the 
only  image  of  health-careers  to  the  students. 


44 


Rocky  Mountain  Medical  Journal 


Many  of  these  young  people,  with  the  image 
of  other  professions  before  them,  have  de- 
cided on  their  careers  long  before  their 
junior  and  senior  years  in  high  school.  We 
agree  wholeheartedly  with  a comment  car- 
ried in  the  Press  Section  of  the  July  1967 
Reader’s  Digest.  “At  the  very  least,  Con- 
gress should  consider  making  some  excep- 
tions to  minimum  wage  requirements  for 
teen-agers  who  need  the  apprenticeship  of 
early  jobs  if  they  are  to  become  the  skilled 
workers  of  tomorrow.”  In  any  ramification 
of  health  care,  we  need  and  enjoy  dedication, 
not  a contraceptive  against  the  love  of  ac- 
complishment and  work. 

Manpower 

The  question  of  manpower  in  the  field 
of  health  care  is  one  of  deep  concern.  The 
need  in  the  field  of  family  practice  in  both 
rural  and  urban  areas  has  attracted  the  at- 
tention of  our  AMA,  our  CMS,  as  well  as 
non-professional  committees.  The  State  of 
Arizona  has  established  a new  medical  school 
especially  planned  in  faculty  and  curriculum 
for  the  education  of  family  physicians.  They 
are  now  in  the  process  of  registering  their 
freshman  class.  Compared  to  the  national 
need,  this  is  a small  beginning.  It  has  the 
possibility,  however,  of  keeping  the  image 
of  the  family  doctor  before  the  medical  stu- 
dents who  frequently  begin  their  formal 
training  with  this  ambition  in  mind. 

The  utilization  of  the  help  available  in 
the  broad  field  of  health  care  has  been  most 
efficiently  utilized.  Under  our  system  of  pri- 
vate enterprise,  we  can  be  assured  that  doc- 
tors, clinics,  and  hospitals  will  continue  to 
guard  against  waste  and  duplication.  The 
delivery  of  health  care  should  be  left  to 


planning  and  implementation  at  the  local 
level.  Each  office  and  each  institution  face 
problems  that  can  only  be  solved  on  a basis 
of  the  needs  from  area  to  area.  Our  support 
of  the  Nurses  Association  in  the  broad  field 
of  nurses  training  courses  will  do  much  to 
encourage  more  interest  in  the  nursing  pro- 
fession. This  Society  has  an  opportunity  to 
seek  out  areas  of  deficiencies  in  health  care. 
Financing  surveys  and  implementation  of 
health  care  service  in  these  areas  of  deficient, 
or  complete  absence  of  medical  care,  deserve 
our  immediate  and  thoughtful  consideration. 

Conclusion 

Ours  is  a great  responsibility  in  keeping 
with  the  privileges  that  we  enjoy.  The  over- 
whelming credit  for  the  stature  of  medicine 
in  our  state  will  continue  to  depend  on  the 
service  and  quality  of  medicme  that  we  prac- 
tice in  our  office  and  hospital  facilities.  We 
are  entrusted  with  the  most  precious  of  all 
possessions,  that  of  the  health  of  those  who 
depend  on  us  for  health  care.  We  are  privi- 
leged to  be  associated  with  each  other  in 
this  unique  organization  whose  objective  is 
that  of  exploring  ways  of  keeping  and  im- 
proving the  health  of  our  fellowmen.  I know 
that  you  are  looking  forward  to  the  time 
when  we  can,  again,  devote  a greater  portion 
of  our  meetings  to  the  presentation  of  scien- 
tific papers  and  far  less  time  to  social- 
economic  problems. 

Be  assured  that  during  my  tenure  of  of- 
fice, I shall — with  your  continued  devotion  to 
our  profession,  your  support,  and  your  pray- 
ers— serve  the  interests  of  the  membership 
of  the  Colorado  Medical  Society,  and  those 
we  serve,  to  the  best  of  my  ability.  • 


New  Professional  Educational  Film  List 

The  American  Cancer  Society  has  allocated  approximately  one-half  million  dol- 
lars to  production  of  new  education  material  for  its  entire  professional  film  library. 

A list  of  available  films  will  be  sent  on  request.  Contact  American  Cancer  Society, 
Colorado  Division,  Inc.,  1764  Gilpin  Street,  Denver,  Colorado. 
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Do  your 
present 

office  facilities 
give  you  everything 
you  want, 

Doctor? 

If  Updating  Your  Housing  Would 
Be  Helpful  to  Your  Practice, 

Then  It’s  Time  to  Think  About  . . . 


Talk  to 


VAN  iLlUIlAAUli] 

REALTOR.INSUROR 


Franklin 
Medical  Center 


a04S  FRANKLIN  STREET 
DENVER,  COLORADO  80205 

DEL  ARMSTRONG,  Refidenl-  Manager 
PHONE  297-5458 
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Presidential  address -- 
Wyoming  State  Medical  Society* 


Ray  K.  Christensen,  MD,  Powell,  Wyoming 


For  the  past  year  my  main  worry  has  not 
been  what  speakers  will  I get,  or  will  the 
program  be  completed  in  time,  or  will  I do  a 
good  job  as  president.  My  chief  concern  has 
been,  “What  am  I going  to  say  when  I give 
my  Presidential  Address?”  I have  already 
said  more  than  enough  through  the  mediums 
of  Pulse  and  the  Rocky  Mountain  Medical 
Journal  and  even  occasionally  through  the 
newspapers  and  radio  where  I have  some- 
times been  misquoted.  My  talk  will  not  be 
long  and  I certainly  hope  it  will  not  be  boring. 

My  original  plan  was  to  give  a long  scien- 
tific talk  on  the  progress  of  medicine  and 
the  effects  of  politics,  but  a talk  of  this  sort 
frequently  bores  me,  especially  if  someone 
else  is  giving  it,  and  most  of  you  would  see 
through  my  smoke  screen  and  realize  that  I 
didn’t  understand  myself  what  I was  saying. 
I wish  to  thank  you  for  permitting  me  to  be 
your  President  this  past  year.  It  has  been 
both  an  honor  and  a privilege.  Any  success 
I may  have  achieved  as  your  President  cannot 
rest  on  my  shoulders  alone,  because  I must 
give  credit  to  the  many  physicians  who,  al- 
most without  exception,  were  so  helpful 
throughout  my  term  of  office.  The  most  re- 
deeming aspect  of  being  your  President  has 
been  the  help  and  cooperation  I have  received 
from  the  Wyoming  physicians.  The  Wyoming 
State  Medical  Society  is  composed  of  the  most 
warm-hearted  and  friendly  physicians  in  the 
country. 

Permit  me  one  personal  observation:  The 
suggestion  has  been  made  that  the  Wyoming 
State  Medical  Society  should  become  an 
autonomous  organization.  This  is  well  intend- 
ed, but  it  is  much  more  complicated  and 

•Presented  before  the  House  of  Delegates  at  the  64th 
Annual  Session  of  the  Wyoming  State  Medical  Society  at 
Jackson  Lake  Lodge,  August  29,  1967.  Dr.  Christensen 
was  President  1966-1967. 


involved  than  just  that.  To  do  so  would  more 
than  double  our  budget  and  not  necessarily 
be  an  improvement.  The  old  argument  of 
conflict  of  interest  does  not  hold  up.  You  must 
consider  the  integrity  of  the  men  involved 
and  the  circumstances.  Is  there  conflict  of 
interest  when  a nonsurgeon  continues  to  treat 
recurrent  tonsillitis,  rather  than  refer  for  a 
tonsillectomy?  Is  there  conflict  of  interest 
when  a surgeon  takes  out  an  appendix  that 
isn’t  exactly  “hot”  because  a patient  com- 
plains of  recurrent  lower  abdominal  pain?  I 
think  not.  The  same  applies  to  the  Wyoming 
State  Medical  Society.  Our  Executive  Secre- 
tary and  Legal  Counsel  may  not  always  agree 
with  us,  but  they  are  specialists  in  their  field 
and  I know  their  interest  in  the  Wyoming 
State  Medical  Society  is  primarily  for  the 
best  for  the  Wyoming  State  Medical  Society. 
I think  we  have  a good  system  that  should 
not  be  changed. 

Dr.  Rouse,  the  President  of  the  American 
Medical  Association,  has  asked  that  all  physi- 
cians become  more  active  in  community  ac- 
tivities, politics,  and  the  affairs  of  the  nation. 
Obviously  it  is  long  past  time  for  us  to  take 
an  active  interest  in  affairs  that  are  not 
directly  related  to  medicine.  The  time  is  long 
past  to  merely  practice  medicine.  Granted, 
our  training  was  limited  to  the  field  of  medi- 
cine, but  we  can  no  longer  limit  our  interest 
and  activity  to  such  a small  area.  I emphasize 
the  word  “actively.”  Like  faith  without  good 
works,  interest  is  only  lip  service  without 
meaningful  activity.  Many  of  us  come  out  of 
our  medical  shell  or  come  down  from  our 
ivory  towers  only  when  something  affects 
us  directly.  What  affects  others,  our  patients, 
will  eventually  affect  us  too.  An  example  is 
one  physician  who  contacted  me  because  he 
had  heard  some  statements  I had  made  and 
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didn’t  agree  with  them  and  was  angry.  It 
didn’t  matter  that  these  statements  were 
taken  out  of  context  and  that  an  entirely 
different  meaning  was  made  out  of  them.  I 
wasn’t  upset  with  him  because  he  disagreed 
with  me.  In  fact,  I didn’t  agree  with  what  I 
had  allegedly  said,  myself.  But  I was  upset 
because,  to  the  best  of  my  knowledge,  this 
was  the  first  time  he  had  expressed  an  opin- 
ion to  the  Wyoming  State  Medical  Society, 
and  then  only  because  it  affected  him  directly 
— or  at  least  he  thought  so. 

There  are  many  older  physicians  who  say 
they  have  done  their  share  in  preserving  free 
medicine.  They  fought  against  the  Murray- 
Dingle- Wagner  Bill,  the  Forand  Bill,  and 
other  bills,  including  Medicare  and  Medicaid, 
which  have  attempted  to  and  succeeded  in 
partially  socializing  the  practice  of  medicine. 
They  say  they  are  tired  now  and  it  is  time 
for  someone  younger  to  take  over  the  fight. 
I agree  it  is  time  younger  physicians  take  a 
more  active  interest  in  their  futures,  but  we 
also  need  the  knowledge,  experience,  and 
advice  of  the  veterans.  Quitting  now  is  like 
a physician  who  says  that  he  has  treated  this 
patient  for  pneumonia  three  times,  now,  and 
he  isn’t  going  to  treat  him  for  it  again.  As 
long  as  a physician  is  practicing  medicine, 
and  even  after  he  quits,  I feel  he  has  a respon- 
sibility to  his  profession  and  to  himself  to 
remain  mentally  active  and  alert. 

Needless  to  say,  this  takes  time,  effort. 


and  money.  There  are  many  physicians  who 
are  unhappy  with  what  has  happened  in  the 
past  in  regard  to  medical  politics.  They  are 
more  than  willing  to  complain  to  their  hunt- 
ing and  fishing  or  golfing  friends,  and  perhaps 
even  in  a staff  meeting  if  they  attend  any, 
but  they  won’t  take  the  trouble  to  contact 
their  Representative  and  let  him  know  how 
they  feel.  Each  politician  probably  has  a 
physician  somewhere  whom  he  knows  and 
respects  and  trusts.  I feel  it  is  up  to  us  to 
inform  these  Representatives  about  how  we 
feel  and  why.  If  we  would  do  this,  perhaps 
some  of  the  governmental  intrusions  into 
medicine  and  other  aspects  of  our  private 
lives  could  have  been  prevented. 

In  Wyoming  we  are  fortunate  that  we 
have  a group  of  physicians  in  Cheyenne  who 
are  willing  to  sacrifice  some  of  their  office 
time  to  meet  with  the  legislators  and  explain 
our  ideas.  But  they  are  quick  to  tell  us  how 
much  more  effective  a visit  from  a local 
physician  constituent  is. 

If  we  are  to  preserve  our  heritage  of  free 
enterprise  in  all  things  as  well  as  the  practice 
of  medicine,  it  is  going  to  take  more  effort 
and  time  and  money  from  us  all.  I think  the 
rewards  are  worth  the  effort.  May  I close 
with  some  words  from  a song  from  the  Sing- 
Out  Group  that  is  spreading  their  “Up  With 
People”  philosophy  around  the  nation — “You 
must  pay  the  price,  you  must  sacrifice  — 
Freedom  isn’t  Free.”  Thank  you.  • 


Denver  Physician  Returns  From  Service  Aboard  U.S.S.  Hope 

A Denver,  Colorado,  physician,  James  B.  Dumm,  M.D.,  has  returned  from  service  in 
Project  HOPE’S  medical  teaching- treatment  mission  to  Cartagena,  Colombia.,  He 
worked  for  two  months  as  a volunteer  aboard  the  floating  medical  center  S.  S.  HOPE. 

Since  the  floating  medical  center  S.  S.  HOPE’S  arrival  in  Cartagena  in  February, 
1,250  operations  have  been  performed,  19,500  patients  have  been  treated,  and  117,045 
immunizations  against  diphtheria,  tetanus,  and  smallpox  have  been  administered. 

Educational  exchange  programs,  instruction,  and  training  have  been  conducted  with 
the  participation  of  199  Colombian  physicians,  interns,  and  medical  students;  65  Colom- 
bian dentists,  dental  students,  and  dental  assistants;  101  Colombian  nurses,  auxiliaries, 
and  nursing  students;  and  173  Colombiah  medical  technicians,  dietitians,  and  pharma- 
cists. By  the  time  the  ship  returns  to  the  United  States  in  December,  Project  HOPE 
training  programs  will  have  reached  more  than  600  Colombian  medical  personnel. 

Colombia  is  the  seventh  nation  visited  by  the  S.  S.  HOPE.  Since  her  initial  voyage 
in  1960,  the  ship  has  anchored  in  Indonesia,  Vietnam,  Peru,  Ecuador,  Guinea,  and 
Nicaragua.  In  seven  voyages.  Project  HOPE’S  dedicated  staff  of  American  doctors, 
nurses,  and  technicians  has  performed  more  than  9,000  operations,  treated  over  100,000 
patients,  and  immunized  more  then  one  million. 

Project  HOPE  is  the  principal  activity  of  The  People-to-People  Health  Foundation, 
Inc.,  an  independent,  non-profit  organization  supported  by  the  American  public. 
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Transvenous  pacemaker 
control  of  heart  block* 


W.  Gerald  Rainer,  MD,  James  P.  Newby,  MD, 
Marvin  S.  Liggett,  MD,  and  Fred  W.  Schoonmaker,  MD,  Denver 


Experience  with  permanent  implantable 
pacemaker  without  thoracotomy. 


One  of  the  common  disorders  of  cardiac 
rhythm  is  heart  block.  Since  the  advent  of 
electrical  control  of  cardiac  rhythm  appli- 
cable to  patients  with  this  symptomatic  dis- 
order/'^'^  a variety  of  pacemaking  units  and 
approaches  to  this  problem  have  been  de- 
scribed.^ Initially,  thoracotomy  was  required 
for  complete  implantation  of  the  battery  imit 
and  the  myocardial  electrodes.®  Because  most 
of  the  patients  requiring  surgical  treatment 
of  complete  heart  block  fall  into  the  older  age 
groups,  thoracotomy  has  imposed  a signifi- 
cant surgical  morbidity  and  mortality.  Cur- 
rently the  use  of  a permanent  implantable 
pacemaker  unit  using  transvenous  endocar- 
dial stimulation  provides  surgical  treatment 
for  complete  heart  block  without  the  use  of 
thoracotomy. 

Our  experience  with  12  cases  of  permanent 
transvenous  pacing  provides  the  basis  for  this 
report. 

Clinical  material 

Since  July,  1966,  12  patients  have  under- 
gone treatment  of  complete  heart  block  by 
use  of  transvenous  endocardiac  electrode 
pacemakers.  Included  in  the  group  are  seven 
males  and  five  females,  with  an  age  range 
of  52-83  (average  age  69.6  years).  Five  of 
these  patients  were  treated  initially  with 
transvenous  pacemaker  implantation;  the 
other  seven  underwent  this  procedure  subse- 
quent to  other  pacemaker  implantation.  There 
has  been  no  operative  or  hospital  mortality 
and  morbidity  has  been  low.  To  date  there 
have  been  no  infections  around  pacemakers 

*From  the  Departments  of  Thoracic  and  Cardiovascular 
Surgery  and  Cardiology,  Denver  Clinic  and  St.  Joseph 
Hospital,  Denver. 


or  electrodes.  Re-positioning  of  the  transve- 
nous electrode  catheter  was  necessary  in 
three  patients,  and  this  was  accomplished 
without  difficulty.  Because  thoracotomy  has 
not  been  required,  hospitalization  has  been 
considerably  shortened  and  patients  have 
returned  to  normal  activity  at  an  early  date. 

Clinical  notes 

Indications:  All  patients  with  symptomatic 
complete  heart  block  should  be  considered 
potential  candidates  for  permanent  pace- 
maker control  of  cardiac  rhythm.  Symptoms 
are  those  associated  with  low  cardiac  output 
and  include  Adams-Stokes  attacks,  exertional 
dyspnea  and  refractory  congestive  heart  fail- 
ure. The  use  of  temporary  transvenous  pacing 
may  be  sufficient  for  those  patients  exhibit- 
ing transient  heart  block  following  myocar- 
dial infarction,  who  show  an  early  return  to 
regular  sinus  rhythm  with  an  adequate  ven- 
tricular rate.  For  this  particular  problem  a 
temporary  transvenous  bipolar  electrode 
catheter  is  connected  to  an  external  power 
source  and  pacing  is  continued  only  during 
the  period  of  abnormally  low  ventricular  rate. 

For  patients  with  permanent  complete 
heart  block,  a unit  consisting  of  totally  im- 
plantable power  source  and  transvenous  elec- 
trode catheter  is  utilized  (Fig.  1).  There  is 
little  controversy  at  present  concerning  the 
indications  for  permanent  pacemaker  implan- 
tation in  those  patients  with  complete  heart 
block  whose  symptoms  can  be  shown  to  be 
due  to  their  low  ventricular  rate.  The  use 
of  a permanent  pacemaker  in  cases  exhibiting 
severe  sinus  bradycardia  or  variable  heart 
block  is  still  not  clearly  defined.  Many  of 
this  latter  group  may  be  more  precisely  de- 
fined by  determining  the  clinical,  electro- 
cardiographic and  cardiac  output  response  to 
a brief  period  of  temporary  pacing. 
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Surgical  features:  In  contradistinction  to 
direct  myocardial  electrode  fixation  requiring 
thoracotomy,  transvenous  electrode  pace- 
maker implantation  involves  only  small  cervi- 
cal and  pectoral  incisions  (Fig.  2).  The 
endocardial  electrode  may  be  passed  through 
either  the  external  or  internal  jugular  vein 
and  is  positioned  fluoroscopically  so  that  the 
tip  of  the  electrode  catheter  is  wedged 
securely  into  the  trabeculae  of  the  right 
ventricle  (Fig.  3).  Although  a brief  general 
anesthetic  is  usually  employed,  the  entire 
procedure  may  be  accomplished  simply  under 
local  anesthesia  in  poor  risk  patients.  Once 
the  catheter  electrode  is  adequately  posi- 
tioned, it  is  securely  fixed  to  the  vein  at  its 
point  of  entrance  and  the  power  unit  placed 
either  subcutaneously  or  subpectorally  into 
a previously  developed  pocket. 


Fig.  1.  Implantable  pacemaker  unit  with  trans- 
venous electrode  catheter  attached.  The  electrode 
catheter  consists  of  two  flexible  wires  connecting 
to  the  two  metal  bands  shown  at  tip  of  catheter 
and  is  covered  with  silicone  rubber.  (Medtronic 
Model  5870-C  Pacemaker  with  Catheter — Med- 
tronic, Inc.,  Minneapolis,  Minn.) 


Considerable  care  must  be  taken  to  assure 
stable  positioning  of  the  electrode  catheter, 
and  this  is  determined  best  by  adequate  cap- 
ture of  cardiac  rhythm  with  a low  milli- 
amperage  output  (usually  less  than  2.5  ma). 
Occasional  myocardial  perforations  or  dis- 
lodgments  have  been  reported, but  these 
have  not  led  to  permanent  problems  since 
re-positioning  to  a more  secure  location  usu- 
ally can  be  accomplished  without  undue  dif- 
ficulty. 


Fig.  2.  Photograph  of  patient  with  implanted 
transvenous  pacemaker.  Arrows  point  to  cervical 
and  pectoral  incisions.  Slight  prominence  in  left 
pectoral  region' shows  site  of  implanted  battery 
unit. 
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Fig.  3.  Chest  roentgenogram  of  patient  shown  in 
Fig.  2,  showing  implanted  power  unit  and  position 
of  electrode  wire  in  right  ventricle. 


Follow-up  observations:  Frequent  deter- 
mination of  the  cardiac  rate  is  a meaningful 
self-observation  in  any  patient  with  an  im- 
planted pacemaker.  The  patient  is  instructed 
to  count  his  pulse  rate  for  one  full  minute 
daily  and  to  report  any  significant  (±5/min.) 
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change  in  rate.  Short  strips  of  electrocardio- 
grams are  obtained  monthly  for  comparison 
with  previous  rates.  Since  impending  battery 
exhaustion  is  almost  always  heralded  by  a 
change  in  rate  4-6  weeks  in  advance,  simple 
replacement  of  the  battery  unit  can  be  per- 
formed decisively  and  electively  prior  to 
danger  from  return  to  complete  heart  block. 
It  is  extremely  important  that  rate  change 
not  be  ignored,  even  briefly,  as  uncontrolled 
rapid  ventricular  rates  may  be  induced  by 
a pacemaker  unit  with  faulty  timing  mech- 
anism. 

Discussion 

Certainly  the  use  of  a permanent  indwell- 
ing transvenous  pacemaker  is  cause  for  some 
concern  because  of  the  possible  development 
of  thrombi  which  may  result  in  repeated  pul- 
monary embolization.  Although  this  has  been 
reported,  the  incidence  is  surprisingly  low 
and  is  probably  related  to  use  of  silicone 
rubber-coated  electrode  wires  in  a high  flow 
system.  Long-term  implantation  studies  have 
shown  that  the  right  ventricular  endocardium 
covers  the  tip  of  the  implanted  catheter  with 


a smooth,  fibrous,  endocardium-like  lining, 
helping  to  maintain  a permanent,  secure  fixa- 
tion. Generally  anticoagulants  are  not  recom- 
mended, and  these  have  not  been  used  with 
any  of  our  patients. 

Although  pacemakers  of  many  and  varied 
principles  including  unipolar  and  bipolar  sys- 
tems, fixed  rate  or  “demand”  circuitry  or 
remote  (radio-frequency)  control  have  been 
utilized  clinically  and  are  still  under  active 
investigation,  at  the  present  time  the  com- 
pletely implantable  pacemaker  utilizing  a 
transvenous  endocardiac  electrode  permits 
treatment  of  complete  heart  block  with  mini- 
mal risk,  especially  in  older  patients. 

Summary 

The  application  of  a transvenous  pace- 
maker system  which  can  be  employed  with- 
out thoracotomy  has  been  described.  Our  ex- 
perience over  a one-year  period  with  12 
patients  treated  with  such  a transvenous  unit 
has  been  presented.  • 
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Myringostomy- - 

the  eustachian  tube  substitute 


David  Murphy,  MD,  Denver 


Placement  of  a small  plastic  tube  through 
a myringotomy  incision  has  come  into  fre- 
quent use  in  recent  years.  A term  coming  into 
usage  describing  this  procedure  is  myringos- 
tomy. The  origin  of  this  word  is  easily  deter- 
mined by  comparison  with  the  words  that 
describe  permanent  surgical  openings  in 
other  organs.  Gastrostomy  and  colostomy  are 
procedures  of  creating  an  opening  between 
the  external  body  surface  and  the  stomach 
and  colon  respectively.  The  suffix  -stomy 
is  the  commingling  form  of  the  Greek  word, 
stoma,  which  means  mouth  or  opening. 

The  terms  gastrotomy  and  colotomy, 
spelled  without  the  “s”  in  the  suffix,  refer  to 
procedures  of  making  an  incision  in  the  re- 
spective organs.  In  these  cases,  the  suffix 
-tomy  is  derived  from  the  Greek  word,  tem- 
nein,  which  means  to  cut.  In  medical  termin- 
ology, the  suffix  -stomy  has  been  used  when 
the  incision  has  been  made  into  a relatively 
permanent  opening. 

Myringotomy  refers  to  an  incision  in  the 
ear  drum.  Myringo-  is  the  combining  form 
of  the  Latin  word  for  tympanic  membrane. 
Cutting  or  lancing  the  membrane  is  a pro- 
cedure of  long  usage.  The  modification  of 
making  the  incision  a more  permanent  open- 
ing is  of  more  recent  origin.  In  applying  the 
medical  terms  to  differentiate  simple  in- 
cision from  the  surgical  aperature,  it  is  log- 
ical to  name  the  making  of  a more  permanent 
opening  in  the  ear  drum  a myringostomy. 

At  Children’s  Hospital  and  most  operating 
suites  caring  for  children,  myringostomy  is 
frequently  employed.  The  occurrence  of  se- 
rous or  mucoid  secretions  in  the  middle  ears 
of  children  is  more  frequent  since  the  advent 
of  penicillin.  Presumably  antibiotic  therapy 
controls  the  infectious  aspect  of  acute  otitis 
media,  but  the  remaining  sterile  fluid  is  not 
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absorbed  nor  does  it  drain  out  the  Eustachian 
tube.  A myringotomy  with  aspiration  of 
fluid  from  the  middle  ear  may  be  sufficient 
to  resolve  the  “plumbing”  problem.  However 
it  is  unlikely  that  all  the  fluid  in  the  tympanic 
cavity  can  be  aspirated  from  all  the  recesses. 
In  the  more  persistent  case  of  secretory  otitis, 
the  incision  of  the  myringotomy  may  heal 
before  the  middle  ear  disease  is  resolved. 
The  fluid  in  the  ear  persists. 

Placing  a small  plastic  tube  through  a 
myringotomy  prevents  the  incison  from  clos- 
ing before  the  opening  has  served  its  purpose. 
Its  purpose  is  primarily  to  ventilate  the 
middle  ear.  If  the  mucosa  of  the  Eustachian 
tube  is  edematous  enough  to  obliterate  the 
lumen,  no  air  can  get  into  the  middle  ear. 
A vacuum  is  formed  from  the  resorption  of 
air  by  the  mucosa  of  the  closed  middle  ear 
space.  The  resulting  negative  pressure  may 
cause  further  edema  of  the  mucosa  with 
increased  secretions  to  replace  the  vacuum. 
The  myringotomy  interrupts  this  cycle.  When 
air  can  enter  the  middle  ear  through  the 
myringotomy,  the  vacuum  is  eliminated.  The 
edema  of  the  middle  ear  mucosa  secondary  to 
the  negative  pressure  will  then  resolve.  As 
the  swelling  of  the  Eustachian  tube  subsides, 
the  residual  fluid  in  the  middle  ear  can  be 
pulled  down  the  tube  by  the  cilia  of  its  res- 
piratory type  mucosa.  When  fluid  no  longer 
fills  the  Eustachian  tube,  ventilation  of  the 
ear  can  occur  again  through  the  normal  route. 

Not  until  the  Eustachian  tube  has  regained 
its  essential  function  of  ventilating  the  tym- 
panic cavity  can  the  myringostomy  be  al- 
lowed to  close,  which  is  accomplished  by 
simply  removing  the  tube.  Most  ear  drum 
incisions  close  rapidly.  The  tube  is  needed  in 
the  myringotomy  to  interfere  with  the  great 
propensity  of  most  ear  drums  to  heal. 
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In  treating  ear  disease,  either  the  drum 
shows  undaunted  capacity  to  heal  even  before 
Eustachian  tube  function  has  returned  or  the 
drum  shows  little  or  no  tendency  to  close  a 
perforation.  The  rate  of  healing  of  a perforat- 
ed or  incised  ear  drum  is  of  basic  importance 
to  the  recovery  of  the  ear.  Either  too  rapid 
or  too  slow  healing  of  the  ear  may  be  dis- 
advantageous. 

The  ear  drum  like  other  bodily  tissues 
tends  to  extrude  foreign  objects.  Flares  and 
flanges  of  various  designs  have  been  put  on 
the  tubes  to  prevent  them  from  sliding  out  of 
the  incision.  A collar  button  type  tube  may 
stay  in  place  for  many  months. 

The  myringostomy  substitutes  for  the 
Eustachian  tube.  There  is  no  more  direct  by- 
pass of  a blocked  Eustachian  tube  to  atmos- 
pheric air  than  an  incision  in  the  ear  drixm. 
The  myringostomy  can  serve  both  primary 
functions  of  the  Eustachian  tube,  namely  the 
egress  of  secretion  and  ventilation  of  the 
tympanic  cavity.  But  like  the  natural  tube, 
the  artificial  tube  cannot  serve  both  functions 
well  simultaneously.  Air  cannot  be  coming 
into  the  middle  ear  through  a myringostomy 
with  ease  if  fluids  are  pouring  out  of  the  tube. 

Intubation  of  an  incision  of  an  acutely 
infected  ear  drum  may  reduce  the  need  for 
repeat  myringotomies.  However,  the  purulent 
exudate  in  the  middle  ear  may  force  the  tube 
out  of  the  incision.  During  the  acute  phase 
of  an  otitis  media,  the  need  for  ventilation 
is  less,  because  the  middle  ear  space  is  being 
refilled  with  exudate.  When  the  production 
of  exudate  decreases,  then  ventilation  be- 
comes increasingly  essential  to  assure  an  air 
containing  chamber  behind  the  ear  drum.  The 
drum  cannot  vibrate  freely  if  dampened  by 
fluid  in  the  middle  ear  space,  thereby  impair- 
ing the  hearing. 

A simple  myringotomy  without  intubation 
for  an  acute  otitis  media  stays  open  well 
while  pus  is  discharging  through  the  incision. 
But  when  the  purulent  exudate  is  no  longer 
under  pressure  to  force  the  incision  open,  the 
myringotomy  may  close,  when  ventilation  is 
most  needed  for  the  healing  ear.  When  the 
infection  is  controlled  the  myringotomy  may 
heal  before  ventilation  is  established  through 


the  Eustachian  tube.  Then  myringostomy  is 
needed  until  the  persistent  non-infectious 
fluid  has  cleared. 

At  the  time  of  myringostomy  for  the 
chronic  secretions  of  the  middle  ear,  enough 
serous  or  mucoid  fluid  should  be  aspirated 
in  order  that  the  residual  secretion  will  not 
drain  out  the  small  myringostomy  tube.  This 
fluid  may  remain  in  the  lumen  of  the  tube 
and  the  slit  of  space  around  the  tube,  thereby 
occluding  the  myringostomy.  At  the  time  of 
repeat  myringostomy,  the  secretions  may  not 
be  forming  as  actively,  and  be  less  likely  to 
occlude  the  myringostomy. 

If  the  Eustachian  tube  does  not  regain  its 
function  of  draining  and  ventilating  the  mid- 
dle ear,  the  myringostomy  must  continue  to 
substitute  for  the  natural  tube.  If  the  Eusta- 
chian tube  is  permanently  stenosed,  the  alter- 
natives to  a myringostomy  are  retraction  of 
the  ear  drum  or  secretion  from  the  mucosa 
into  the  unventilated  middle  ear  space.  A 
retraction  pocket  of  the  ear  drum  may  form 
a cholesteotoma,  which  is  physically  destruc- 
tive. Retained  middle  ear  secretions  cause 
hearing  loss,  which  can  be  socially  destructive 
and  perilous. 

The  Audiology  and  Speech  Pathology  De- 
partment of  Children’s  Hospital  is  helping  a 
multitude  of  children  with  ear  disease,  not 
only  in  diagnosis  but  also  in  therapeutic  re- 
habilitation. Frequently  special  testing  tech- 
nics are  required  accurately  to  assess  the 
audiometric  status  of  a youngster.  This  De- 
partment at  Children’s  Hospital  is  equipped, 
staffed  and  prepared  to  help  you  in  evalua- 
tion of  your  young  patient’s  audiologic  ability. 
Allow  the  little  children  to  have  their  hearing 
checked  before  writing  them  off  as  slow,  dull, 
or  uncooperative.  The  child  may  simply  not 
be  able  to  hear.  In  conductive  hearing  loss 
of  middle  ear  disease  a child  as  young  as 
one  to  two  years  of  age  may  be  accurately 
tested.  A myringotomy  or  myringostomy  may 
make  the  difference  between  a child  com- 
mitted to  a school  for  the  retarded  and  a 
child  who  can  hear  words  and  learns  to  speak. 
This  one  to  two  millimeter  operation  has 
made  that  difference.  • 
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The  use  of  PAS 

for  regional  medical  programs 


This  paper  is  aimed  directly  at  Directors 
of  Regional  Medical  Programs,  but  the 
content  will  also  be  of  interest  to  hospital 
administrators  and  to  those  physicians 
who  are  following  the  development 
of  Regional  Medical  Programs. 


Most  of  the  regional  medical  programs  get- 
ting underway  across  the  country  anticipate 
some  form  of  data-gathering.  In  these  pro- 
grams, any  researcher  worth  his  salt  should 
covet  the  quantity  of  health  data  potenti- 
ally available  from  hospital  medical  records. 
To  the  extent  they  are  aware  of  the  data- 
hungry  researcher,  hospital  administrators  in 
turn  should  be  feeling  some  apprehension, 
for  their  institutions  are  already  besieged 
with  questionnaires  from  a multitude  of 
agencies.  If  this  data  source  is  to  be  tapped, 
it  needs  to  be  done  in  some  fashion  that  does 
not  add  to  the  burden. 

Fortunately,  there  exists  a medical  record 
information  system  that  not  only  yields  large 
quantities  of  data  painlessly,  but  actually 
improves  efficiency  in  the  hospital’s  medical 
record  library.  This  is  the  Professional  Activ- 
ity Study  (PAS),  a program  now  serving 
more  than  1,000  hospitals  in  the  United  States 
and  Canada,  hospitals  which  account  for  more 
than  25  per  cent  of  all  the  short-term  general 
hospital  beds  in  the  two  countries.  The  pur- 
pose of  this  monograph  is  to  describe  PAS 
and  show  how  it  can  be  used  by  regional 
medical  programs. 

How  PAS  works 

Fig.  1 is  a schematic  diagram  of  data  flow 
in  the  PAS  system.  Information  is  abstracted 

‘Research  specialist  with  the  Colorado-Wyoming  Regional 
Medical  Program,  formerly  Manager,  Statistics  Depart- 
ment, Commission  on  Professional  and  Hospital  Activities. 
The  Colorado-Wyoming  RMP  has  funds  designated  for 
subsidy  of  PAS  participation  for  a sample  of  hospitals 
in  the  two  states,  as  part  of  NIH  grant  # RM  00040. 
The  paper  was  presented  at  the  University  of  Colorado 
Medical  Center,  at  a meeting  attended  by  the  Directors  of 
Regional  Medical  Programs  in  the  West.  The  findings  and 
conclusions  presented  here  do  not  necessarily  represent 
the  views  of  the  Public  Health  Service. 


Eric  Leighton*,  Denver 

from  the  chart  of  every  hospital  discharge 
by  clerks  in  the  hospital’s  medical  record 
department.  The  work  invested  in  abstracting 
is  balanced  by  work  saved  at  the  other  end 
of  the  system,  since  the  hospital’s  inpatient 
statistics  and  medical  record  indexes  are  com- 
piled by  the  computer  rather  than  by  hand. 

Looking  at  PAS  as  a data-gathering  sys- 
tem, the  following  features  stand  out: 

1.  The  system  carries  a good  deal  of  infor- 
mation (see  the  PAS  Case  Abstract  illustrated 
in  Fig.  2)  about  every  hospitalization,  not 
just  a sample. 

2.  The  system  operates  continuously,  not 
on  a one-shot  basis. 

3.  The  system  makes  a direct  payoff  to  the 
people  who  are  feeding  it.  Those  doing  the 
data-recording  are  the  same  ones  who  receive 
the  immediate  benefits  of  the  system,  so  it  is 
in  their  own  interest  to  be  accurate  and  com- 
plete. 

4.  The  system  results  in  a data  bank,  per- 
manently maintained  on  magnetic  tapes.  Data 
from  more  than  25,000,000  hospitalizations  are 
now  on  file,  and  the  bank  is  growing  at  a 
rate  exceeding  8,000,000  case  abstracts  per 
year. 

PAS  is  an  excellent  data-gathering  system 
for  regional  research  and  planning  precisely 
because  it  was  not  designed  to  be  good  for 
the  researcher,  but  rather  to  be  good  for  the 
hospital.  And  the  fact  that  several  hundred 
hospitals  are  voluntarily  paying  30  cents  per 
patient  to  participate  in  PAS  indicates  that 
it  is  valuable  to  the  hospital.  The  capability 
for  painless  data-gathering  can  be  considered 
a fortuitous  byproduct  (but  a “fortuitous” 
byproduct  carefully  designed  in  the  system.) 

Why  PAS  works 

Anyone  with  experience  in  data-gathering 
and  data  processing  should  be  skeptical  of  the 
simplicity  of  the  schematic  diagram  shown 
in  Fig.  1.  Too  much  of  the  real  world  is  left 
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out.  This  skepticism  would  be  well-founded, 
as  would  be  attested  to  by  the  people  who 
operate  PAS,  the  Commission  on  Professional 
and  Hospital  Activities  (CPHA). 

CPHA  is  a nonprofit  research  group  lo- 
cated in  Ann  Arbor,  Michigan,  and  PAS  is 
its  major  concern.  The  CPHA  staff  includes 
statisticians,  computer  programmers,  systems 
analysts,  registered  record  librarians,  and 
physicians,  and  these  are  some  of  their  activi- 
ties that  make  PAS  work: 

1.  Training  medical  records  personnel  in 
abstracting,  submitting  corrections,  and  other 
mechanics  of  the  system. 

2.  Checking  the  coding  of  diagnoses  and 
operations,  responding  to  coding  questions. 

3.  Checking  case  abstracts  for  omissions, 
inconsistencies,  and  questions  about  proper 
recording. 

4.  Reviewing  statistics  from  participating 
hospitals  as  a further  check  for  possible  re- 
cording problems. 

5.  Conducting  two-day  Tutorial  Sessions 
to  teach  administrators,  physicians,  and  medi- 


cal record  librarians  how  to  use  PAS  reports. 

6.  Providing  special  tabulations  and  inter- 
hospital comparisons  upon  request,  at  no 
extra  charge. 

7.  Continually  refining  the  data  process- 
ing capabilities,  adding  new  options  for  hos- 
pitals. 

8.  Periodically  updating  the  whole  PAS 
program  (improvements  were  made  through- 
out the  system  in  1965  and  1966,  at  a cost  of 
approximately  $200,000) . 

It  is  not  the  magic  of  a computer  system 
but  this  backup  of  training,  data  control,  and 
education  that  has  kept  PAS  viable  and  thriv- 
ing. 

PAS  as  a data-gathering  system 

For  the  researcher  not  on  the  CPHA  staff, 
the  most  essential  prerequisite  for  pulling 
data  out  of  PAS  is  cooperation  between  the 
researcher,  the  hospitals,  and  CPHA.  In  par- 
ticular, the  researcher  must  have  from  each 
hospital  administrator  written  authorization 
to  use  the  data  before  CPHA  will  be  in  a 
position  to  cooperate.  Also,  first  priority  in 
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Fig.  1 . Flow  of  data  in  PAS. 
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the  use  of  CPHA  manpower  and  computer 
time  is  quite  properly  assigned  to  commit- 
ments to  individual  hospitals,  so  there  are 
practical  limitations  to  the  availability  of 
these  resources  to  other  researchers.  Within 
these  practical  constraints,  the  researcher 
will  find  CPHA  extremely  helpful  in  plan- 
ning the  use  of  PAS  data. 

One  way  to  get  data  out  of  PAS  is  simply 
to  go  into  the  medical  record  departments 
of  the  hospitals  and  transfer  information 
from  the  computer-printed  PAS  reports.  A 
more  convenient  (and  probably  cheaper) 
method  would  be  to  have  extra  copies  of  these 
reports  prepared  by  CPHA,  to  be  sent  to  the 
regional  medical  program  office.  Extra  copies 
mean  extra  cost,  but  relative  to  the  amount 
of  data  obtainable  the  cost  is  very  small. 

The  next  level  of  complexity  would  be  to 
have  CPHA  periodically  split  data  off  onto 
a special  magnetic  tape  file  and  send  these 
tapes  to  the  regional  medical  program.  Again, 
the  cost  involved  would  be  relatively  small. 
The  decision  between  data  on  paper  and  data 
on  magnetic  tape  will  probably  rest  on  the 
local  availability  of  computers  and  pro- 
grammers. The  exact  costs  involved  and  such 
technical  problems  as  compatibility  of  data 
processing  equipment  (or  lack  of  it)  really 
cannot  be  delineated  here,  since  they  depend 
on  factors  that  are  changing  from  day  to  day. 
These  are  matters  that  need  to  be  settled 
between  the  regional  medical  program  and 
CPHA. 

Hospital  Incidence  of  Heart  Disease,  Cancer  and  Stroke 
Ten  Colorado  Hospitals 
January  - June  1966 


Base  « 33,392  dis- 
charges , excluding 
deliveries  & births 


Base  - 252,634 
patient  days 


Base  • 884  deaths 


Fig.  3.  A simple  example  of  basic  data  available 
through  PAS.  Patients  were  classified  according 
to  the  final  diagnosis  explaining  admission.  The 
statistics  shown  here  were  compiled  in  a few 
minutes  from  copies  of  one  of  the  standard  PAS 
semiannual  reports,  the  B report. 
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Patients  Hospitalized  for  Heart  Disease 
Death  Rates  in  Ten  Colorado  Hospitals 
January-June  1966 
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care  units. 

Fig.  4a.  An  example  of  an  interhospital  comparison. 

using  the  same  source  as  Fig.  3, 
PAS  B Report  for  each  hospital. 

the  semiannual 

Hospital 

group 

No.  of  heart 
disease  patients 

Percent 
who  died 

Four  hospitals 
with  ICU 

886 

9.7% 

Six  hospitals 

without  ICU 

1,020 

15.6% 

Total 

1,906 

12.9% 

Fig.  4b.  The  same  data  as  used  in  Fig.  4a,  grouped 
to  contrast  hospitals  with  intensive  care  units  with 
hospitals  without  them.  PAS  data  could  be  used 
to  make  the  comparison  much  more  to  the  point, 
by  standardizing  for  patient  age  distribution,  spe- 
cific type  of  heart  disease,  proportion  of  patients 
with  complicating  diagnoses,  etc. 


Use  of  PAS  to  Plan  Continuing  Education 

One  of  the  problems  of  continuing  medical 
education  is  discovering  topics  that  are  rele- 
vant to  practice  in  a given  area.  With  PAS 
it  is  possible  to  identify  aspects  of  care  where 
there  appear  to  be  weaknesses  and  tailor  the 
education  efforts  accordingly. 

For  example,  refer  to  Fig.  4a,  where  ten 
hospitals  are  compared  with  respect  to  death 
rates  for  heart  disease  patients.  The  three 
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hospitals  with  lowest  death  rates  (A,  B,  and 
C)  all  have  intensive  care  units.  But  there  is 
one  other  hospital  with  an  intensive  care 
unit,  Hospital  H,  and  this  hospital  has  a sub- 
stantially higher  death  rate  than  the  first 
three.  Further  analysis  of  PAS  data  could 
reveal  more  surely  whether  this  is  due  to  a 
real  difference  in  care  rather  than  to  factors 
beyond  the  hospital’s  control.  The  data  might 
well  indicate  need  for  an  educational  program 
about  the  use  of  the  ICU. 

Since  PAS  is  continuous,  it  can  also  be 
used  to  test  the  effectiveness  of  an  educa- 
tional program.  In  the  present  example,  one 
could  tell  whether  a drop  in  death  rate  oc- 
curred after  disseminating  information  about 
the  use  of  the  ICU. 

PAS  as  a teaching  machine 

Continuing  medical  education  is  usually 
considered  a process  of  transmitting  informa- 
tion from  centers  of  knowledge  to  practition- 
ers. One  would  expect,  however,  that  practice 
itself  would  be  educational.  That  is,  medical 
practice  can  be  educational  if  information 
about  patient  care  can  be  recorded  and  or- 
ganized for  periodic  review.  PAS  can  be  a 
kind  of  teaching  machine,  because  it  feeds 
back  to  physicians  a picture  of  their  own 
practice.  PAS  not  only  presents  abstracts  of 
individual  cases  but  also  gives  a perspective 
about  groups  of  cases.  When  the  information 
presented  by  PAS  is  taken  together  with 
standards  for  good  quality  care — standards 
agreed  on  by  a hospital’s  medical  staff — prac- 
ticing physicians  can  assess  for  themselves 
the  quality  of  their  care. 

This  “teaching  machine”  use  of  PAS  is 
nothing  that  happens  automatically.  A medi- 
cal staff  needs  to  overcome  its  prejudice 
against  working  on  review  committees  (which 
was  a tedious  business  with  old-fashioned 
methods  of  chart  review)  and  invest  some 
time  in  learning  to  use  the  computer-printed 
reports  of  PAS.  In  many  PAS  hospitals  this 
never  happens,  simply  because  of  the  inertia 
of  the  established  way  of  doing  things.  CPHA 
offers  two-day  Tutorial  Sessions  approxi- 
mately once  every  two  weeks,  to  teach  hos- 
pital staffs  how  to  use  PAS.  These  sessions 
are  very  successful,  but  because  of  distance 
(Tutorial  Sessions  are  currently  held  only  in 
Ann  Arbor)  and  limited  capacity,  the  CPHA 


program  needs  to  be  augmented  by  local 
efforts. 

This  is  where  the  regional  medical  pro- 
gram comes  in.  In  fact,  it  is  probably  more 
important  to  the  goals  of  the  regional  medical 
program  to  help  physicians  learn  how  to  use 
PAS  to  review  their  own  practice  than  it  is 
to  use  PAS  for  data-gathering.  After  all,  the 
general  goal  of  RMPs  is  to  improve  the 
quality  of  care;  planning  facilities  and  feed- 
ing knowledge  to  practitioners  is  one  line 
of  attack,  but  a more  immediate  way  to 
improve  care  is  by  helping  physicians  see 
whether  they  are  practicing  as  well  as  they 
already  know  how  to,  with  the  facilities  al- 
ready on  hand. 

PAS  as  a prototype 

PAS  is  old-fashioned.  Data  is  recorded 
with  an  ordinary  pencil  on  ordinary  paper. 
Long-distance  data  transmission  is  accom- 
plished by  U.  S.  mail.  The  participating  hos- 
pital does  not  have  so  much  as  a new  teletype 
to  display  to  visitors. 

It  is  inevitable  that  as  regional  medical 
programs  progress  with  exploration  of  infor- 
mation systems,  there  will  be  a great  deal  of 
discussion  about  on-line,  time-sharing,  inte- 
grated computer  networks.  How  does  PAS 
relate  to  aspirations  for  such  sophisticated 
systems?  Like  this: 

1.  PAS  is  available  right  now.  It  is  a way 
of  getting  “on  the  air”  quickly,  thus  freeing 
systems  analysts  from  pressures  for  instant 
data  and  giving  them  elbow  room  in  which  to 
experiment. 

2.  PAS  sets  high  standards.  Although  the 
PAS  system  is  old-fashioned  from  a data 
processing  standpoint,  it  delivers  a great  deal 
of  information  at  low  cost.  Any  system  that 
supersedes  PAS  will  need  to  be  demonstrably 
better,  and  this  should  be  a safeguard  against 
elaborate  alternative  systems  that  are  heavy 
on  style  (and  cost)  but  light  on  content. 

3.  PAS  can  teach  hospital  personnel  about 
information  systems.  For  most  hospitals,  PAS 
represents  a big  step  forward  from  really  out- 
of-date  information  handling  technics.  As 
PAS  is  used,  doctors  and  administrators  learn 
something  about  the  value  of  information  and 
this  is  a most  important  piece  of  education, 
since  the  time  is  undoubtedly  coming  when 
hospitals  and  physicians  must  weigh  the  cost 
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of  data  processing  facilities  against  the  cost 
of  equipment  more  directly  related  to  patient 
care.  Also,  it  is  probable  that  the  medical 
staff  committee  that  has  learned  to  use  PAS 
reports  will  be  more  amenable  to  interacting 
with  a computer’s  cathode  ray  tube  than  will 
a group  still  digging  half-heartedly  through 
piles  of  charts. 

4.  PAS  can  teach  systems  theorists  about 
the  real  world  in  which  any  medical  record 
information  system,  however  fancy,  must 
work.  Working  with  PAS  can  demonstrate 
problems  of  motivating  busy  physicians  to 
be  complete  and  current  in  their  charting,  of 
helping  medical  record  librarians  asume  their 
emerging  role  as  information  retrieval  spe- 
cialists, of  overcoming  anxiety  about  “com- 
puter-controlled” practice,  etc.  These  are  the 
human  problems  that  lie  behind  the  flow 
charts. 

Even  if  a regional  medical  program  is  not 
planning  for  some  data  processing  network 
that  would  supersede  PAS,  PAS  should  still 
be  considered  a prototype.  This  is  because 
PAS  does  not  cover  all  the  types  of  informa- 
tion that  will  be  needed  by  the  RMP.  For 
example,  PAS  is  not  suited  for  a cancer  regis- 
try, PAS  does  not  cover  outpatient  records, 
PAS  does  not  contain  fiscal  data,  and  PAS 
cannot  be  used  for  clinics  or  doctors’  offices. 


But  PAS  is  a good  foundation  for  information 
systems  in  some  of  these  areas.  CPHA  has 
experimented  with  a cancer  registry  system, 
and  to  some  extent  with  an  outpatient  system, 
but  considerable  development  is  still  required. 
This  is  an  area  in  which  an  RMP  research 
group  could  work  closely  with  CPHA  to  de- 
velop some  greatly  needed  systems  to  supple- 
ment PAS. 

Summary 

The  piirpose  here  has  been  to  commend 
PAS  to  regional  medical  programs,  with  at 
least  enough  cogency  that  RMP  personnel 
will  want  more  information  about  PAS.  These 
are  the  points  we  tried  to  make: 

1.  PAS  is  a data- gathering  system  that  is 
cheap,  immediately  and  readily  available,  and 
painless  to  hospitals. 

2.  PAS  can  be  used  to  plan  and  test  pro- 
grams of  continuing  education. 

3.  When  properly  used,  PAS  can  help 
physicians  maintain  high  quality  care. 

4.  PAS  is  a good  working  prototype  for 
more  sophisticated  and/or  more  comprehen- 
sive information  systems.  • 

For  more  details  about  the  Professional  Activity  Study, 
write  to: 

Vergil  N.  Slee,  MD,  Director,  Commission  on  Professional 
and  Hospital  Activities.  First  National  Building,  Ann 
Arbor,  Michigan  48108. 
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The  doctor 
and  the  atlolescent 

Seymour  E.  Wheelock,  MD,*  Denver 

What  contribution  does  the  general  pediatri- 
cian make  these  days  to  his  patients’  efforts 
to  achieve  personality  stability  in  the  often 
tortuous  climb  to  young  adulthood? 

In  order  to  practice  “comprehensive  pedi- 
atrics” the  pediatrician  must  have  had  to 
learn  to  recognize  all  emotional  problems  of 
the  child.  He  should  be  able  to  manage  the 
eight  out  of  ten  of  these  patients  who  have 
developmental  and  behavioral  problems 
which  are  superficial  and  involve  faulty 
training  or  surface  conflicts  without  internal- 
ization. “He  should  also  understand  the  dy- 
namics of  family  interaction,  learn  to  inter- 
vene effectively  in  crises,  and  be  alert  to  the 
psychological  aspects  of  child  care.”^ 

So  he  must — but  does  he? 

Of  course,  there  are  other  highly  signifi- 
cant determinants  in  the  child’s  progress  to 
adulthood,  but  it  must  be  accepted  that  the 
pediatrician  stands  brightly  revealed  in  the 
cold  spotlight  of  shared  responsibility  for  the 
satisfactory  prosecution  of  a difficult  transi- 
tion. 

It  is  not  easy  to  measure  all  aspects  of 

♦Director  of  Ambulatory  Services,  Children's  Hospital, 
Denver, 


personality  stability  but  one  of  the  ways  to 
do  so  has  resulted  in  some  revealing  statistics. 
For  many  young  adults  the  first  confrontation 
with  a sudden  demand  for  independent  action 
in  the  first  steps  away  from  home,  parental 
support,  and  strong  dependency  ties  is  en- 
trance to  college.  How  do  the  young  people 
of  today  handle  this  contingency?  It  would 
appear  that  one  answer  from  a significant 
study  of  six  successive  classes  of  male  stu- 
dents in  a four-year  liberal  arts  college  of 
excellent  reputation  is  that  some  do  it  well, 
some  don’t — and  the  latter  are  increasing  in 
number  as  the  academic  years  roll  by. 

The  Minnesota  Multiphasic  Personality 
Inventory  was  administered  to  all  individuals 
in  each  of  six  successive  classes  of  entering 
freshmen  at  the  college.  The  results  were 
used  to  distribute  all  students  into  three 
groups:  those  unimpaired  emotionally,  those 
moderately  impaired  emotionally,  and  those 
seriously  impaired.  There  were  2.5  times  as 
many  emotionally  impaired  students  in  the 
class  of  1967  (16.1  per  cent)  as  in  the  class  of 
1962  (6.9  per  cent).  A mean  prevalence  rate 
of  approximately  12  per  cent  of  clinically 
significantly  impaired  students  for  the  six 
years  compares  favorably  to  two  less  well 
documented,  but  similar  studies. 

Incidently  it  was  found  that  the  preva- 
lence of  emotional  impairment  went  up  as 
the  academic  potential  of  the  classes  in- 
creased— and  the  scholastic  aptitude  test 
scores  for  ’67  were  70  points  higher  than  those 
for  the  class  of  ’62.  Impairment  was  more 
common  among  those  with  higher  verbal  abil- 
ities and  often  made  it  difficult  for  these 
individuals  to  perform  well. 

The  careers  of  these  men  were  followed 
and  the  number  of  visits  by  members  of  the 
classes  to  the  psychiatrists  of  the  college 
health  service  tabulated.  It  was  the  statistical 
impression  of  the  IBM  machine,  and  more  im- 
portantly, the  college  psychiatrist,  that  there 
was  a sharp  increase  in  the  number  of 
severely  disturbed  patients  in  the  six  years 
covered  by  the  research. 

In  short  the  following  hypotheses-  were 
validated: 

1.  The  proportion  of  emotionally  disturbed 
students  in  successive  classes  has  been  in- 
creasing. 
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2.  Students  who  are  identified  as  emo- 
tionally impaired  will  be  more  likely  than 
others  to  withdraw  from  the  college. 

3.  Students  who  are  emotionally  impaired 
will  be  more  likely  than  others  to  seek  or  to 
be  referred  for  psychiatric  help. 

Pediatricians,  therefore,  must  be  aware 
that  the  pressures  for  academic  excellence 
and  gross  intellectual  product  exerted  on 
developing  personalities  may  distort  the  se- 
quences that  favor  appropriate  identity  con- 
solidation and  the  formation  of  mature,  re- 
sistant, and  flexible  emotional  patterns.  The 
pediatrician  in  his  role  as  family  counselor 


should  reassure  and  encourage  the  parents 
of  his  patients  to  be  aware  that  there  is 
renewed  need  and  hope,  even  in  these  times, 
for  the  well-balanced  and  well-rounded 
young  person  who  can  combine  academic  ex- 
cellence of  reasonable  degree  with  the  other 
virtues  that  make  student  life  living  rather 
than  years  spent  in  an  ivy-covered  squirrel 
cage  of  unhappiness  and  personal  frustra- 
tion. • 
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I2th  Annual  Colorado- Wyoming  B i-State  Science  Fair  Award  Winner 


Diana  Glazier,  a ninth  grader  -from  Wiggins,  Colorado,  won  the  Colorado  Medical  Socety’s  award  for  out- 
standing presentation  at  the  1967  Color ado-Wyoming  Bi-State  Science  Fair  of  her  exhibit  on  Chromosome 
Mapping  in  Drosophila  Gene  Variations.  As  part  of  her  award  from  the  medical  society  she  and  her 
mother  were  guests  of  the  Colorado  Medical  Society  during  its  annual  meeting  at  the  Broadmoor  Hotel, 
September  20-23,  where  her  exhibit  was  put  on  display. 
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The  treatment  of  open  fractures* 


Fred  C.  Reynolds,  MD,  St.  Louis,  Missouri 


The  aim  of  the  physician  in  treatment  of 
fractures  is  to  restore  the  injured  part  or 
parts  to  normal  function  at  the  earliest  pos- 
sible time  with  the  least  risk  to  the  patient. 
In  open  fractures,  he  should  convert  them 
to  closed  fractures  as  early  as  possible,  again 
with  the  least  risk  to  the  patient.  Treatment 
of  an  open  fracture,  therefore,  is  treatment 
of  the  wound.  It  matters  not  how  beautifully 
the  fracture  may  be  reduced  and  maintained 
if  the  wound  becomes  infected  as  a result  of 
inadequate  care.  For  the  result  then  at  best 
is  destruction  of  bone,  loss  of  position  and 
delayed  or  non-union  of  the  fracture;  at 
worst,  loss  of  life  or  limb. 

The  open  fracture  seldom  presents  itself 
as  a separate  leg  or  arm  but  when  this  does 
occur  it  is  accompanied  by  a greviously 
wounded  patient.  Care  of  an  open  fracture  or 
fractures  cannot  be  separated  from  care  of 
the  patient.  The  condition  of  the  patient 
either  from  disease  or  associated  injuries  may 
force  alteration  in  fracture  management  but 
rarely  in  wound  therapy. 

The  immediate  problem  is  resuscitation 
and  maintenance  of  vital  functions.  Once  an 
airway  is  functioning,  hemorrhage  is  con- 
trolled, and  shock  is  being  combated,  sterile 
dressing  should  be  applied  to  the  wounds  and 
the  extremity  immobilized.  Antibiotics  and 
tetanus  immimization  are  started  at  this  time 
and  when  replacement  therapy  is  well  on  its 
way  the  patient  should  be  under  control  and 
the  physician  should  have  a good  working 
diagnosis. 

Once  resuscitation  is  accomplished,  each 
physician  who  manages  trauma  must  ask 
himself  a searching  question.  It  is  whether 
the  physician  and  other  members  of  the  staff 
are  competent  to  care  for  all  the  patient’s 
problems  and  can  this  care  be  accomplished 


• Presented  at  meeting  of  Wyoming  State  Medical  Society 
and  14th  Rocky  Mountain  Medical  Conference,  August  31. 
1967.  The  author  is  Professor  of  Orthopedic  Surgery,  Wash- 
ington University  School  of  Medicine,  St.  Louis,  Mo. 


in  that  institution?  If  the  answer  is  no,  then 
the  patient  should  immediately  be  transfer- 
red to  the  nearest  facility  so  prepared.  Under 
no  circumstances  should  wounds  be  closed 
while  waiting  transfer  and  there  is  no  need  to 
submit  the  patient  to  the  trauma  of  x-ray.  I 
cannot  emphasize  this  point  too  much,  for  it 
is  one  of  the  major  reasons  for  poor  results 
in  trauma  management.  All  too  frequently 
therapy  is  begun,  wounds  are  closed  without 
thorough  cleaning,  or  when  they  should  be 
left  open.  Considerable  effort  and  time  is 
devoted  to  fracture  reduction  and  then  the 
next  or  following  days  for  some  reason  or 
another  it  is  deemed  advisable  to  send  the 
patient  to  another  hospital.  Be  honest  with 
the  patient  and  yourself  and  decide  what  is 
best  for  him.  If  it  is  going  to  be  necessary  to 
transfer  him  elsewhere,  do  it  at  once. 

The  factors  that  determine  success  or  fail- 
ure of  wound  treatment  are:  (1)  the  virulence 
of  the  organism  contaminating  the  wound; 
(2)  the  number  of  these  organisms;  (3)  the 
length  of  time  they  remain  in  the  wound;  (4) 
the  health  of  the  tissue  contaminated;  (5)  the 
resistance  of  the  host. 

The  physician  has  no  control  over  the 
number  of  organisms  that  get  into  the  wound 
at  the  time  of  injury.  He  can  decrease  the 
number  of  organisms  that  subsequently  get 
into  the  wound  by  immediate  application  of 
sterile  dressing  and  protection  of  the  wound 
while  the  extremity  is  being  prepared  for 
wound  surgery.  Early  administration  of  anti- 
biotics will  tend  to  lessen  virulence.  Although 
I am  not  aware  of  definite  experimental  evi- 
dence that  indicates  that  organisms  remain 
as  contaminants  for  six  hours  and  then  sud- 
denly begin  to  grow,  from  a clinical  stand- 
point at  least  it  seems  that  there  is  about  this 
much  grace  period,  but  this  is  not  always 
true.  So  that  the  earlier  debridement  is  done 
the  better  the  chances  of  a clean  wound.  With 
the  possible  exception  of  small  puncture 
wounds  and  wounds  caused  by  low  velocity 
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missiles,  all  open  fracture  woruids  must  have 
a debridement.  There  is  no  substitution  for 
good  wound  surgery.  For  it  is  this  treatment 
that  reduces  the  number  of  organisms,  short- 
ens the  time  they  remsdn  in  the  wound  and 
is  a vital  factor  in  determining  the  health  of 
the  tissue  contaminated.  The  fifth  factor,  the 
resistance  of  the  host,  is  augmented  by  blood 
replacement,  antibiotics  and  diet. 

Let’s  look  at  the  wound  itself.  With  the 
initial  cellular  damage  there  are  released  into 
the  wound  probably  as  by-products  of  the 
injured  cell,  leukotoxins,  necrosin,  thyroxin, 
and  perhaps  a leukopenic  factor.  In  all  prob- 
ability, these  substances  promote  the  invasion 
of  the  damaged  area  by  leukocytes,  plasma 
cells,  and  mast  cells,  and  may  contribute  to 
the  destruction  of  damaged  but  not  entirely 
killed  cells.  A hematoma  forms,  is  clotted 
with  a fine  meshwork  of  interwoven  fibrin 
strands.  In  the  first  twenty-four  hours  there 
accumulates  in  the  wound  material  with  the 
staining  properties  of  an  acid  mucopolysac- 
charide which  is  water  soluble  and  contains 
hexosamine.  It  is  likely  that  this  material  is 
derived  from  plasma  glycoprotein.  Dunphy 
found  that  hexosamine  increases  rapidly  in 
the  wounds  appearing  as  early  as  six  hours 
post  wounding  and  usually  reaches  a peak 
after  about  forty-eight  hours,  returning  to 
normal  on  the  eighth  or  ninth  day.  Between 
sixteen  and  thirty-six  hours,  there  is  a pro- 
liferation of  mesenchymal  cells  and  fibro- 
blast, and  by  the  third  day  there  is  active 
invasion  of  the  clot  by  fibroblasts  which  are 
followed  by  vascular  buds  so  that  slowly  the 
clot  is  organized  into  a highly  vascular  net- 
work. In  the  first  twenty-four  hours  the  pH 
of  the  hematoma  may  drop  quite  low,  in  the 
neighborhood  of  5.6  which  is  likely  due  to  a 
decreased  oxygen  tension  and  the  damaged 
cells.  Inorganic  phosphorus  levels  are  in- 
creased within  the  first  twenty-four  hours 
and  there  usually  is  a second  rise  at  the  end 
of  the  first  week.  Alkaline  phosphatase  in 
woimd  fluid  remains  about  the  same  as  in 
the  blood  for  the  first  week  and  then  gradual- 
ly rises.  There  is  increased  sulphur  uptake  by 
the  fibroblasts,  apparently  to  form  sulphated 
polysaccharides  and  after  about  three  weeks 
this  tagged  sulphur  shifts  to  an  extra-cellular 
position.  Somewhere  between  the  fourth  and 


the  sixth  day,  evidence  of  collagen  formation 
is  apparent  with  the  appearance  of  hydroxy- 
proline  and  this  rapidly  increases  to  a peak 
about  the  twelfth  day.  It  is  assumed  that  this 
same  type  of  reaction  takes  place  in  wounds 
which  are  associated  with  fracture.  But  so 
far  as  I know,  no  one  has  made  a study  of 
of  wound  healing  when  a fracture  is  also 
present. 

Wound  fluid  in  the  first  week  has  a lower 
concentration  of  sodium,  potassium,  calcium 
and  phosphorus,  than  in  the  plasma.  Early  in 
the  wound  period  the  protein  is  also  less.  The 
chlorides  remain  about  equal  to  the  plasma 
concentration.  Alkaline  phosphatase  moves 
from  cells  to  matrix  during  the  healing  and 
it  has  been  suggested  that  the  energy  re- 
quired for  differentiation  in  cellular  acitvity 
in  the  repair  of  a wound  is  by  way  of  the 
Krebs  cycle.  In  those  wounds  which  are  asso- 
ciated with  a fracture,  by  somewhere  around 
the  eighth  to  the  fourteenth  day,  the  mesen- 
chymal cells  which  have  been  actively  pro- 
liferating to  repair  the  injury  differentiate 
into  osteoblasts  and  chondroblasts  with  the 
early  production  of  cartilage  and  osteoid  and 
several  days  later  the  osteoid  matrix  begins 
to  be  calcified. 

The  operation  described  as  debridement 
has  changed  but  httle  since  it  was  described 
by  Hugo  of  Lucca  about  1200  B.C.,  and  I quote 
from  Whipple,  “In  the  first  place  the  sides 
of  the  wound  should  be  debrided  or  abraded, 
and  then  the  wound  should  be  completely 
cleansed  of  fuzz,  hair,  or  anything  else,  and 
let  be  wiped  dry  with  lint  moistened  with 
warm  wine.” 

During  the  preparation  and  draping  of 
the  surrounding  skin,  the  wound  is  protected 
after  which  it  is  thoroughly  irrigated,  hope- 
fully from  within  out.  Except  in  the  hand 
where  it  is  so  important  to  identify  all  struc- 
tures, debridement  is  best  done  without  a 
tourniquet  as  I find  it  easier  to  determine 
viability  of  tissue.  In  certain  instances  it  may 
be  advisable  to  use  a tourniquet  to  prevent 
excess  blood  loss,  but  if  used,  complete  hemo- 
stasis is  accomplished  at  the  end  of  the  pro- 
cedure by  removing  the  compression  before 
final  dressing.  Then  the  margins  of  the  skin 
and  all  dead  and  devitalized  structures  are 
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excised  continuing  to  extend  the  wound  usu- 
ally in  a longitudinal  direction  until  the  most 
remote  recess  is  thoroughly  opened  and  in 
clear  view.  All  foreign  substances  within  the 
wound  are  removed.  When  the  wound  is 
thoroughly  open  it  is  again  irrigated  with 
Ringer’s  or  saline,  again  removing  strands  of 
tissue  floated  up  by  the  irrigating  solution. 
After  the  teaching  of  Dr.  J.  Albert  Key,  I 
have  used  a sulfa  crystal  in  the  irrigating 
solution,  at  first  sulfanilimide  and  when  man- 
ufacture of  this  was  discontinued,  sulfathia- 
zole  crystals.  I like  to  see  a sparkling  bed  of 
these  crystals  in  the  wound  at  the  end  of 
debridement  for  I am  sure  it  also  helps  to 
combat  infection. 

When  the  wound  is  thoroughly  explored 
and  revised,  attention  should  turn  to  the  bone. 
Small  pieces  of  bone  completely  detached 
from  soft  tissue  should  be  removed.  However, 
large  detached  fragments  even  if  contaminat- 
ed are  best  cleaned  and  replaced  in  most 
instances. 

At  this  stage  the  physician  knows  the 
extent  of  soft  tissue  and  bone  damage  and  has 
a pretty  good  idea  of  the  wound  health.  Dam- 
aged major  vessels  should  be  repaired;  in 
certain  instances  this  is  mandatory.  Where 
major  artery  repair  has  been  accomplished 
internal  fixation  of  the  fracture  offers  a 
better  chance  for  frmction  and  healing  of  the 
vessels.  The  vessels  should  be  covered  by  soft 
tissue  (muscle)  if  possible,  but  there  is  no 
other  contraindication  to  packing  the  wound 
open. 

Nerve  repair  is  probably  not  advisable  but 
may  be  loosely  brought  together  to  facilitate 
future  exposure  and  repair.  Major  tendons 
in  certain  instances  may  be  repaired  but  for 
the  most  part  soft  tissue  structures  are  best 
treated  by  delayed  repair. 

What  to  do  with  the  bone?  I stated  that 
the  treatment  of  open  fractures  is  the  treat- 


ment of  the  wound  so  that  it  could  early  be 
converted  to  a closed  fracture.  The  fracture, 
therefore,  is  not  important  and  should  not  be 
treated  except,  (1)  as  mentioned  above  when 
major  vessels  have  been  repaired;  and  (2) 
where  there  is  extensive  soft  tissue  loss  asso- 
ciated with  a very  unstable  fracture,  such  as, 
both  bones  of  the  leg  and  both  bones  of  the 
forearm.  In  this  situation  secondary  proce- 
dures, perhaps  several  will  be  required  to 
close  the  wound  and  stability  of  the  fracture 
facilitates  wound  management.  In  all  other 
situations  the  fracture  usually  can  be  con- 
trolled either  by  traction  or  external  fixation 
and  the  bone  should  not  be  fixed.  If  internal 
fixation  is  indicated  intramedullary  fixations 
should  be  employed  if  possible,  for  the  more 
foreign  bodies  left  in  the  wound  the  greater 
the  chance  of  wormd  infection. 

What  should  be  done  with  the  wound? 
An  occasional  case  will  be  seen  early  in  which 
it  appears  that  a careful  and  complete  de- 
bridement has  been  done  leaving  healthy 
tissue  and  in  which  it  is  possible  to  bring  the 
wound  edges  together  without  tension  and 
obliterating  dead  spaces.  In  such  a patient 
it  may  be  permissible  to  close  the  wound  but 
even  here  perhaps  over  continuing  suction. 
In  all  other  situations  the  wound  should  not 
be  closed  but  packed  open.  In  fact,  it  is  far 
safer  to  pack  all  wounds  open,  for  it  does  no 
harm  and  if  clean  may  then  be  closed  in  five 
days  by  delayed  suture  or  appropriate  skin 
grafts  or  flaps. 

I have  found  that  fine  mesh  gauze  satu- 
rated wtih  glycerine  is  best  for  the  wound 
pack  as  this  affords  good  drainage,  does  not 
macerate  the  tissue,  and  one  may  remove  it 
and  apply  a skin  graft  without  first  wet  dress- 
ing the  wound. 

Once  the  wound  is  closed  and  healed 
without  infection,  then  in  about  four  weeks 
internal  fixation  may  be  used  if  indicated.  • 
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Male  infertility* 


Isadore  Gersh,  M.D.,  Denver 


A study  of  the  effect  of  prostatic 
massage  on  seminal  viscosity  and  the 
use  of  dornase  in  liquefaction  of 
viscid  seminal  fluid. 


Fundamentally,  the  object  of  examining  the 
male  partner  in  an  infertile  marriage  is  to 
determine  whether  spermatozoa  of  adequate 
numbers  and  quality  are  produced  and  de- 
livered so  that  fertilization  of  the  ovum  may 
reasonably  be  expected  to  occur.  When  a 
couple  realizes  that  conception  should  already 
have  taken  place,  the  wife  is  usually  the  one 
who  seeks  help.  It  is  at  this  point  that  the 
husband  should  be  called  in  for  evaluation. 
His  routine  examination  consists  of  proce- 
dures which  are  neither  painful  nor  compli- 
cated. The  findings  should  be  helpful  to  the 
gynecologist  in  assessing  the  couple’s  infer- 
tility problem.  Although  an  infertile  marriage 
may  be  due  entirely  to  a fault  or  defect  of 
one  of  the  partners,  minor  disturbances  in 
both  the  husband  and  wife  frequently  add 
up  to  an  infertile  marriage. 

The  report  from  the  urologist  to  the  gyne- 
cologist, as  Charny^  has  concisely  stated, 
ought  reasonably  to  contain  information  lead- 
ing to  one  of  the  following  conclusions  about 
the  husband: 

“1.  He  is  fertile,  potent,  and  not  respon- 
sible for  his  wife’s  failure  to  conceive. 

2.  He  has  moderately  reduced  fertility  and 
may  be  responsible. 

3.  He  has  severely  depressed  fertility;  he 
is  either  entirely  responsible  for,  or  at  least 
contributing  to  the  childlessness  of  the  mar- 
riage. 

4.  He  is  sterile.  Pregnancy  will  not  occur 
unless  he  can  be  successfully  treated.” 

♦Paper  presented  at  the  Colorado  Medical  Society  96th 
Annual  Session,  Colorado  Springs,  September  28,  1966. 


Routine  study  of  the  man  should  include: 
a medical  history,  physical  examination,  min- 
imal routine  laboratory  studies  consisting  of 
blood  count,  urinalysis,  serology,  and  at  least 
two  seminal  fluid  examinations.  Additional 
special  procedures  involving  thyroid  function, 
F.S.H.  and  17-Keto-Steroid  determinations, 
chromosome  studies,  testicular  biopsies,  and 
immunologic  studies  may  be  necessary  for 
evaluation  of  some  patients. 

History 

The  history  includes  a general  medical 
survey  and  stresses  factors  known  to  affect 
fertility.  We  send  a “fertility  questionnaire” 
to  the  man,  which  he  completes  and  mails 
back  to  us.  It  is  reviewed  before  the  patient 
comes  for  examination.  Questions  include 
history  of  past  illnesses,  high  fevers,  congeni- 
tal defects,  habits  as  to  alcohol  and  tobacco, 
diet,  medications,  physical  activity  and  sexual 
practices.  During  the  interview  we  also  learn 
whether  the  patient  wears  loose  or  tight- 
fitting  shorts.  His  occupation  may  be  a con- 
tributing factor  and  the  history  should  in- 
clude queries  concerning  exposure  to  toxic 
agents,  undue  stresses,  and  high  tempera- 
tures; whether  travel  is  involved,  and  if  so, 
how  much  time  the  patient  spends  at  home; 
and  whether  the  time  of  ovulation  might 
frequently  be  missed. 

Urologic  review  includes  urinary  habits, 
history  of  any  urinary  obstruction,  infections 
and  swellings.  History  of  urethral  discharge, 
specific  or  non-specific,  will  indicate  whether 
further  investigation  should  be  made  to  de- 
termine if  there  is  chronic  infection  of  the 
urethra  or  its  adnexae.  Epididymitis  is  espe- 
cially important  because  it  often  results  in 
ductal  obstruction.  History  of  pain  and  swell- 
ing of  the  testicle  from  any  cause,  such  as 
injury,  surgery,  or  torsion  of  the  spermatic 
cord  is  noted.  Mumps  after  puberty,  with 
orchitis,  is  a well  known  cause  for  atrophic 
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testicular  changes.  If  there  was  cryptorchid- 
ism, did  the  testicle  descend  spontaneously 
or  was  operation  performed,  and  at  what  age? 

The  patient’s  sexual  habits  are  reviewed; 
difficulty  with  erection  or  ejaculation  is  in- 
quired about.  Extra-marital  conceptions  also 
may  give  a clue  as  to  potential  fertility.  If 
the  man  was  previously  married,  was  there 
a pregnancy?  If  the  first  wife  has  remarried, 
has  she  had  a conception?  In  the  present 
marriage,  what  is  the  frequency  of  coitus? 
How  long  has  it  been  since  contraceptives 
were  discontinued?  Artificial  coital  lubri- 
cants, such  as  surgical  jelly,  petroleum  jelly 
or  even  contraceptive  creams  are  sometimes 
unwittingly  the  cause  of  sperm  immobiliza- 
tion. 

Physical  examination 

In  the  physical  examination,  search  is 
made  for  any  condition  which  might  ad- 
versely affect  fertility.  The  state  of  nutrition 
is  noted;  if  the  patient  is  obese,  is  the  adi- 
posity general  or  is  it  mainly  in  the  hips  and 
thighs  and  is  the  prepubic  fat  pad  unusually 
thick  to  suggest  an  endocrine  disorder?  Are 
the  breasts  of  normal  color  and  size?  Focal 
infections,  such  as  oral  sepsis,  are  noted  and 
treatment  is  recommended  if  infection  is 
found. 

Examination  of  the  genitalia  should  be 
detailed.  The  urethral  meatus  is  inspected  for 
position  and  size.  The  testicles  are  palpated 
for  position,  size,  and  consistency;  this  is 
probably  the  most  important  part  of  the 
physical  examination.  Changes  in  size  and 
consistency  of  the  testicles  will  often  indicate 
what  may  be  expected  in  the  seminal  fluid 
studies.  The  normal  testicle  is  fairly  firm 
while  the  one  with  atrophic  or  hypoplastic 
changes  is  often  mushy  or  diminished  in  con- 
sistency. Firm,  non-tender  enlargement  of  the 
epididymis,  especially  at  the  tail,  indicates 
previous  inflammation  and  possible  obstruc- 
tion. The  scrotal  vas  is  easily  palpated;  in- 
crease in  diameter  may  be  evidence  of  in- 
flammation. Congenital  absence  of  the  vasa 
occasionally  occurs  and  will  explain  absence 
of  sperm  in  the  seminal  fluid  in  these  cases. 

During  the  past  decade  the  detrimental 
effect  of  varicocele  and  hydrocele  on  sperma- 
togenesis, due  to  interference  with  tempera- 
ture regulation,  has  been  stressed.  Hanley^ 


found  that  correction  of  these  conditions  was 
frequently  followed  by  improved  fertility. 
Charny^  believes,  on  the  basis  of  available 
studies,  that  men  who  have  varicocele  and 
impaired  fertility  should  be  encouraged  to 
have  varicocelectomy. 

The  prostate  and  seminal  vesicles  are  pal- 
pated and  the  expressed  secretions  are  exam- 
ined microscopically,  preferably  more  than 
once,  to  determine  if  there  is  inflammation. 
I usually  delay  this  portion  of  the  examina- 
tion until  after  semen  studies  have  been  com- 
pleted; the  rationale  for  this  will  be  given 
later. 

Examination  of  semen 

The  most  critical  part  of  the  study  is  the 
examination  of 'seminal  fluid.  Although  the 
procedure  requires  only  simple  apparatus 
available  in  any  laboratory,  erroneous  conclu- 
sions are  easily  made  because  of  faulty  col- 
lection or  handling  of  the  specimen.  Semen 
may  be  obtained  by  masturbation  or  by  coitus 
and  withdrawal  with  ejaculation  into  a (ster- 
ile) wide-mouthed  jar.  A three  to  five-day 
period  since  the  last  ejaculation  is  requested. 
If  a portion  is  accidentally  lost  in  collection, 
it  should  be  noted,  since  the  first  40  per  cent 
of  the  ejaculate  contains  about  75  per  cent 
of  the  spermatozoa.^ 

Condoms  should  not  ordinarily  be  used 
because  they  impair  sperm  motility.  When, 
because  of  religion,  a condom  is  necessary 
the  plastic  one  with  a pin-point  perforation 
may  be  prescribed.  We  request  that  the  speci- 
men be  collected  in  the  morning  and  de- 
livered to  the  office  within  two  to  three  hours. 
During  the  summer  months  special  precau- 
tions are  taken  to  prevent  exposure  of  the 
semen  to  high  ambient  temperatures.  At  least 
two  specimens  are  examined;  if  the  findings 
do  not  agree  within  reasonable  limits,  more 
specimens  are  requested. 

Estimation  of  quality  of  semen  is  based 
on  a number  of  factors  including  volume, 
sperm  concentration,  motility  and  survival  of 
sperm,  viscosity  of  the  semen,  and  sperm 
morphology;  leucocytes  and  immature  sperm 
forms  are  noted.  Average  normal  seminal 
fluid  volume  ranges  from  2.5  to  6.0  ml.  Tur- 
bidity is  dependent  on  cellular  content;  the 
watery  pale  clear  specimen  will  contain  few 
or  no  sperm.  Motility  of  sperm  is  expressed 
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in  terms  of  percentage  of  actively  motile  cells 
and  the  quality  of  the  motility.  Seventy  per 
cent  or  more  actively  motile  sperm  should  be 
present  in  the  fresh  ejaculate.  Specimens  kept 
at  room  temperature  will  show  gradual  de- 
cline in  quality  and  percentage  of  motile 
sperm.  Usually  some  motile  sperm  are  still 
present  24  hours  after  collection.  Rapid  loss 
of  motility  sometimes  occurs  and  is  probably 
significant.  Sperm  coomts  are  ordinarily  done 
using  the  white  blood  cell  pipette  and  hemo- 
cytometer  counting  chamber,  and  are  report- 
ed as  number  of  sperm  per  ml. 

When  in  the  course  of  many  examinations 
it  is  found  that  conception  occurs  with  rela- 
tively low  sperm  counts  in  some  patients, 
while  in  other  cases  high  concentrations  seem 
necessary,  the  question  naturally  arises  about 
the  tenability  of  our  former  criteria  regarding 
the  necessity  of  high  sperm  counts  for  “fer- 
tility.” I am  no  longer  certain  what  number 
constitutes  a “fertile”  sperm  concentration. 
However,  a sperm  count  of  more  than  80 
million  per  ml.  associated  with  good  motility, 
normal  viscosity  and  morphology,  would  rep- 
resent an  ideal  specimen.  These  findings  indi- 
cate excellent  fertility  potential  and  are  re- 
assuring to  the  examiner.  Meaker®  in  his  book 
stated  that  “In  our  experience,  no  pregnancy 
has  occurred  in  cases  where  the  sperm  count 
was  below  60,000,000.”  Since  then  numerous 
workers  have  reported  that  although  this 
level  is  encouraging  to  the  examiner,  preg- 
nancies have  not  infrequently  occurred  with 
much  lower  sperm  counts.  In  1940  Meaker® 
classified  men  as  being  of  good,  intermediate 
and  poor  fertility,  based  mainly,  but  not 
entirely,  upon  the  quality  of  the  semen.  He 
stated:  “To  merit  the  rating  of  good,  a speci- 
men must  have  a sperm  count  above  60,000,- 
000  per  cc,  a motility  of  at  least  70  per  cent, 
and  not  more  than  20  per  cent  of  abnormal 
forms  according  to  the  method  of  my  urologic 
associate.  An  intermediate  specimen  presents 
one  or  more  of  the  following  features:  a 
sperm  count  below  60,000,000  but  above  20,- 
000,000;  a motility  of  less  than  70  per  cent 
but  more  than  20  per  cent;  and  between  20 
and  30  per  cent  of  abnormal  forms.  If  a speci- 
men falls  short  of  minimum  intermediate 
requirements  in  any  one  of  the  respects, 
number,  motility,  or  morphology,  it  is  rated 


as  poor.”  Based  on  this  classification  a group 
of  218  men  with  follow-up  information  on 
whom  I did  fertility  studies,  were  categorized 
in  1951  as  follows:’'  good  fertility  120,  inter- 
mediate 38,  poor  37.  An  additional  23  in  whom 
no  sperm  were  found  in  repeated  ejaculates 
were  classified  as  sterile.  The  incidence  of 
pregnancies  in  this  group  is  shown  in  Table  1. 

Table  1 

FOLLOW-UP  STUDIES  SHOWING  INCIDENCE 
OF  PREGNANCIES  ACCORDING  TO  FERTILITY 
CLASSIFICATION  OF  HUSBAND 


FERTILITY  CLASSIFICATION  AND 
INCIDENCE  OF  PREGNANCIES 


FERTILITY 

CLJ^SIFI  CATION 

NUMBER  OF 

PATIENTS 

PREGNANCIES 

NUMBER 

PERCENT 

1 

- GOOD* 

120 

61 

50.8 

2 

- INTERMEDIATE^ 

38 

18 

47.4 

3 

- POOR'*' 

37 

10 

27.0 

4 

- STERILE 

23 

0 

0 

TOTAL 

218 

89 

40.6 

* Statistically  significantly  different  from  groups  3 
and  4 

i Statistically  significantly  different  from  group  4 

Hotchkiss®  in  a report  of  semen  analyses  of 
two  hundred  fertile  men  found  that  sperm 
counts  ranged  from  2,225,000  to  544,000,000, 
with  the  average  being  120,630,000  sperm  per 
ml.  One-fourth  of  the  cases  had  sperm  counts 
less  than  60,000,000  per  ml.  In  1951  MacLeod 
and  Gold®  reported  that  “the  sharp  differ- 
ence” between  fertile  and  “infertile”  cases 
was  at  sperm  count  levels  under  50  million 
per  cc  and  real  infertility  begins  below  the 
20  million  per  cc  level. 

In  1953  MacLeod  and  Gold’”  stressed  the 
factor  of  quality  of  sperm  motility.  They 
found  no  suggestion  of  a relationship  between 
ease  of  conception  and  counts  over  the  20 
million  level,  but  there  was  a relationship 
between  motility  and  ease  of  conception.  Also, 
good  quality  of  motility  was  suggested  as 
compensating  for  low  sperm  counts.  In  more 
recent  studies  MacLeod”  stated,  “I  would 
still  consider  that  true  oligospermia  is  repre- 
sented in  counts  under  20  million  per  ml  and 
that  at  the  latter  level,  provided  the  sperm 
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motility  is  good,  the  chance  of  conception 
occurring  is  reasonably  good.” 

Observations  on  the  effect  of  seminal  plas- 
ma on  quality  of  sperm  motility  have  been 
made  by  various  workers.  Rozin^^  found  that 
seminal  plasma  has  a definite  influence  on 
sperm  motility;  seminal  plasma  of  normal 
semen  added  to  sperm  with  poor  motility 
from  oligospermic  men  resulted  in  improved 
motility.  Conversely,  seminal  plasma  from 
oligospermic  men  reduced  the  motility  of 
spermatozoa  in  normal  semen.  We  may  infer 
that  there  is  an  enhancing  factor  in  seminal 
plasma  from  fertile  men  and  an  inhibitory 
factor  in  seminal  plasma  of  infertile  males. 

Moench  and  Holt^^  in  studies  of  sperm 
morphology  concluded  that  the  fertile  male 
always  has  less  than  20  per  cent  abnormal 
sperm  heads;  when  abnormal  heads  are  in 
the  20  to  23  per  cent  range  impaired  fertility 
is  assumed,  and  with  more  than  25  per  cent 
abnormal  sperm  heads,  “clinical  sterility” 
usually  occurs. 

Seminal  viscosity 

Freshly  ejaculated  semen  promptly  be- 
comes gel-like  with  interspersed  particles. 
Within  about  15  minutes,  semen  normally  be- 
comes fluid  and  will  drop  freely  from  a 
pipette;  mucolysis  results  in  liquefaction. 
Rarely  the  gel-like  state  persists,  but  not 
infrequently,  instead  of  becoming  liquid,  the 
specimen  becomes  thick,  viscous  and  stringy 
(Fig.  1).  This  state  of  increased  viscosity  may 
persist  or  liquefaction  of  varying  degrees  may 
occur  in  the  next  several  hours. 

My  interest  in  seminal  viscosity  was  stim- 
ulated several  years  ago  when  two  men  whose 
wives  were  reported  to  show  no  sperm  in 
repeated  post-coital  examinations  were  seen 
at  about  the  same  time  at  my  office.  The 
ejaculates  of  both  men  had  excellent  sperm 
concentrations  and  were  always  thick  and 
viscous.  It  was  assumed  that  the  viscid  semen 
was  lost  from  the  vagina  when  the  wife 
assumed  the  upright  position  after  coitus. 
When  semen  does  not  liquefy,  the  thick  viscid 
mucus  may  act  as  a barrier  to  sperm  pro- 
gression. The  sperm  motility  is  often  im- 
paired, although  apparently  not  always.  Fre- 
quently the  tails  are  seen  actively  lashing 
back  and  forth  but  there  is  little  progressive 
motion  of  the  sperm.  The  high  viscosity 


Fig.  1.  Viscous  semen.  Note  normal  semen  on  left 
drops  from  pipette  while  viscid  semen  on  right 
strings  out. 


makes  it  difficult  or  even  impossible  to  draw 
up  the  semen  accurately  in  a blood-counting 
pipette. 

Huggins  and  NeaP^  found  that  semen  con- 
tains fibrinolysin,  a proteolytic  enzyme  de- 
rived from  the  prostate,  which  liquefies 
semen  and  also  digests  clotted  blood  and 
fibrin,  von  Kaulla  and  Shettles’^®  reported 
that  in  addition  to  fibrinolytic  enzymes,  hu- 
man semen  contains  antifibrinolysin  and 
other  enzymes. 

Effect  of  prostatic  massage  on 
seminal  viscosity 

It  had  been  my  practice  for  many  years 
to  examine  prostatic  secretion  during  the  first 
visit  of  the  patient.  I would  now  like  to  report 
data  which  influenced  me  to  postpone  expres- 
sion of  prostatic  fluid  until  after  the  neces- 
sary semen  specimens  for  evaluation  of  the 
patient  had  been  obtained.  In  40  consecutive 
patients  we  found  that  in  14  (35  per  cent), 
both  semen  specimens  collected  after  the 
prostatic  massage  showed  increased  viscosity, 
while  in  144  consecutive  patients  where  two 
specimens  were  collected  before  prostatic 
massage,  15  (10.4  per  cent)  showed  increased 
viscosity  (Table  2) . This  suggested  that  pros- 
tatic massage  might  affect  the  viscosity  of 
the  next  one  or  several  ejaculates. 
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Table  2 

EFFECT  OF  PROSTATIC  MASSAGE  ON 
SEMINAL  VISCOSITY 


Number  of 
PATIENTS 

Seminal  Specimens  with 
INCREASED  VISCOSITY 

Alumber 

Per  cent 

Two  specimens  of  semen 
col lected  before 
prostatic  massage 

144 

15 

10.4 

Two  specimens  of  semen 
col lected  after 
prostatic  massage 

40 

14 

35.0 

Several  methods  for  liquefaction  of  highly 
viscous  semen  have  been  reported.  Bunge  and 
Sherman^®  found  that  when  alpha  amylase 
in  Locke’s  solution  was  added  to  non-liquefied 
human  semen,  the  specimen  usually  liquefied 
within  20  minutes  without  immobilizing  the 
sperm.  They  suggested  the  possibility  of  add- 
ing the  enzyme  to  viscous  semen  and  using 
the  treated  seminal  specimen  for  insemina- 
tion or  employing  the  enzyme  alone  for  post- 
coital  vaginal  insertion. 

Amelar^^  has  reported  two  methods  to  re- 
duce increased  seminal  viscosity.  He  em- 
ployed a mechanical  procedure  in  which  the 
semen  was  forced  several  times  through  a 
Luer  syringe  attached  to  an  18  gauge  needle. 
The  same  author  used  a mucolytic  detergent, 
Alevaire,*  to  Hquefy  viscous  semen.  He  also 
suggested  that  this  agent  be  used  to  reduce 
viscosity  of  the  ejaculate  for  artificial  insem- 
ination. 

Observations  on  liquefaction  of 
seminal  mucus 

Various  enzymatic  agents  have  been  used 
in  recent  years  to  liquefy  tenacious  secretions 
and  viscous  exudates.  We  became  interested 
in  an  enzyme  preparation  derived  from  beef 
pancreas,  pancreatic  dornase  (Domavac**). 
It  contains  deoxyribonuclease  which  depoly- 
merizes  nucleoproteins.  Deoxyribonucleopro- 
tein  is  one  of  the  principal  constituents  of 
viscous  exudates.  Since  pancreatic  domase 
has  been  used  clinically  with  favorable  re- 

‘Alevaire®,  Winthrop  Laboratories,  New  York,  N.  Y. 

••Domavac®.  Merck,  Sharp  and  Dohme,  West  Point,  Pa., 
supplied  through  the  courtesy  of  Dr.  R.  T.  Smith. 


suits  to  hquefy  viscous  secretions  and  puru- 
lent exudates,^®'  we  experimented  with  this 
material,  in  laboratory  studies,  to  thin  out 
highly  viscid  seminal  specimens. 

We  collected  42  highly  viscous  seminal 
specimens  from  28  patients.  When  after  3 to 
6 hours,  liquefaction  had  not  occurred  spon- 
taneously, each  specimen  was  divided  into 
two  samples.  A small  sample  was  kept  as  a 
control.  To  the  larger  sample,  100,000  units  of 
pancreatic  dornase  was  added.  Pancreatic 
dornase  is  supplied  as  a lyophilized  powder 
in  a sterile  vial  of  100,000  units.  The  powder 
dissolved  rapidly  with  gentle  agitation.  We 
added  it  undiluted  so  as  not  to  alter  the  sperm 
count  by  dilution.  Periodic  observations  were 
made  on  the  control  and  treated  aliquots  of 
semen  specimens  for  as  long  as  11  hours  at 
ambient  temperature  (22°  to  25°  C). 

It  was  observed  that  38  of  the  42  specimens 
did  liquefy  after  adding  pancreatic  dornase. 
This  represents  90  per  cent  of  the  total  speci- 
mens (Table  3).  A definite  majority  of  the 
specimens  liquefied  within  one-half  to  three 
hours  after  the  addition  of  the  enzyme.  Fol- 
lowing liquefaction,  the  semen  could  easily 
be  drawn  up  into  a blood  counting  pipette 
and  the  sperm  count  more  accurately  done. 
The  untreated  control  portions  of  ejaculate 
were  not  notably  liquefied  by  the  time  the 
enzyme  was  observed  to  have  produced  its 
greatest  effect. 

Not  only  were  the  specimens  with  dornase 
notably  improved  in  regard  to  liquefaction, 
but  sperm  motility  was  also  estimated  to  be 
improved  in  25  instances,  representing  almost 
60  per  cent  of  the  cases  (Table  3).  Improve- 
ment in  sperm  motility  could  be  attributed  to 
decreased  resistance  offered  by  the  liquefied 
seminal  plasma  as  compared  with  the  viscid 
material.  Also  sperm  survival  (percentage 

Table  3 

EFFECT  OF  PANCREATIC  DORNASE  ON 
LIQUEFACTION  OF  SEMEN;  ON  MOTILITY 
AND  SURVIVAL  OF  SPERM 


Viscid  Specimens 
Studied 

Effect  of  Dornase 

Per  cent 

Liquefaction 

42 

38  Ifquefied 

90.0 

Moti 1 ity 

42 

25  improued 

59.5 

Suruiual 

42 

28  improued 

67.0 
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of  motile  sperm)  8 to  11  hours  after  collection 
was  recorded  as  improved  in  28  samples,  rep- 
resenting 67  per  cent  of  the  specimens  (Table 
3). 

As  yet  we  do  not  know  whether  the 
mechanism  of  action  of  pancreatic  dornase 
can  be  related  to  ribonuclease  or  if  other 
enzyme  systems  are  involved.  Also,  the  pos- 
sibility that  more  rapid  lysis  of  seminal  mucus 
might  occur  by  using  dornase  dissolved  in 
saline  or  buffered  diluent  has  to  be  consid- 
ered. Studies  on  these  and  other  aspects  of 
problems  concerning  viscosity  of  seminal 
fluid  are  in  progress.  Clearly,  sperm  survival 
and  motility  are  affected  by  the  viscidity  of 
seminal  plasma.  We  found  that  sperrn  concen- 
tration and  seminal  viscosity  are  not  related; 
increased  viscosity  occurs  with  high  or  low 
sperm  counts. 

Discussion  and  summary 

Evaluation  of  the  fertility  potential  of  the 
man  in  an  infertile  marriage  should  be  done 
as  soon  as  possible  after  the  problem  is  pre- 
sented to  the  physician.  The  study  ordinarily 
is  not  complicated  and  is  based  on  a medical 
history,  physical  examination  and  fairly  sim- 
ple laboratory  procedures.  Reasonably  reli- 
able determination  of  fertihty  potential 
should  result  from  the  study.  In  some  cases 


additional,  more  complicated  investigations 
may  be  necessary.  The  results  of  the  examina- 
tion of  the  male  should  be  helpful  to  the 
gynecologist  in  evaluating  the  fertility  poten- 
tial of  the  couple. 

One  of  the  important  aspects  of  the  urol- 
ogist’s examination  of  the  male  concerns  the 
characteristics  of  seminal  plasma.  In  this 
respect,  we  have  found  that  prostatic  massage 
can  result  in  increased  viscosity  of  the  subse- 
quent ejaculates.  The  expression  of  prostatic 
secretion  during  fertility  examinations  should 
be  delayed  until  after  the  seminal  specimens 
have  been  collected. 

Since  highly  viscous  seminal  plasma  im- 
pairs sperm  motility  and  survival,  we  have 
attempted  to  liquefy  viscid  seminal  speci- 
mens. We  have  found  that  the  addition  of 
pancreatic  dornase  to  semen  of  increased  vis- 
cosity produced  liquefaction  in  90  per  cent 
of  the  specimens,  in  67  per  cent  sperm  sur- 
vival was  improved,  and  in  approximately  60 
per  cent  sperm  motility  was  improved.  It  is 
planned  that  dornase  be  tried  clinically  to 
overcome  the  factor  of  increased  seminal  vis- 
cosity by  instilling  dornase  solution  into  the 
vagina  precoitally  or  by  adding  it  to  viscid 
semen  for  cervical  capping  or  artifical  in- 
semination. • 
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Tuberculosis  in  a large  office 


Peter  Dawson,  MD,  Theresa  M.  Overfield,  RN,  MPH ; and 
Richard  S.  Bolten,  MD,  MPH*,  Denver 


This  confirms  danger  of  transmission  of 
the  disease  by  open  cases  and  illustrates 
the  use  of  isoniazid  prophylaxis. 


A 23-year-old  clerk  from  the  Denver  regional 
center  of  a large  firm  entered  Colorado  Gen- 
eral Hospital  in  October,  1966,  with  moder- 
ately-advanced pulmonary  tuberculosis,  with 
smear-positive,  infectious  sputum.  His  son 
was  found  to  have  active  primary  tubercu- 
losis and  was  started  on  therapy.  His  wife’s 
tuberculin  test,  at  first  negative,  later  con- 
verted to  positive  (15  mm  PPD),  and  she  was 
started  on  isoniazid  prophylaxis. 

Examination  of  several  neighboring  fami- 
lies yielded  no  cases. 

The  patient  worked  in  a large  office  that 
was  almost  a single  room.  In  examining  the 
office  personnel,  the  first  step  was  to  examine 


75  people  who  worked  closest  to  him.  Nine 
(12  per  cent)  had  positive  tuberculin  tests 
(more  than  6 mm  induration  by  Mantoux 
test).t  X-rays  of  the  nine  did  not  yield  any 
active  cases.  Four  of  them  were  started  on 
INH  prophylaxis,  either  because  their  history 
created  a strong  suspicion  that  they  were 
recent  converters  (three  cases),  or  because 
they  appeared  to  have  inactive  TB  with  some 
risk  of  reactivation  (1  case).  Sputum  was 
cultured  from  the  latter  person  before  pro- 
phylaxis was  begun. 

On  the  strength  of  these  findings,  and 
because  the  patient  had  spent  a good  deal  of 
time  walking  throughout  the  office,  the  deci- 
sion was  made  to  tuberculin-test  the  entire 
plant.  This  was  done  in  December.  Eighty- 
eight  per  cent  of  the  employees,  or  841  per- 
sons out  of  957,  were  tested  (including  the 
original  75).  They  were  screened  with  the 
Heaf  test.  Those  with  a doubtful  reaction 
were  tested  with  PPD  and  OT. 


Table  1 

TUBERCULIN  CONVERTERS  IN  THE  OFFICE 


Case 

No. 

Age 

Sex 

Tuberculin  reaction 
2 weeks  after 
contact  was  broken 

Tuberculin  reaction 

3 months  after  contact 
was  broken 

Chest  x-ray 

Disposition 

1 

49 

M 

OT  14  mm 

Normal 

INH  (had  neg  skin  test  1957) 

2 

34 

M 

OT  11  mm 

Hilar  Calcifications 

INH  (close  contact  at  work) 

3 

23 

F 

OT  17x31  mm 

Normal 

INH  (close  contact  at  work) 

4 

26 

F 

Tine  neg. 

PPD  13  mm 

Normal 

INH 

5 

21 

F 

Tine  neg. 

PPD  6 mm 

Normal 

INH  (PPD  10  mm  4/6/67) 

6 

25 

M 

OT  neg. 

PPD  13  mm 

Normal 

INH 

7 

23 

F 

Tine  neg. 

PPD  23  mm 

Normal 

INH 

8 

29 

M 

Tine  neg. 

PPD  7 mm 

Normal 

INH  (PPD  10  mm  4/6/67) 

9 

21 

F 

Neg. 

Heaf  4+ 

Normal 

INH 

10 

43 

M 

Tine  neg. 

Heaf  3 + 

Normal 

INH  (PPD  15  mm  4/6/67) 

11 

37 

M 

OT  neg. 

PPD  12  mm 

Normal 

INH 

*From  the  Colorado  State  Department  of  Public  Health, 
4210  East  nth  Avenue,  Denver  80220.  Dr.  Bolten  is  Chief  of 
the  Tuberculosis  Control  Section.  Dr.  Dawson  is  Assistant 
Chief,  on  assignment  to  the  state  from  the  U.  S.  Public 
Health  Service.  Miss  Overfield  is  Tuberculosis  Nursing 
Consultant. 


tThe  State  Health  Department  now  recommends  10  mm 
induration  to  intermediate  PPD  as  a positive  tuberculin 
test. 
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In  the  plant  as  a whole,  24  per  cent  of 
those  tested  had  positive  reactions  (more 
than  6 mm  induration  by  Mantoux  test) . The 
reactors,  plus  88  non-reactors  who  requested 
it,  received  chest  x-rays.  The  x-rays  were 
normal.  The  results  of  this  testing  were  as 
expected  for  a normal  population. 

When  the  employees  in  the  patient’s  de- 
partment were  re-tested  in  December,  seven 
had  apparently  converted  from  negative  skin 
tests  to  positive.  (They  had  gone  from  nega- 
tive tines  to  PPD’s  of  10  mm  or  more,  except 
for  one  who  had  converted  to  a 4+  reaction 


to  the  Heaf  test  and  was  not  re-tested.)  The 
seven  converters  were  started  on  INH  pro- 
phylaxis, along  with  three  persons  with  in- 
active tuberculosis. 

The  patient’s  tuberculosis,  then,  spread  to 
13  persons:  one  case,  his  son;  his  wife,  who 
converted;  and  11  probable  converters  at 
work.  Isoniazid  prophylaxis  was  given  to  all 
the  converters,  to  prevent  them  from  devel- 
oping active  disease.  • 
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: more  than  a fig  leaf 

! was  lost . . . 

> Adam  and  Eve  didn’t  appreciate  what  they  had 

[ in  the  Garden  so  they  went  their  own  way  and 

[ you  know  what  happened! 

J The  climate,  the  beauty  of  the  Black  Hills,  the 

! recreational  facilities  and  the  people  of  this  area 

I make  it  a paradisical  location. 

! Spell  out  everj'thing  you  would  like  for  yourself 

I and  family  as  a place  to  live  and  practice  and 

> you  will  come  close  to  finding  it  here. 

; The  mystery  is  why  more  doctors  haven’t  dis- 

I covered  this  garden  spot  themselves  and  estab- 

I lished  practice  here. 

I We  have  need  for  two  internists  and  an  opthal- 

1 mologist.  If  you  are  unhappy  where  you  are  and 

' would  like  to  consider  a change,  let  us  hear  from 

[ you. 

; Rapid  City  Medical  Center 

I 728  Columbus  Box  1991 

; Rapid  City,  S.  D.  57701 
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Treatment  of  anxiety  and  depression 


A double-blind  study  of  a perphenazine  and  amitriptyline  in  combination 


W.  Grayburn  Davis,  MD,  Denver 


Uncertain  relations  of  both  physical  and 
psychical  influences  confuse  the  etiology, 
manifestations,  and  management  of  many 
disorders  confronting  the  clinician  today. 
Among  these  shifting  aspects  of  disease,  none 
is  more  clearly  ambiguous  than  the  emotional 
disturbance  combining  anxiety  and  depres- 
sion. 

It  is  most  understandable  that  clinicians, 
still  unsure  of  the  uses  of  the  new  psycho- 
tropic medications,  should  have  felt  especially 
uneasy  about  prescribing  several  drugs  to 
treat  a diverse  emotional  condition  presented 
by  a single  patient.  The  rationale  for  admin- 
istering tranquilizing  agents  to  anxious  pa- 
tients with  concomitant  depression  seemed 
highly  questionable,  at  best,  with  respect 
both  to  efficacy  and,  particularly,  to  safety. 
Fears  of  this  sort  were  introduced,  with  re- 
versed emphases,  with  the  advent  of  anti- 
depressant drugs  and  the  associated  question 
of  their  use  in  depressed  patients  with  con- 
comitant anxiety.  In  recent  years,  however, 
as  a result  of  increasing  clinical  studies  of 
both  types  of  psychotropic  drugs,  the  litera- 
ture has  inclined  to  favor  medication  com- 
bining tranquilizers  and  antidepressants  for 
treating  disturbances  that  include  anxiety 
and  depression. 

Antidepressant  medication  with  amitrip- 
tyline has  been  found  valuable  in  a number 
of  clinical  trials.^'®  Likewise,  the  efficacy  and 
safety  of  the  phenothiazine  tranquilizer, 
perphenazine,  has  long  been  recognized.  A 
tablet  combining  these  two  agents,  Etrafon®* 
has  recently  become  available  and  appears  to 
be  valuable  in  treating  physical  disorders  of 
various  types  and  severities  revolving  around 
the  depressive  anxieties. 

‘Etrafon®,  Schering  Corporation,  Union/Bloomfield,  N.  J. 


The  present  study  compared  the  effects 
of  this  combination  (2  mg.  perphenazine  and 
25  mg.  amitriptyline)  with  those  of  amitrip- 
tyline alone,  and  of  placebo,  in  management 
of  anxiety  and  depression  in  patients  not  so 
severely  disturbed  as  to  require  psychiatric 
referral.  The  emotional  disturbances  of  most 
of  these  patients  could  be  directly  traceable 
to  either  a chronic  illness  or  concomitant  per- 
sonal problem. 

Materials  and  methods 

For  a double-blind,  crossover  evaluation 
of  amitriptyline-perphenazine,  amitriptyline 
alone,  and  a placebo,  48  subjects  were  select- 
ed on  the  basis  of  diagnosis  of  depression 
and  anxiety.  The  11  males  and  37  females 
ranged  from  27  to  80  years  of  age.  The  situa- 
tional stress  promoting  emotional  disturbance 
in  these  subjects  involved  physical  illness  or 
financial,  social,  or  domestic  problems.  Physi- 
cal disorders  in  28  patients  included  asthma, 
peptic  ulcer,  cancer,  pruritis,  hypertension, 
eczema,  arthritis,  atopic  dermatitis,  and  other 
afflictions.  Other  signs  of  disease  included 
headaches  in  11  patients,  insomnia  in  11 
patients,  hypochondriasis  in  5,  and  hysteria 
in  4.  One  patient  presented  manic-depressive 
tendencies,  another  paranoid  tendencies,  and 
a third  was  schizophrenic. 

Each  subject  received  one  of  the  two 
active  medications  for  the  initial  six  weeks 
of  the  study;  this  was  followed  by  two  weeks 
either  of  placebo  medication  or  of  no  medica- 
tion at  all;  for  the  final  six  weeks  completing 
the  study,  each  patient  was  then  crossed  over 
to  medication  with  the  other  active  drug. 
Identical  capsules  contained  either  25  mg. 
amitriptyline;  25  mg.  amitriptyline  and  2 mg. 
perphenazine;  or  inert  placebo.  Dosages  of 
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all  medications  ranged  from  two  to  four  cap- 
sules per  day.  Similar  capsules  were  used  in 
order  to  keep  the  patient  or  physician  from 
recognizing  any  of  the  compoimds. 

Evaluations  of  the  improvements  effected 
by  each  active  drug  were  made  on  at  least 
two  occasions  during  each  six  weeks  of  active 
medication.  On  these  occasions,  laboratory 
and  physical  findings  pertinent  to  side  effects 
were  duly  recorded.  At  the  end  of  the  14 
weeks  of  study,  a general  preference  among 
the  medications  was  determined  according  to 
the  relevant  findings  in  each  case. 

Results  and  discussion 

Final  evaluation  of  responses  to  the  differ- 
ent medications  showed  that  the  combination 
of  perphenazine  and  amitriptyline  controlled 
emotional  disturbance  best  in  32  subjects 
(66.6  per  cent);  amitriptyline  alone  was  fa- 
vored in  7 cases  (14.6  per  cent) ; and  no 
medication  appeared  superior,  for  any  of 
various  reasons,  in  9 cases  (18.8  per  cent). 

No  subject  favored  placebo.  The  9 subjects 
with  no  preference  among  medications  in- 
cluded 3 who  could  not  tolerate  either  of  the 
active  drugs,  alleging  adverse  reactions,  3 
who  were  too  anxious  or  fearful  to  complete  : 
the  active-treatment  trials,  and  3 who  could  ' 
distinguish  no  advantage  between  the  active 
drugs’  effects. 

Aside  from  the  direct  effects  on  primary 
depression  and  anxiety,  the  greater  frequency 
of  improvement  with  the  combined  agent 
can  be  attributed  largely  to  the  drug’s  gen- 
eral superiority  in  relieving  headaches  and 
insomnia,  which  prevailed  among  large  num- 
bers of  the  present  subject  group.  It  might  be 
noted,  for  example,  that  two  patients  habitu- 
ally requiring  large  amounts  of  codeine  for 
headache  experienced  appreciable  reductions 
in  this  need  during  therapy  with  Etrafon.  The 
finding  of  notable  efficacy  in  relieving  in- 
somnia has  been  reported  by  previous  in-  .1 
vestigators  concerned  with  the  drug’s  use  in  ; j 
general  practice.^-  ^ ?| 

Of  the  seven  subjects  reported  to  favor  i; 
medication  with  amitriptyline  alone,  it  should  ■ 
be  remarked  that  emotional  disturbance  in  » 
three  cases  was  diagnosed  in  association  with  Ij 
cancerous  organic  disease.  This  suggests  a S 
tendency  of  the  antidepressant  medication  I 
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alone  to  be  more  appropriate  in  such  a dis- 
turbance. 

Medication  apparently  effected  consider- 
able relief  of  the  symptoms  of  asthma  in  nine 
paitents  receiving  Etrafon  and  in  two  on  ami- 
triptyhne.  Combined-drug  treatment  also 
appreciably  reduced  the  severity  of  dermati- 
tis in  three  patients  and  reduced  the  fre- 
quency of  hyperventilation  and/or  tachy- 
cardia in  two  others.  No  remarkable  relief 
of  these  or  other  involved  physical  disorders 
was  obtained  with  amitriptyline  alone. 

On  the  basis  of  the  present  findings,  it 
may  be  asserted  that  medication  combining 
perphenazine  and  amitriptyline  secures 
greater  therapeutic  response  among  patients 
with  anxiety  and  depression  than  does  ami- 
triptyline alone.  This  impression  accords  with 
such  previous  findings  as  those  of  Diamond.® 
Also  in  accord  with  previous  findings  is  the 
ability  found  in  this  study  to  maintain  thera- 
peutic response  while  reducing  the  required 
dosage  of  Etrafon.  Three  patients  with  favor- 
able responses  to  one  capsule  b.i.d.,  and  four 
to  one  capsule  t.i.d.,  were  reduced  to  one 


capsule  at  bedtime  while  maintaining  su- 
perior effects  of  treatment;  two  other  sub- 
jects reduced  effective  dosages  to  one  capsule 
b.i.d. 

No  serious  side  effects  resulted  from  med- 
ication in  the  present  study:  no  blood  abnor- 
malities, no  significant  urinary  value  changes, 
no  liver  function  disturbances,  etc.  The  most 
common  side  effects  reported  were  drowsi- 
ness, occurring  in  14  patients  on  Etrafon  and 
8 on  amitriptyline;  dry  mouth,  in  9 on  Etrafon 
and  2 on  amitriptyline;  and  dizziness,  in  4 on 
Etrafon  and  1 on  amitriptyline.  Alleged  side 
effects  casued  one  patient  to  discontinue 
medication  with  amitriptyline;  two  to  dis- 
continue Etrafon;  and  three  to  stop  all  medi- 
cation. It  is  of  interest,  in  this  connection, 
that  two  subjects  discontinued  medication 
because  of  alleged  side  effects  from  both  the 
active  and  inert  medications.  Accordingly,  an 
appreciable  degree  of  interference  from  so- 
matization and  other  factors  related  to  emo- 
tional disorder  must  be  read  into  the  overall 
record  of  “side  effects”  in  the  present  study. 

The  common  occurrence  of  drowsiness  in 
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this  study  agrees  with  a similar  finding  in  a 
previous  report  by  Ernst/  Another  side  effect 
noted  with  some  frequency  among  subjects 
receiving  Etrafon  was  weight  gain;  Cook  has 
reported®  his  impression  that  this  effect  is 
a function  of  the  patients’  improved  moods. 
This  opinion  is  shared  by  the  present  investi- 
gator, who,  moreover,  ruled  out  the  possibil- 
ity of  related  edema  through  testing  electro- 
lytes and  using  diuretic  agents. 

Summary 

A double-blind  and  crossover  procedure 
was  employed  in  a study  comparing  the  ef- 
fects of  Etrafon,  amitriptyline,  and  placebo 
in  48  subjects  with  anxiety  and  depression 
arising  from  situational  stress.  Final  evalua- 
tion demonstrated  a preference  for  Etrafon 
in  32  patients  (66.6  per  cent),  and  for  ami- 
triptyline in  7 (14.6  per  cent).  In  9 patients, 
no  drug  appeared  clearly  superior  to  the 
others. 

The  combined  agent  tested  was  particu- 
larly effective  in  relieving  insomnia  and 
headaches.  Dosage  of  Etrafon  could  be  re- 
duced to  below  effective  levels  of  amitripty- 


line, while  maintaining  therapeutic  responses, 
in  9 patients  (18.7  per  cent). 

No  serious  side  effects  occurred  as  a result 
of  medication.  Some  drowsiness  and  dryness 
of  mouth  were  reported  in  both  active-treat- 
ment groups. 

It  is  concluded  that  combination  therapy  ’ 
with  Etrafon  can  be  expected  to  reheve 
anxiety  and  depression  arising  from  situa- 
tional stress,  with  greater  effectiveness  than 
amitriptyline  alone,  and  generally  with  a val- 
uable consistency  and  relatively  low  toxicity. 

Moreover,  the  compound  is  particularly 
valuable  when  one  realizes  that  more  often 
than  not  when  the  psychical  problem  is  re- 
lieved, the  accompanying  physical  dysfunc- 
tion (gastrointestinal  complaints,  hyperten- 
sive states,  etc.),  real  or  imagined,  is  also 
relieved.  Treating  the  psychiatric  condition 
may  well  serve  as  a preventive  measure  for 
a future  organic  chronic  state.  As  Goldman® 
noted  at  a recent  symposium  on  the  emotional 
basis  of  illness,  certain  stress  “reactions  re-  ^ 
quire  adequate  management  with  both  psy- 
chotherapeutic support  and  medication  to  re- 
lieve symptoms  which,  without  medication, 
could  persist  and  become  chronic.”  • 
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Administration  of  the  Outpatient  “Problem- 
Drinking”  Treatment  Program  of  the  Emory 
John  Brady  Hospital,  Colorado  Springs,  Colorado 


During  the  past  16  years,  at  this  hospital,  a 
system  for  the  administration  of  Antabuse  (Disul- 
firam)  to  “problem  drinkers”  has  evolved  which 
has  proven  to  be  of  considerable  assistance  in  the 
management  of  the  alcoholic  or  “problem  drink- 
ing” patient. 

After  at  least  18  hours  of  complete  sobriety  the 
patients  are  begun  on  an  Antabuse  dosage  calcu- 
lated to  build  up  a prompt,  protective  blood  level; 
i.e.,  four  0.5  gm.  tablets  the  first  day  for  an  average 
size  adult  male,  three  tablets  the  second  day,  and 
three  tablets  each  Tuesday  and  Friday  for  one 
month,  then  two  tablets  each  Tuesday  and  Friday 
thereafter.  The  average  adult  female  would  receive 
three  0.5  gm.  tablets  the  first  day,  two  the  second 
day  and  then  two  tablets  each  Tuesday  and  Friday 
thereafter.  Patients  are  placed  on  this  program 
from  an  outpatient  status  or  are  placed  on  the 
program  w'hile  in  the  hospital  recuperating  from 
the  effects  of  acute  and  chronic  alcoholism.  Hos- 
pital grormd  privileges  are  usually  not  granted 
until  the  patient  has  had  a protective  dosage  of 
Antabuse. 

Patients  come  from  a number  of  sources,  volun- 
tary and  involuntary;  involuntary  patients  are 
those  committed  by  the  Court  to  this  hospital  and 
therefore  to  the  program.  Patients  who  have  gotten 
into  difficulty  with  the  law  because  of  criminal 
activities,  i.e.,  bad-check  writing  (along  with  their 
alcohol  problem),  have  had  the  program  made  a 
portion  of  their  probationary  agreement.  Others 
are  in  varying  degrees  of  voluntary  and  involrm- 
tary  status;  some  coming  alone  because  they  have 
heard  of  the  program,  others  coerced  by  family 
and  friends  or  referred  by  Alcoholics  Anonymous, 
the  local  Council  on  Alcoholism,  their  employer  or 
commanding  officer.  In  all  cases  a responsible 
person,  if  possible  not  a close  relative,  is  selected 
by  the  patient,  whom  we  may  caU  if  the  patient 
fails  to  appear  on  the  appointed  day  and  date  to 
take  his  Antabuse.  In  the  case  of  the  Court - 
ordered-involuntary  patient  this  is  an  official  of 
the  Court  concerned. 

As  previously  stated  the  Antabuse  is  admin- 
istered on  an  outpatient  basis  on  Tuesday  and 
Friday  of  each  week  during  the  hours  of  10  to  11 
in  the  morning  or  6 to  7 in  the  evening.  The  Anta- 
buse is  given  as  a suspension  in  water.  Antabuse 
tablets  go  into  suspension  in  a medicine  cup  of 
water  in  about  10  minutes.  The  medication  is 
administered  either  by  the  chief  nurse  or  her 
assistant  under  her  direct  supervision.  Every  effort 
is  made  to  see  that  the  patient  receives  his  medica- 


tion as  prescribed,  hence  the  liquid  form.  On  the 
day  following  each  Antabuse  day,  the  entire  log 
of  patients  is  reviewed  to  see  if  any  patients  failed 
to  come  in  for  their  medication,  and  if  so  immedi- 
ate efforts  are  made  to  contact  either  the  patient 
or  the  informant  named  at  the  time  he  was  started 
on  the  program.  Inasmuch  as  the  Antabuse  has  a 
cumulative  and  lasting  (estimated  7-10  days)  blood 
stream  effect  it  can  be  clearly  seen  that  in  many 
cases  the  patient  can  be  returned  to  the  program 
before  he  has  an  opportunity  to  indulge  in  any 
excessive  amount  of  alcohol. 

In  this  respect  local  authorities  have  usually 
been  cooperative;  the  District  and  Municipal  Court, 
Sheriff’s  Office,  Police  Department  and  others  have 
been  helpful  in  bringing  patients  to  us  immediately 
before  the  patients  could  get  further  involved  in 
their  intemperance  and  do  themselves  further 
physical  and  social  damage.  It  has  been  necessary, 
on  occasion,  to  send  a patient  to  the  Colorado  State 
Hospital  for  long-term  care  because  of  physical 
disability  or  emotional  disorders  beyond  the  scope 
of  the  outpatient  program.  These  referrals,  how- 
ever, have  been  in  a very  small  percentage  of 
cases.  Others  have  been  lost  to  penal  institutions 
for  acts  committed  while  drinking  before  they 
could  be  returned  to  medical  care. 

No  physical  illness  was  considered  a contra- 
indication to  the  drug  administration.  Provocative 
tests  are  no  longer  used,  and  attempts  to  drink 
have  been  extremely  rare  as  each  patient  is  told 
of  the  results  of  drinking  while  taking  Antabuse. 
Patients  are  placed  on  the  program  after  consulta- 
tion with  a staff  psychiatrist,  for  which  the  usual 
charges  are  made.  At  the  present  time  a mainte- 
nance charge  equivalent  to  fifteen  cents  per  tablet 
is  made  for  the  entire  administration  of  the  pro- 
gram which,  of  course,  is  not  adequate  to  pay  all 
the  costs,  except  that  it  is  helpful  that  these  indi- 
viduals must  pay  cash  for  their  drug  at  the  time 
they  take  it.  There  are,  therefore,  no  billing  or 
paper  work  complications.  Welfare  and  other  agen- 
cies are  forbidden  to  pay  for  the  drugs;  the  prob- 
lem drinker  must  pay  for  them  himself  in  cash. 
Thus  the  cost  to  the  patient  of  control  of  his  illness 
is  but  a tiny  fraction  of  the  cost  of  continuing  it. 

Statistics  on  this  open-end  type  of  project  are 
very  difficult  to  properly  qualify;  however,  it  may 
be  safely  said  that  in  the  vast  majority  of  cases 
this  program  has  been  very  effective  and  for  pro- 
tracted periods  of  time.  In  many  instances  it  has 
been  lifesaving  and  in  others  it  has  restored  the 
individual  to  a productive  capacity  in  the  com- 
munity and  saved  the  family  from  economic  dis- 
aster which  protracted  hospitalization  or  further 
illness  would  have  brought.  Interestingly,  the 
strongest  opposition  to  the  involuntary  program 
has  been  from  spouses  and  mothers,  who  have 
attempted  by  many,  sometimes  ingenious,  means 
to  disrupt  the  program  of  enforced  sobriety  in 
their  relative. 

Where  employment  has  been  interrupted  by 
alcoholism,  the  patient  frequently  becomes  em- 
ployable again  within  a short  enough  time  that 
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his  job  is  preserved  and  his  employer  is  reassured. 
Instead  of  a protracted  period  of  loss  of  earning 
power,  plus  often  being  a community  expense,  he 
suffers  only  a brief  interruption,  without  loss  of 
job  and  is  soon  again  a contributing  member  of 
society  rather  than  being  a dependent. 

During  the  first  several  years  of  the  program 
there  were  numerous  physical  complaints  alleged 
to  be  caused  by  the  Antabuse  therapy,  but  as 
the  program  has  gotten  more  general  acceptance 
among  the  general  population,  we  have  had  less 
and  less  of  this  type  of  complaint  until  at  the 
present  time  it  is  practically  unheard  of  for  a 
problem  drinker  to  make  any  serious  type  of 
“somatic  protest”  against  administration  of  the 
drug.  Community  physicians  are  sometimes  de- 
ceived by  continued  complaints  of  skillfully  manip- 
ulative patients.  However,  it  has  only  been  neces- 
sary to  discontinue  Antabuse  in  five  patients,  four 
for  dermatoses,  one  for  peripheral  neuritis,  of  the 
hundreds  thus  far  treated. 

In  general  no  other  type  of  contact  is  main- 
tained with  the  usual  patient;  no  group,  no  indi- 
vidual or  other  type  of  formal  psychotherapy  is 
given.  A physician,  however,  is  readily  available 
to  the  nurse  administering  the  medication,  and 
the  fact  that  the  patient  is  coming  to  the  hospital 
twice  weekly  results  in  an  informal  medical  follow- 
up, for  the  patient  will  usually,  if  only  by  chance, 
encounter  his  doctor  every  week  or  two.  Formal 
consultation  with  his  doctor  can  be  readily  ar- 
ranged in  the  usual  manner.  All  other  types  of  psy- 
chopharmacological  medications  are  discouraged 
except  occasional  phenothiazines.  Potentially  addic- 
tive drugs  such  as  Meprobamates,  Librium,  VaUum 
and  barbiturates  are  avoided  on  the  outpatient 
status.  Participation  in  Alcoholics  Anonymous  is 
often  suggested.  Discrete  psychotic  or  neurotic 
manifestations  in  these  individuals,  when  they 
appear,  are  dealt  with  in  the  traditional  manner. 

In  summary  then,  it  may  be  said  that  it  is  felt 
that  alcoholism  (and  the  problem  drinking  leading 
to  alcoholism)  is  an  extremely  serious  public 
health  problem.  It  is  a serious  and  frequently  fatal 
disease  in  the  individual  afflicted.  The  medical  pro- 
fession should  take  strong  action  where  it  can  to 
ameliorate  this  disorder. 

At  the  Emory  John  Brady  Hospital  a program 
has  evolved  which,  while  somewhat  costly  and 
occasionally  difficult  of  administration,  has  proved 
to  be  effective  in  a vast  majority  of  unselected 
cases.  This  has  greatly  reduced  the  necessity  for 
protracted  hospitalization  or  referral  to  the  State 
Hospital.  Its  success  has  been  reassuring  to  those 
who  attempt  to  cope  with  this  problem  here  in 
our  community.  Once  again  it  must  be  pointed  out 
that  the  success  of  the  program  has  been  dependent 
not  only  upon  the  vigilance  of  the  medical  staff 
of  the  hospital,  but  also  upon  the  assistance  of  the 
local  courts,  police  authorities,  public  and  private 
social  agencies.  Alcoholics  Anonymous  and  other 
interested  lay  groups. 


Several  members  of  the  AAGP  from  the  West- 
ern Slope  areas  met  Monday,  Oct.  2,  at  St.  Mary’s 
Hospital  Conference  Room.  The  meeting  was 
called  by  Dr.  Kenneth  Prescott  for  the  purpose  of 
organizing  a Western  Slope  Chapter  of  the  Colo- 
rado AAGP.  Dr.  Val  Wolhauer  explained  the  me- 
chanics of  the  organization’s  procedure.  Dr.  K. 
Prescott  was  elected  President  and  Dr.  Robert 
Bennett  as  President-elect. 

* « 4c  * 

The  Mesa  County  Medical  Society  and  Auxil- 
iary were  entertained  at  a social  hour  at  the 
Zeigel  summer  home,  followed  by  dinner  and  a 
scientific  meeting  at  the  Vega  Lodge.  Dr.  Hughs 
of  the  University  was  guest  speaker.  Ninety-five 
doctors  and  auxiliary  members  enjoyed  nature’s 
display  of  autumn  colors  and  the  entertainment 
and  the  meetings  that  followed. 


Abstract  of  House  of  Delegates  Proceedings 
Wyoming  State  Medical  Society* 

SIXTY-FOURTH  ANNUAL  MEETING 
August  28,  September  1,  1967 
Jackson  Lake  Lodge, 

Grand  Teton  National  Park,  Wyoming 

FIRST  MEETING 
Monday,  August  28,  1967 

The  Sixty-fourth  Annual  Meeting  of  the  House 
of  Delegates  of  the  Wyoming  State  Medical  Society 
was  called  to  order  at  Jackson  Lake  Lodge,  Grand 
Teton  National  Park,  Wyoming,  at  9:10  o’clock 
a.m.  on  Monday,  August  28,  1967,  by  President  Ray 
K.  Christensen,  who  relinquished  the  gavel  to  Dr. 
John  H.  Froyd,  Speaker  of  the  House  of  Delegates. 

Speaker  Froyd  called  upon  Dr.  Raymond  E. 
Kunkel  for  the  report  of  the  Credentials  Com- 
mittee. Dr.  Kunkel  called  the  roll.  Dr.  T.  L.  John- 
ston moved  that  Drs.  T.  L.  Holman  and  Robert 
O.  Brown  (Natrona  County),  Dr.  Bane  T.  Travis 
(Laramie  County),  and  Dr.  Walter  R.  Carey 
(Sheridan  County)  be  seated  as  delegates.  Dr. 
Goode  R.  Cheatham  seconded  the  motion.  Motion 
carried.  Dr.  Kunkel  then  announced  that  a quorum 
was  present. 

Dr.  T.  L.  Johnston  moved  that  the  minutes  of 
the  1966  annual  meeting  of  the  House  of  Delegates 
be  apnroved  as  printed  in  the  Delegate  Packet. 
Seconded  by  Dr.  John  J.  Corbett.  The  motion  was 
carried  and  the  minutes  approved. 


♦These  minutes  represent  actions  taken  largely  on 
material  from  the  official  packet  of  the  Wyoming  State 
Medical  Society.  This  packet  contains  the  reports  that 
are  representative  of  committee  activities  and  recom- 
mendations and  form  an  official  part  of  these  minutes. 
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It  was  moved  by  Dr.  Harlan  B.  Anderson  and 
seconded  by  Dr.  Goode  R.  Cheatham  that  the 
minutes  of  the  preceding  three  Council  Meetings 
be  approved  as  printed  in  the  Packet.  Motion 
carried. 

The  minutes  of  the  August  27,  1967,  Council 
Meeting  were  read  by  the  Executive  Secretary  and 
in  the  absence  of  any  discussion  were  ordered 
approved  by  the  Speaker. 

The  minutes  of  the  Scholarship  Loan  Fund 
Committee  as  printed  in  the  Packet  were  con- 
sidered. Dr.  Duane  M.  Kline  suggested  the  estab- 
lishment of  a fund  to  provide  scholarships  for 
families  of  physicians,  in  the  event  there  is  any 
money  left  over  from  the  funds  of  the  Scholarship 
Loan  Fund  Committee.  No  action  was  taken  and 
Speaker  Froyd  indicated  that  since  there  was 
some  discussion  on  the  report  of  the  Scholarship 
Loan  Fund  Committee,  that  it  was  referred  to 
the  committee  on  Executive,  Governmental  Af- 
fairs, and  Economics. 

There  being  no  old  business  brought  before 
the  House,  Speaker  Froyd  called  on  Mr.  Arthur 
R.  Abbey  to  introduce  the  visitors.  After  comment- 
ing on  the  array  of  administrative  talent  present, 
Mr.  Abbey  introduced  Mr.  Ray  Miller  of  the 
American  Medical  Association,  who  had  taken  the 
position  formerly  held  by  Dallas  Whaley;  Mr. 
Ralph  R.  Marshall,  Executive  Secretary  of  the 
New  Mexico  Medical  Society;  Mr.  Russell  Hegland, 
Executive  Secretary  of  the  Montana  Medical  Asso- 
ciation; Mr.  Armand  Bird,  Executive  Secretary  of 
the  Idaho  Medical  Association;  Mr.  Harold  Bow- 
man, Executive  Secretary  of  the  Utah  State  Medi- 
cal Association;  Mr.  Kenneth  Neff,  Executive  Sec- 
retary of  Nebraska;  and  Mr.  Donald  G.  Derry, 
Executive  Secretary  of  the  Colorado  Medical  So- 
ciety. Dr.  Paul  R.  Hildebrand,  Immediate  Past 
President  of  the  Colorado  Medical  Society,  was 
introduced  by  Mr.  Donald  Derry.  Dr.  Max  Bell 
was  introduced  by  Mr.  Armand  Bird. 

Speaker  Froyd  then  called  on  Mr.  Frank  Hicks, 
Wyoming  Safety  Traffic  Coordinator,  but  he  was 
not  present  to  direct  his  remarks  to  the  House 
of  Delegates. 

Reports 

The  report  of  the  Delegate  to  the  AMA,  Dr. 
Harlan  B.  Anderson,  was  given  orally.  Speaker 
Froyd  stated  that  there  were  some  items  in  Dr. 
Anderson’s  report  that  might  deserve  some  action 
by  the  House  of  Delegates  and  it  was  therefore 
referred  to  the  Executive,  Governmental  Affairs, 
and  Economics  Committee. 

Speaker  Froyd  called  for  the  Treasurer’s  report 
by  Dr.  Elmer  S.  McKay.  Dr.  Duane  M.  Kline  moved 
that  the  report  be  approved  as  printed  in  the 
Packet.  Seconded  by  Dr.  Claude  O.  Grizzle.  Motion 
carried. 

The  Secretary,  Dr.  Raymond  E.  Kunkel,  had 
no  report.  It  was  moved  by  Dr.  T.  L.  Johnston 
and  seconded  by  Dr.  Bernard  D.  Stack  that  the 
report  be  approved.  Motion  carried. 

Mr.  Arthur  R.  Abbey  had  nothing  to  add  to 
his  report  as  printed  in  the  Packet.  It  was  moved 


by  Dr.  Elmer  S.  McKay  and  seconded  by  Dr.  T.  L. 
Johnston  that  the  report  be  approved.  Motion 
carried. 

Dr.  R.  W.  Holmes  submitted  a written  report 
for  the  Governmental  Affairs  Committee  which 
was  not  printed  in  the  Packet.  Speaker  Froyd 
referred  the  report  to  the  committee  on  Executive, 
Governmental  Affairs,  and  Economics. 

Speaker  Froyd  called  on  Dr.  Duane  M.  Kline 
for  his  report  for  the  Special  Advisory  Committee 
to  Children.  There  was  no  written  report.  No  ref- 
erence committee  was  designated  by  the  Speaker. 

Speaker  Froyd  asked  for  the  approval  of  the 
WICHE  Report  by  Dr.  Francis  A.  Barrett,  as 
printed  in  the  Packet.  Dr.  Claude  O.  Grizzle  pre- 
sented an  addendum  to  the  report,  the  article 
which  was  published  in  the  June,  1967,  issue  of 
PULSE.  Speaker  Froyd  referred  the  report  and 
the  addendum  to  the  Research,  Organization,  and 
Scientific  Program  Committee. 

Speaker  Froyd  referred  to  the  virritten  report 
by  Dr.  Francis  A.  Barrett  on  the  Rocky  Mountain 
Medical  Journal,  and  then  stated  that  Mr.  Don 
Derry,  Executive  Secretary  for  Colorado,  had  a 
supplemental  report  in  the  Packet  which  he  was 
making  a part  of  the  report  by  Dr.  Francis  A. 
Barrett.  Speaker  Froyd  referred  the  report  to  the 
committee  on  Executive,  Governmental  Affairs, 
and  Economics. 

Speaker  Froyd  called  for  the  report  of  the 
committee.  Advisory  on  Woman’s  Auxiliary,  Dr. 
Ray  K.  Christensen,  Chairman.  Dr.  Christensen 
stated  that  he  did  not  have  any  report. 

Speaker  Froyd  stated  that  the  Nominating 
Committee  would  meet  as  stated  in  the  Packet. 

Speaker  Froyd  referred  the  following  reports 
with  no  comment  to  the  Executive,  Governmental 
Affairs,  and  Economics  Committee,  Dr.  Duane 
Kline,  Chairman.  Title  XIX,  Dr.  John  J.  Corbett; 
Advisory  on  Workmen’s  Compensation,  Dr.  Paul 
J.  Preston;  Insurance  and  Retirement,  Dr.  J.  W. 
Barber;  Blue  Cross  Trustee  Report,  Dr.  Richard 
N.  Winger;  Blue  Shield  Trustee  Report,  Dr.  E. 
Chester  Ridgway;  Legislation,  Dr.  Norman  R. 
Black;  Advisory  to  Selective  Service  and  Veterans’ 
Care,  Dr.  Bernard  J.  Sullivan;  Public  Relations, 
Dr.  S.  J.  Giovale;  State  Institutions,  Dr.  William 
N.  Kam;  and  the  Student  Loan  Fund. 

Speaker  John  H.  Froyd  stated  that  the  follow- 
ing reports  would  be  referred  to  the  Medical 
Services  Committee,  Dr.  Goode  R.  Cheatham, 
Chairman:  The  Committee  to  Combat  Health  Mis- 
information, Dr.  Thomas  T.  McGranahan;  Medical 
Assistants,  Dr.  Ray  K.  Christensen;  Medicine  and 
Religion,  Dr.  Henry  N.  Stephenson;  and  Emer- 
gency Health  Service,  Dr.  Ben  M.  Deeper. 

For  the  committee  on  Nursing  Shortage,  Dr. 
Ben  M.  Deeper,  Chairman,  Dr.  Laurence  W.  Greene 
presented  a mimeographed  report  to  all  members 
of  the  House  of  Delegates  titled  “Fact  Sheet 
on  Project  to  Stimulate  Return  of  Inactive  Pro- 
fessional Nurses  and  Other  Health  Discipline  Per- 
sonnel to  Active  Employment  in  Wyoming,”  and 
discussed  the  contents  of  the  paper  before  the 
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House  of  Delegates.  Speaker  Froyd  stated  that 
he  would  submit  the  letter  and  the  problem  to  the 
Medical  Services  Committee. 

Speaker  Froyd  then  referred  to  the  committee 
on  Public  Health.  No  written  report.  Dr.  Duane  M. 
Kline  read  a letter  he  wrote  regarding  obtaining 
a hyperbaric  chamber  at  the  University  of  Colo- 
rado, and  then  said  he  would  like  to  introduce  a 
resolution  that  the  Wyoming  State  Medical  Society 
favor  the  obtaining  of  such  equipment  at  the 
University  of  Colorado. 

Speaker  Froyd  indicated  that  the  report  and 
the  proposed  resolution  would  be  referred  to  the 
Medical  Services  Committee. 

Speaker  Froyd  then  announced  that  the  House 
of  Delegates  would  reconvene  at  10:45  a.m.  after 
a short  recess. 

The  meeting  was  called  to  order  by  Speaker  of 
the  House  John  H.  Froyd  who  announced  that  he 
would  receive  the  reports  under  the  Reference 
Committee  on  Research,  Organization,  and  Sci- 
entific Program.  The  Memorial  Committee  re- 
port is  printed  in  the  Packet,  setting  out  the 
following  names: 

Winfred  W.  Arrasmith,  M.D.,  formerly  of  Cas- 
per, died  in  December,  1966. 

Francis  K.  Burnett,  M.D.,  formerly  of  Chey- 
enne, died  June  27,  1966. 

E.  George  Johnson,  M.D.,  Douglas,  died  Janu- 
ary 25,  1967. 

Douglas  W.  McEnery,  M.D.,  formerly  of  Chey- 
enne, died  in  December,  1966. 

Speaker  Froyd  read  the  following  resolution: 

WHEREAS,  Dr.  George  Price  Lingenfelter  of  the 
Colorado  Medical  Society,  a prominent  Denver  derma- 
tologist, was  one  of  the  original  members  who  organized 
the  Rocky  Mountain  Medical  Conference,  and 

WHEREAS,  Dr.  Lingenfelter  was  identified  with  the 
early  day  practice  of  medicine  in  both  Colorado  and 
Wyoming,  and 

WHEREAS,  Dr.  Lingenfelter  was  the  official  fraternal 
delegate  to  the  Wyoming  State  Medical  Society  from  the 
Colorado  Medical  Society,  and 

WHEREAS,  Dr.  George  Lingenfelter  was  made  an 
honorary  member  of  the  Wyoming  State  Medical  Society, 
now  therefore, 

BE  IT  RESOLVED,  That  the  Wyoming  State  Medical 
Society  prepare  a suitable  memorial  letter  to  Mrs.  Reba 
Mclntire  Lingenfelter,  his  widow,  expressing  the  deep 
gratitude  and  love  that  our  members  had  for  Dr.  Lingen- 
felter, and 

BE  IT  FURTHER  RESOLVED,  That  this  resolution 
be  adopted  by  both  the  Wyoming  State  Medical  Society 
and  the  Rocky  Mountain  Medical  Conference  and  it  be 
presented  to  Dr.  Lingenfelter’s  widow. 

Without  discussion  it  was  moved  by  Dr.  Elmer 
S.  McKay  and  seconded  by  Dr.  Donald  F.  Mahnke 
that  the  resolution  he  adopted.  Motion  carried. 
At  this  point,  the  House  of  Delegates  stood  in  a 
moment  of  silence  in  honor  of  the  departed 
members. 

Dr.  Henry  N.  Stephenson  reported  that  the 
Orientation  Program  was  held  at  2:00  p.m.,  August 

27,  that  there  was  a good  attendance,  and  that  it 
was  an  interesting  and  most  satisfactory  meeting. 

Dr.  Laurence  W.  Greene,  Chairman  of  the 
Time  and  Place  Committee,  announced  that  the 
1968  meeting  would  be  held  at  the  Jackson  Lake 
Lodge,  Grand  Teton  National  Park,  August  27, 

28,  29,  and  30. 


Dr.  H.  B.  Anderson  reporting  for  the  Constitu- 
tion and  Bylaws  Committee,  stated  that  the  sug- 
gested changes  in  the  Constitution  and  Bylaws 
that  were  submitted  last  year  had  been  accepted, 
but  asked  that  it  be  officially  shown  in  these 
minutes  that  the  proposed  changes  which  were 
printed  in  last  year’s  minutes,  have  been  adopted 
and  are  in  effect  at  this  time. 

Speaker  Froyd  stated  that  when  the  minutes 
of  last  year’s  meeting  were  approved,  the  changes 
in  the  Constitution  and  Bylaws  were  approved 
and  accepted. 

The  following  reports  were  also  referred  to 
the  Reference  Committee  on  Research,  Organiza- 
tion, and  Scientific  Program  with  no  comment: 
American  Medical  Association  Education  and  Re- 
search Foundation,  Dr.  William  T.  Ward;  Program 
and  Entertainment,  Dr.  Ray  K.  Christensen;  Rocky 
Mountain  Medical  Conference,  Dr.  John  H.  Story; 
Science  Fair,  Dr.  Herbert  Jackman;  and  Special 
Committee  on  Workmen’s  Compensation,  Dr.  R.  H. 
MacLean. 

Dr.  James  G.  Haller  submitted  a resolution 
presented  by  Northeastern  Wyoming  concerning 
mental  health: 

THEREFORE  BE  IT  RESOLVED,  That  a special  com- 
mittee be  created  and  encouraged  to  investigate  and 
report  to  this  Medical  Society  those  findings  of  signifi- 
cance and  interest  to  the  Wyoming  State  Medical  Society. 

Dr.  Haller  then  introduced  Dr.  Don  Morrison, 
Psychiatrist,  to  the  House  of  Delegates.  After 
some  discussion.  Speaker  John  H.  Froyd  referred 
the  proposed  resolution  to  the  committee  on  Medi- 
cal Services. 

Dr.  Bernard  D.  Stack  presented  the  following 
resolution  about  osteopaths  proposed  by  Fremont 
County: 

BE  IT  THEREFORE  RESOLVED,  That  the  Wyoming 
State  Medical  Society  define  precisely  the  ethical  standards 
for  the  professional  relationship  between  its  members  and 
the  practitioners  of  the  other  healing  arts,  with  particular 
reference  to  the  consultation  and  surgical  assistance. 

Speaker  Froyd  referred  the  above  resolution 
to  the  committee  on  Research,  Organization,  and 
Scientific  Program. 

Dr.  William  G.  Erickson  presented  the  follow- 
ing resolution: 

BE  IT  RESOLVED,  That  federally  designated  physi- 
cians in  Wyoming  be  allowed  to  practice  medicine  in 
the  care  of  patients  of  the  United  States  Public  Health 
Service  in  community  hospitals  in  the  State  of  Wyoming. 

Speaker  Froyd  referred  Dr.  Erickson’s  proposed 
resolution  to  the  committee  on  Executive,  Govern- 
mental Affairs,  and  Economics. 

Dr.  Fenworth  Downing  discussed  the  formation 
of  a Wyoming  Association  of  Professions  which 
would  include  the  Wyoming  State  Bar,  the  Wy- 
oming State  Dental  Association,  the  Wyoming 
State  Medical  Society,  the  Wyoming  Pharmaceuti- 
cal Association,  the  Wyoming  Veterinary  Medicine 
Association  with  other  state  organizational  mem- 
bers to  be  considered. 

Without  setting  out  Dr.  Downing’s  remarks  at 
length,  his  proposal  was  submitted  to  the  commit- 
tee on  Research,  Organization,  and  Scientific  Pro- 
gram. 
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Dr.  Claude  O.  Grizzle  presented  the  following 
resolution  regarding  continuing  education: 

THEREFORE  BE  IT  RESOLVED,  That  the  Wyoming 
State  Medical  Society  approve,  affirm,  and  support  the 
concept  of  Continuing  Education  for  all  health  personnel 
and  professionals  in  the  State  of  Wyoming. 

The  resolution  was  referred  to  the  committee 
on  Medical  Services. 

Speaker  Froyd  introduced  Dr.  Tim  Flemming 
of  Ft.  Washakie,  of  the  Indian  Service,  who  ad- 
dressed the  House  of  Delegates  regarding  the 
handling  of  Indian  patients. 

Dr.  Elmer  S.  McKay  stated  that  he  had  a reso- 
lution that  the  Governmental  Affairs  Committee  he 
allowed  a budget  of  $300.00  a year. 

Dr.  McKay’s  proposed  resolution  was  referred 
to  the  Executive,  Governmental  Affairs,  and  Eco- 
nomics Committee. 

Whereupon  it  was  moved  by  Dr.  Bernard  D. 
Stack  and  seconded  by  Dr.  John  J.  Corbett  that 
a recess  be  taken  until  9:00  a.m.  August  29.  Motion 
carried. 

SECOND  MEETING 

Tuesday,  August  29,  1967,  9:00  a.m. 

The  second  session  of  the  sixty-fourth  annual 
meeting  of  the  House  of  Delegates  was  called  to 
order  at  9:15  a.m.,  August  29,  1967,  by  Speaker 
John  H.  Froyd.  Speaker  Froyd  announced  that 
since  the  House  of  Delegates  had  recessed  and 
not  adjourned,  that  a quorum  was  present. 

Dr.  Duane  M.  Kline  moved  that  Dr.  James 
Stoetzel  be  seated  as  a delegate  from  Laramie 
County.  Speaker  Froyd  stated  that  if  there  was 
no  objection,  the  delegate  would  be  seated.  There 
being  no  objection,  it  was  so  ordered,  and  Dr. 
James  Stoetzel  was  seated. 

Speaker  Froyd  also  stated  that  there  being  no 
objection  the  delegate  from  Sheridan  County,  Dr. 
Louis  G.  Booth,  would  be  seated  and  it  was  so 
ordered. 

The  Speaker  called  for  any  new  business.  There 
being  none,  he  asked  for  the  report  of  Dr.  Goode 
R.  Cheatham,  Chairman  of  the  Reference  Com- 
mittee on  Medical  Services. 

Medical  Services  Committee  Report 

Dr.  Cheatham  reported  that  the  Medical  Services  Refer- 
ence Committee  met  at  2:00  p.m.  August  28,  1967.  Present 
were  James  E.  Stoetzel  and  William  Erickson.  Dr. 
Cheatham  served  as  Chairman.  There  was  no  written 
report  from  the  following  subcommittees:  Medical  Assist- 
ants, Public  Health,  Public  Safety,  and  Emergency  Health 
Services.  A fact  sheet  on  the  Project  to  Stimulate  Return 
of  Inactive  Professional  Nurses  and  Other  Health  Disci- 
pline Personnel  to  Active  Employment  in  Wyoming  sent 
by  the  Nurse  Coordinator,  Miss  Barbara  R.  Goetz,  R.N., 
was  accepted  as  a source  of  information  for  the  Nursing 
Shortage  Committee,  which  also  submitted  no  written 
report.  Written  reports  from  the  following  subcommittees 
were  contained  in  the  Delegate  Packet:  Committee  to 
Combat  Health  Misinformation,  Medicine  and  Religion. 
The  Reference  Committee  recommends  acceptance  of 
these  reports.  Dr.  Cheatham  moved  the  acceptance  of  the 
reports.  Seconded  by  Dr.  H.  B.  Anderson.  Motion  carried. 

Dr.  Cheatham  stated  that  the  following  reso- 
lutions were  studied  by  the  committee: 


WHEREAS,  The  present  organization  of  the  Wyoming 
State  Medical  Society  does  not  currently  provide  for  a 
committee  to  cover  the  area  of  Mental  Health,  and 

WHEREAS,  The  field  of  Mental  Health  is  a significant 
area  of  interest  to  the  medical  profession  and  deserving 
of  more  intimate  interest  by  the  Wyoming  State  Medical 
Society, 

BE  IT  RESOLVED,  That  a special  committee  be 
formed  and  encouraged  to  investigate  and  report  to  this 
Medical  Society  these  findings  of  significance  and  interest 
to  the  Medical  Society. 

Dr.  Cheatham  then  moved  that  the  resolution 
be  adopted.  Seconded  by  Dr.  John  J.  Corbett. 
Motion  carried. 

RESOLUTION  NO.  2. 

WHEREAS,  A hyperbaric  unit  for  treatment  and  re- 
search would  provide  for  an  unfilled  need  in  the  treatment 
of  Wyoming’s  people, 

THEREFORE  BE  IT  RESOLVED,  That  the  Wyoming 
State  Medical  Society  go  on  record  as  expressing  a 
definite  need  for  a hyperbaric  unit,  approximately  located 
within  the  Rocky  Mountain  area. 

Dr.  Cheatham  stated  the  committee  recom- 
mended “do  pass”  and  he  so  moved.  Seconded  by 
Dr.  Frank  W.  Laird.  Motion  carried. 

RESOLUTION  NO.  3. 

WHEREAS,  It  is  generally  recognized  that  there  is 
a need  for  continuing  education  for  all  professionals, 

THEREFORE  BE  IT  RESOLVED,  That  the  Wyoming 
State  Medical  Society  approve,  affirm,  and  support  the 
concept  of  Continuing  Education  for  all  health  personnel 
and  health  professionals  in  the  State  of  Wyoming. 

Dr.  Cheatham  stated  that  the  committee  recom- 
mended “do  pass”  and  he  so  moved.  Seconded  by 
Dr.  James  E.  Stoetzel.  Motion  carried. 

Chairman  Goode  R.  Cheatham  then  stated  that 
the  report  of  the  Medical  Services  Committee  was 
concluded. 

President  Ray  K.  Christensen  presented  Mrs. 
Ray  K.  Christensen,  President  of  the  Woman’s 
Auxiliary  to  the  Wyoming  State  Medical  Society, 
and  Mrs.  Paul  R.  Yedinak,  President-elect  of  the 
Woman’s  Auxiliary,  to  the  Wyoming  State  Medical 
Society,  both  of  whom  addressed  the  House  briefly. 

Executive,  Governmental  Affairs,  and 
Economics  Reference  Committee  Report 

Dr.  Duane  M.  Kline,  Chairman  of  the  Executive, 
Governmental  Affairs,  and  Economics  Reference  Commit- 
tee, reported  that  the  committee  met  at  2:00  p.m.  on 
August  27,  1967,  and  that  the  following  reports  were 
received  without  comment  as  set  out  in  the  Delegate 
Packet:  Advisory  on  Woman’s  Auxiliary,  Advisory  on 
Workmen’s  Compensation,  Insurance  and  Retirement,  Blue 
Cross  Trustees’  Report,  Blue  Shield  Trustees’  Report, 
Legislation,  Nominating,  Public  Relations,  and  State  Insti- 
tutions. Dr.  Kline  then  moved  that  the  reports  be  accepted. 
Seconded  by  Dr.  Goode  R.  Cheatham.  Motion  carried. 

Dr.  Kline  stated  that  it  was  recommended  that  the 
Governmental  Affairs  Committee  report  be  accepted  as 
printed  and  distributed  at  the  House  of  Delegates  meeting, 
and  he  so  moved  that  the  report  be  accepted.  Seconded 
by  Dr.  Harlan  B.  Anderson.  Motion  carried. 

Dr.  Kline  stated  that  due  to  the  lack  of  a 
quorum  at  the  Council  Meeting  on  August  27,  the 
minutes  of  that  meeting  were  given  to  his  com- 
mittee for  approval;  that  they  were  approved  with 
one  exception  which  was  under  the  item,  “Budget”, 
and  this  was  that  the  following  resolution  be 
presented  to  this  body  for  consideration  and 
amendment  of  the  budget: 
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RESOLVED,  That  the  Governmental  Affairs  Commit- 
tee be  allowed  a budget  of  $300  a year  to  help  defray 
expenses. 

Dr.  Kline  stated  that  it  was  the  recommenda- 
tion of  the  committee  that  the  Council  Meeting 
minutes  with  the  amendment  be  approved  by 
resolution,  and  he  so  moved.  Seconded  by  Dr. 
John  J.  Corbett.  Motion  carried. 

Dr.  Kline  referred  to  the  report  of  the  Military 
and  Veterans’  Affairs,  Advisory  to  Selective  Serv- 
ice and  Veterans’  Care  and  said  that  it  was  ap- 
proved with  the  following  suggestion: 

RESOLVED,  That  the  Military  and  Veterans’  Affairs 
Committee  submit  a written  report. 

Dr.  Kline  then  moved  that  the  resolution  and 
report  be  accepted.  Seconded  by  Dr.  T.  L.  Johnston. 
Motion  carried. 

Chairman  Kline  stated  that  the  report  of  the 
Scholarship  Student  Loan  Fund  Committee  was 
accepted  as  written  but  with  the  following  resolu- 
tion: 

BE  IT  RESOLVED,  That  the  Scholarship  Loan  Fund 
Committee  be  empowered  to  establish  a scholarship  and/or 
loan  fund  for  higher  education  to  be  awarded  to  a 
member  of  the  family  of  a Wyoming  physician,  or  a 
family  member  of  a former  Wyoming  physician,  and 
that  a separate  fund  be  initiated  to  provide  for  this; 
rules  and  regulations  governing  this  fund  be  formulated 
and  presented  to  the  next  House  of  Delegates  meeting. 

Dr.  Kline  stated  that  it  was  the  recommenda- 
tion of  the  committee  that  this  resolution  he 
passed  and  so  moved.  Seconded  by  Dr.  John  J. 
Corbett.  After  considerable  discussion,  the  motion 
was  carried. 

It  was  recommended  that  the  AMA  report  he 
accepted  in  its  entirety  as  an  informational  report 
only,  and  Dr.  Kline  so  moved.  Seconded  by  Dr. 
John  J.  Corbett.  Motion  carried. 

Dr.  Kline  stated  that  the  following  resolutions 
originated  in  or  were  submitted  to  his  committee: 

BE  IT  RESOLVED,  'That  the  portion  of  the  AMA 
report  pertaining  to  modernization  of  abortion  laws  be 
referred  to  the  Maternal  Health  Committee  for  study, 
reports,  and  recommendations  at  next  year’s  State  Meeting. 

Dr.  Kline  stated  that  it  was  the  recommenda- 
tion of  the  committee  that  the  resolution  “do  pass” 
and  he  so  moved.  Seconded  by  Dr.  T.  L.  Johnston. 
Motion  carried. 

The  following  resolution  was  presented  by  Dr. 
Kline: 

BE  IT  RESOLVED,  That  federally  designated  physi- 
cians attached  to  the  United  States  Public  Health  Service 
in  Wyoming  be  allowed  to  practice  medicine  in  the  care 
of  beneficiaries  of  the  Division  of  Indian  Health  of  the 
United  States  Public  Health  Service  in  community  hos- 
pitals in  the  State  of  Wyoming.  It  is  recommended  that 
the  hospital  medical  staffs  involved  approve  each  appli- 
cant and  it  is  further  recommended  that  Wyoming 
licensure  should  be  obtained  where  feasible. 

After  much  discussion.  Dr.  Thomas  Nicholas 
offered  the  following  substitute  resolution: 

BE  IT  RESOLVED,  That  the  Wyoming  State  Medical 
Society  approve  the  principle  that  federal  government 
physicians  be  allowed  to  pursue  these  duties  within  the 
framework  of  the  law  of  the  State  of  Wyoming  and  the 
bylaws  of  the  hospitals  involved. 


It  was  moved  by  Dr.  Kline  and  seconded  by 
Dr.  Ted  Johnston  that  the  substitute  resolution 
be  approved.  Motion  carried. 

Dr.  Kline  stated  that  Mrs.  Darleen  Van  Velzor 
typed  the  minutes  of  the  meeting  of  the  Executive, 
Governmental  Affairs,  and  Economics  Committee 
last  night  and  that  she  had  a recent  death  in  the 
family  and  he  requested  that  the  House  submit 
to  her  a formal  note  of  thanks.  It  was  so  moved 
by  Dr.  John  J.  Corbett  and  seconded  by  Dr.  Claude 
O.  Grizzle.  Motion  carried. 

Research,  Organization  and  Scientific  Program 
Reference  Committee  Report 

Dr.  Donald  F.  Mahnke,  reporting  for  the  Re- 
search, Organization,  and  Scientific  Program  Com- 
mittee, said  that  his  committee  met  at  2:00  o’clock 
yesterday  afternoon.  Dr.  T.  L.  Johnston  and  Dr. 
Mahnke  were  present  as  members  of  the  commit- 
tee. There  were  three  committees  that  made  no 
written  reports:  the  Historical  Committee,  the  Pro- 
gram and  Entertainment  Committee,  and  the  Reso- 
lutions Committee.  There  were  written  reports  by 
the  AMA-ERF,  the  Credentials  Committee,  Me- 
morial Committee,  Orientation  Committee,  Rocky 
Mountain  Medical  Conference  Committee,  Science 
Fair  Committee,  and  the  Time  and  Place  Com- 
mittee. These  were  reviewed  and  it  was  recom- 
mended that  they  be  accepted  as  presented,  and 
Dr.  Mahnke  so  moved.  Seconded  by  Dr.  Charles 
R.  Lowe.  Motion  carried. 

The  other  special  reports  that  were  considered 
were  the  special  Workmen’s  Compensation  report, 
and  this  was  recommended  to  be  accepted  as 
printed,  and  Dr.  Mahnke  so  moved.  Seconded  by 
Dr.  Charles  R.  Lowe.  Motion  carried. 

The  second  special  report  which  was  consid- 
ered was  the  WICHE  Report  as  appears  in  the 
Packet,  and  the  committee  recommended  accept- 
ance of  the  report,  with  the  addendum  to  the 
report  published  by  Dr.  Claude  O.  Grizzle  in  the 
last  issue  of  PULSE.  He  so  moved.  Seconded  by 
Dr.  T.  L.  Johnston.  Motion  carried. 

Dr.  Mahnke  stated  that  the  committee  was 
requested,  with  regard  to  Dr.  Fenworth  M.  Down- 
ing’s proposal,  for  the  formation  of  a Wyoming 
Professional  Association.  It  was  felt  that  the 
problem  should  properly  be  referred  to  the  sub- 
committee on  Public  Relations  under  the  Executive, 
Governmental  Affairs,  and  Economics  Committee, 
and  he  so  moved.  Seconded  by  Dr.  Goode  R. 
Cheatham.  Motion  carried. 

Dr.  Mahnke  stated  that  his  committee  con- 
sidered Dr.  Bernard  D.  Stack’s  resolution  regard- 
ing Osteopaths,  and  then  submitted  the  following 
as  a substitute  resolution: 

WHEREAS,  The  position  of  the  AMA  is  that  associa- 
tion by  Doctors  of  Medicine  with  Doctors  of  Osteopathy 
should  not  be  deemed  unethical  if  the  Doctor  of  Oste- 
opathy bases  his  practice  on  the  same  scientific  principles 
as  those  adhered  to  by  members  of  the  American  Medical 
Association,  and 

WHEREAS,  ’This  policy  is  currently  being  applied  at 
the  local  level  where  it  can  be  ascertained  if  the  individual 
Doctor  of  Osteopathy  does,  in  fact,  practice  a method  of 
healing  founded  on  a scientific  basis,  and 
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WHEREAS,  Such  association  between  Doctors  of  Medi- 
cine and  Doctors  of  Osteopathy  in  matters  of  consultation 
and  surgical  assistance  is  of  a voluntary  and  not  manda- 
tory nature, 

BE  IT  HEREBY  RESOLVED,  That  the  position  of 
voluntary  professional  association  by  Doctors  of  Medicine 
with  Doctors  of  Osteopathy  by  Wyoming  Doctors  of  Medi- 
cine be  the  same  as  that  position  taken  by  the  American 
Medical  Association,  and 

BE  IT  FURTHER  RESOLVED,  That  should  the  local 
medical  society  request  help  in  determining  the  basis 
used  by  an  individual  in  the  practice  of  the  healing  arts, 
the  President  of  the  Wyoming  State  Medical  Society  be 
empowered  to  appoint  a committee  to  render  such  assist- 
ance. 

Dr.  Mahnke  then  moved  the  adoption  of  the 
resolution.  Seconded  by  Dr.  Paul  R.  Yedinak.  After 
lengthy  discussion  by  numerous  of  the  members 
of  the  House  of  Delegates,  Speaker  Froyd  called 
for  a vote  and  the  motion  was  carried. 

Dr.  Mahnke  stated  that  this  concluded  his 
report. 

Speaker  John  H.  Froyd  moved  that  the  House 
express  its  appreciation  to  Reference  Committee 
Chairmen  and  members  of  the  committees  for  a 
job  well  done.  Seconded  by  Dr.  John  J.  Corbett. 
Motion  carried. 

Whereupon  a recess  was  taken  from  10:30  to 
11:00  o’clock  of  the  same  day,  at  which  time  the 
following  proceedings  were  had,  to-wit: 

There  being  no  new  business  to  come  before 
the  House  of  Delegates,  Speaker  John  H.  Froyd 
introduced  the  Wyoming  State  Medical  Society 
President,  Dr.  Ray  K.  Christensen,  who  delivered 
the  President’s  Address,  which  will  appear  in  the 
Rocky  Mountain  Medical  Journal,  at  the  conclusion 
of  which  the  House  of  Delegates  responded  with 
standing  show  of  appreciation. 

Speaker  Froyd  read  a telegram  to  Dr.  Ray  K. 
Christensen  from  Senator  Clifford  Hansen,  ex- 
pressing his  best  wishes  for  an  interesting  and 
successful  meeting. 

Election  of  Officers 

The  report  of  the  Nominating  Committee  was 
handed  to  Speaker  Froyd  by  Dr.  Laurence  W. 
Greene,  Chairman.  Dr.  Froyd  said  that  the  Nom- 
inating Committee,  for  President-elect  nominated 
Dr.  Henry  N.  Stephenson.  There  being  no  nomina- 
tions from  the  floor,  Dr.  Paul  R.  Yedinak  moved 
that  the  nominations  be  closed  and  Dr.  Henry 
Stephenson  be  elected  by  unanimous  acclamation. 
Seconded  by  Dr.  John  J.  Corbett.  Motion  carried. 

Dr.  Froyd  announced  that  the  Nominating 
Committee  nominated  for  Vice  President,  Dr. 
Raymond  E.  Kunkel.  There  being  no  further  nom- 
inations from  the  floor,  it  was  moved  by  Dr. 
Thomas  Nicholas  the  nominations  be  closed  and 
that  a unanimous  ballot  be  cast  for  Dr.  Ray  Kunkel 
for  Vice  President.  Seconded  by  Dr.  Donald  F. 
Mahnke.  Motion  carried. 

Speaker  Froyd  stated  that  the  Nominating 
Committee  had  presented  two  names  in  nomina- 
tion for  Treasurer,  Dr.  Fenworth  M.  Downing  and 
Dr.  John  J.  Corbett.  There  being  no  further  nom- 
inations from  the  floor,  it  was  moved  by  Dr. 
Duane  M.  Kline  and  seconded  by  Dr.  Claude  O. 
Grizzle  that  the  nominations  be  closed.  Motion 


carried.  Speaker  Froyd  ordered  ballots  passed  and 
appointed  Dr.  Paul  R.  Yedinak  and  Dr.  James  J. 
Batty  as  tellers.  The  tellers  reported  to  Speaker 
Froyd  who  announced  that  Dr.  Corbett  had  been 
elected  Treasurer. 

The  Nominating  Committee  placed  in  nomina- 
tion for  Secretary,  Dr.  Elmer  S.  McKay.  There 
being  no  further  nominations  from  the  floor,  it 
was  moved  by  Dr.  Paul  R.  Yedinak  that  the 
nominations  be  closed  and  Dr.  McKay  be  elected 
by  unanimous  ballot.  Seconded  by  Dr.  John  J. 
Corbett.  Motion  carried. 

Speaker  Froyd  stated  that  the  Nominating 
Committee  had  placed  in  nomination  Dr.  Roy  W. 
Holmes  for  Speaker  of  the  House.  There  being  no 
further  nominations  from  the  floor,  it  was  moved 
by  Dr.  Charles  R.  Lowe  that  the  nominations  be 
closed  and  a unanimous  ballot  cast  for  Dr.  Holmes. 
Seconded  by  Dr.  Henry  N.  Stephenson.  Motion 
carried. 

For  Vice  Speaker  of  the  House  of  Delegates, 
the  Nominating  Committee  submitted  the  name 
of  Dr.  Goode  R.  Cheatham.  There  being  no  addi- 
tional nominations  from  the  floor,  it  was  moved 
by  Dr.  Thomas  Nicholas  and  seconded  by  Dr. 
Henry  N.  Stephenson  that  the  nominations  be 
closed  and  a unanimous  ballot  cast  for  Dr. 
Cheatham.  Motion  carried. 

Speaker  Froyd  stated  that  the  three-year  term 
on  the  Grievance  Committee  would  be  filled  by 
appointment  by  the  President  with  the  approval 
of  the  Council. 

Advisory  Committee  to  Selective  Service,  a 
three-year  term.  Dr.  Duane  M.  Kline  was  nominat- 
ed. There  being  no  further  nominations.  Dr.  Henry 
N.  Stephenson  moved  the  nominations  be  closed 
and  a unanimous  ballot  cast  for  Dr.  Kline.  Sec- 
onded by  Dr.  Paul  R.  Yedinak.  Motion  carried. 

Speaker  Froyd  stated  that  the  President  of 
each  component  society  submits  one  name  for 
Blue  Shield  Trustee.  We  are  to  appoint  two  nom- 
inees for  each  vacancy.  These  may  not  come  from 
the  floor.  They  have  to  come  from  the  component 
societies  prior  to  the  meeting  and  we  have  five 
nominations  for  four  vacancies.  The  Blue  Shield 
will  take  the  four  we  submit  and  from  that,  select 
two.  These  men  are  Dr.  Ray  K.  Christensen,  Dr. 
Roy  W.  Holmes,  Dr.  Louis  G.  Booth,  Dr.  Thomas 
T.  McGranahan,  and  Dr.  Claude  O.  Grizzle.  Dr. 
Froyd  asked  that  each  member  vote  for  four. 

Speaker  Froyd  suggested  that  while  the  tellers 
were  making  their  count  that  the  House  could 
proceed  with  the  final  election  of  two  members 
to  the  Rocky  Mountain  Medical  Conference,  Dr. 
D.  G.  MacLeod  and  Dr.  Smith  both  having  served 
their  terms.  The  Nominating  Committee  placed  in 
nomination  Dr.  John  R.  Nye  of  Laramie  and  Dr. 
Pat  Nolan  of  Buffalo.  There  being  no  further 
nominations  from  the  floor,  it  was  moved  by  Dr. 
Henry  N.  Stephenson  and  seconded  by  Dr.  John 
J.  Corbett  that  the  nominations  be  closed  and  a 
unanimous  ballot  cast  for  the  two  nominees.  Mo- 
tion carried. 
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Dr.  Froyd  presented  the  following  resolution: 

WHEREAS,  The  64th  annual  meeting  of  the  Wyoming 
State  Medical  Society  held  at  Jackson  Lake  Lodge  on 
August  28,  29,  30,  31,  and  September  1,  1967,  was  most 
successful,  having  accomplished  much  from  both  the 
scientific  and  organizational  aspects,  and 

WHEREAS,  The  Wyoming  State  Medical  Society  House 
of  Delegates  is  especially  appreciative  of  the  influences 
outside  its  own  body  which  contributed  to  the  enjoyment 
and  accomplishments  of  the  meeting,  and 

WHEREAS,  The  House  of  Delegates  desires  to  express 
its  appreciation  to  all  those  having  cooperated  to  make 
the  meeting  a success; 

BE  IT  THEREFORE  RESOLVED,  That  the  Wyoming 
State  Medical  Society  express  its  appreciation  and  grati- 
tude to  all  those  involved  in  and  contributing  to  the 
success  of  its  64th  annual  convention,  including  the 
exhibitors  and  their  congenial  personnel,  the  distinguished 
guests  who  made  possible  the  success  of  the  scientific 
programs,  the  officers  and  employees  of  the  Grand  Teton 
Lodge  Company,  and  all  persons  even  remotely  con- 
cerned with  the  meeting. 

It  was  moved  by  Dr.  Claude  O.  Grizzle  and 
seconded  by  Dr.  John  J.  Corbett  that  the  resolution 
be  adopted.  Motion  carried. 

The  tellers  having  completed  their  count,  re- 
ported to  Speaker  Froyd  who  announced  that 
the  House  of  Delegates  had  elected  Drs.  Grizzle, 
Booth,  Christensen,  and  Holmes  as  nominees  for 
Blue  Shield  Trustee. 

Speaker  Froyd,  before  turning  the  gavel  over 
to  Dr.  Ray  K.  Christensen,  expressed  his  apprecia- 
tion to  the  House  of  Delegates  for  being  given  the 
opportunity  to  serve  the  Wyoming  State  Medical 
Society  as  an  officer  for  six  of  the  past  seven 
years. 

Dr.  Christensen  handed  the  gavel  and  the  horse 
bell,  along  with  appropriate  remarks  to  the  new 
President  of  the  Wyoming  State  Medical  Society, 
Dr.  Laurence  W.  Greene,  who  graciously  accepted 
the  symbols  of  office,  and  said,  “Thank  you.” 

Prior  to  adjournment,  there  was  a short  discus- 
sion by  Dr.  Claude  O.  Grizzle,  Dr.  Robert  Alberts, 
and  Dr.  Raymond  E.  Kunkel  in  behalf  of  WICHE 
and  Title  XIX. 

It  was  moved  by  Dr.  John  J.  Corbett  and  sec- 
onded by  Dr.  Goode  R.  Cheatham  that  the  House 
of  Delegates  stand  adjourned.  Motion  carried. 


Dr.  N.  Frederick  Hicken 
Receives  AMA  Appointment 

Word  was  recently  received  from  the  Amer- 
ican Medical  Association  Headquarters  in  Chicago 
of  the  annointment  of  Dr.  N.  Frederick  Hicken, 
Salt  Lake  City  surgeon,  as  Vice  Chairman  of  the 
Section  on  General  Surgery.  In  this  new  assign- 
ment, Dr.  Hicken  will  be  involved  in  planning 
the  General  Surgical  Program  for  the  AMA 
National  Convention  in  1968.  He  has  served  pre- 
viously on  the  AMA  Program  Committee  respon- 
sible for  the  national  TV  hookup  involved  with 
gallbladder  surgery. 


Dr.  David  A.  Dolowitz  Receives  Honors 

Two  signal  honors  were  recently  awarded  Dr. 
David  A.  Dolowitz,  Salt  Lake  City  otolaryngolo- 
gist, who  recently  returned  to  private  practice. 
For  “contributions  to  medical  education  through 
the  medium  of  cinematography,”  he  will  receive 
the  Third  Annual  Professor  Doctor  Ignacio  Bar- 
raquer  Memorial  Award.  From  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
he  will  receive  the  Academy’s  Award  of  Merit  for 
“services  to  the  Academy  in  its  educational  pro- 
gram.” Both  of  these  awards  were  presented  at 
the  Joint  Session  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology  in  Chicago, 
October  30. 

* * * 

Utah  Thoracic  Society  Elects  New  Offieers 

Named  as  President  of  the  Utah  Thoracic 
Society,  medical  section  of  the  Utah  Tuberculosis 
and  Health  Association,  is  Dr.  Harold  V.  Liddle. 
Dr.  Liddle  is  a thoracic  surgeon  in  practice  at  the 
Rumel  Clinic  in  Salt  Lake  City. 

Other  officers  elected  were:  Dr.  Conrad  B. 
Jensen,  Salt  Lake  City  thoracic  surgeon.  President- 
elect; Dr.  Farrell  M.  Cal  ton,  Ogden  Pulmonary 
physiologist,  Secretary-Treasurer;  and  as  mem- 
bers of  the  Executive  Committee,  Dr.  A.  Dl  Ren- 
zetti,  Jr.,  internist  at  the  University  of  Utah 
Medical  Center;  and  Dr.  Richard  H.  Keller,  radi- 
ologist at  Cottonwood  Hospital. 

Committee  chairmanships  were  assigned  to: 
Dr.  Conrad  Jenson,  Program;  Dr.  Clynn  Ford, 
Professional  Education;  Dr.  W.  Knox  Fitzpatrick, 
Membership;  Dr.  Farrell  Calton,  R D Screening; 
and  Dr.  C.  DuWayne  Schmidt,  Breathing  Improve- 
ment classes. 


Election  of  Officers 

At  the  final  session  of  the  House  of  Delegates, 
Alfred  M.  Fulton,  M.D.,  Billings,  was  installed  as 
president  of  the  Montana  Medical  Association  for 
the  term  1967-68  to  succeed  A.  L.  Vadheim,  M.D., 
Bozeman.  Mark  B.  Listerud,  M.D.,  Wolf  Point, 
was  named  president-elect;  Oscar  A.  Swenson, 
M.D.,  Sidney,  vice-president;  John  A.  Newman, 
M.D.,  Butte,  secretary-treasurer;  and  William  S. 
Harper,  M.D.,  Helena,  assistant  secretary-treas- 
urer. A.  L.  Vadheim,  M.D.,  and  Paul  J.  Gans, 
M.D.,  Lewistown,  were  elected  members-at-large 
of  the  Executive  Committee. 

* * * 

March  22-23,  1968,  Montana  Medical  Associa- 
tion, 21st  Interim  Session,  Holiday  Motel,  Helena. 
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Colorado 

Dr.  Fordyce  G.  McCabe  of  Boulder  died  Sep- 
tember 9.  He  had  been  in  ill  health  for  some  time 
and  had  closed  his  office  during  the  past  spring. 
He  had  started  his  practice  in  Frederick,  but  came 
to  Boulder  in  1933. 

Dr.  McCabe  was  bom  in  Osage,  Iowa  on  June 
17,  1900,  and  was  sixty-seven  years  old  at  the 
time  of  his  death.  His  father  was  a dentist,  retired 
from  active  practice  at  the  time  of  his  son’s  birth, 
but  later  became  dental  hygienist  for  the  Boulder 
Public  Schools. 

Dr.  McCabe  graduated  from  the  University 
of  Michigan  Medical  School  in  1929,  and  interned 
in  the  San  Francisco  City  Hospital.  He  then 
joined  his  uncle,  the  late  Dr.  F.  H.  McCabe  in  the 
practice  of  general  medicine  in  Frederick.  When 
he  came  to  Boulder  he  specialized  in  Obstetrics 
and  Gynecology,  having  been  licensed  in  Colorado 
in  1930. 

Dr.  McCabe  was  a veteran  of  World  War  I, 
and  served  overseas  in  France,  Belgium,  Germany 
and  Luxembourg. 

He  married  the  former  Katherine  Feigel  of 
Boulder,  in  Iowa  City,  and  they  became  the  parents 
of  three  children:  Fordyce  G.  McCabe,  Jr.,  now 
with  United  Air  Lines  in  California;  Mrs.  Richard 
(Mary  Katherine)  Harder  of  Twin  Falls,  Idaho; 
and  Mrs.  James  (Lucia  Jane)  Brady  of  Boulder. 
Besides  the  widow  and  three  children.  Dr.  McCabe 
is  survived  by  a sister,  Mrs.  H.  W.  (Lucia)  Ken- 
drick of  Boulder  and  a brother,  Harold  McCabe 
of  Fullerton,  California. 

♦ * * 

Dr.  H.  Paul  Johnson,  of  Canon  City,  Colorado, 
a member  of  the  Section  of  Ophthalmology  of  the 
Mayo  Clinic,  Rochester,  Minnesota,  from  1943  to 
1945,  died  in  Canon  City  on  May  4,  1967,  of 
arteriosclerosis . 

Dr.  Johnson  was  born  in  Maple  Valley,  Minne- 
sota, on  August  13,  1897.  He  attended  the  Uni- 
versity of  Minnesota,  from  which  he  received  his 
M.D.  degree  in  1930.  He  was  an  intern  in  Asbury 
Hospital  in  Minneapolis  and  from  1930  to  1932 
he  was  an  assistant  in  medicine  in  the  University 
of  Minnesota  Medical  School.  He  was  in  practice 
imtil  1941  in  Harmony,  Minnesota. 

Dr.  Johnson  was  appointed  to  the  staff  of  the 
Mayo  Clinic  in  1943  as  an  assistant  to  Dr.  Avery 
D.  Prangen  in  refraction.  He  left  the  Mayo  Clinic 
in  1945;  subsequently  he  practiced  opthalmology 
in  Minot,  North  Dakota;  Albany,  Oregon;  and  at 


the  Austin  Clinic  in  Austin,  Minnesota.  In  Canon 
City  he  was  a member  of  the  staff  of  Saint 
Thomas  More  Hospital. 

Dr.  Johnson  was  a member  of  the  American 
Medical  Association,  the  Minnesota  State  Medical 
Association,  the  North  Dakota  State  Medical  As- 
sociation, the  Oregon  State  Medical  Society,  the 
Colorado  Medical  Society  and  the  Alumni  Associa- 
tion of  the  Mayo  Graduate  School  of  Medicine. 

* * * 

Montana 

Vezio  Oliver  Ungherini,  M.D.,  Butte,  Montana, 
died  on  March  10,  1967.  Dr.  Ungherini  was  born  in 
Italy  on  September  26,  1888.  He  received  his 
M.D.  degree  from  the  University  of  Ilhnois  Col- 
lege of  Medicine  in  1914,  and  shortly  thereafter 
engaged  in  the  practice  of  medicine  in  Butte.  He 
continued  his  practice  in  Butte  until  he  retired 
in  1960. 

* * * 

The  death  of  John  Paul  Ritchey,  M.D.,  Mis- 
soula, Montana,  was  recently  reported.  Dr.  Ritchey 
was  bom  on  January  13,  1878,  in  Evansville, 
Indiana.  He  received  his  M.D.  degree  from  Rush 
Medical  College  in  1903  and  shortly  thereafter 
engaged  in  the  practice  of  medicine  in  Missoula, 
where  he  remained  rmtil  his  retirement  in  1954. 
Dr.  Ritchey  was  a past  president  of  this  Associa- 
tion and  served  as  a member  of  several  of  its 
committees  between  1940  and  1950. 

« ♦ * 

James  Charles  Shields,  M.D.,  Butte,  Montana, 
died  on  August  23,  1967.  Dr.  Shields  was  bom 
in  Kalamazoo,  Michigan,  September  3,  1881.  He 
received  a B.S.  degree  from  Valparaiso  University 
in  1908  and  an  M.D.  degree  from  the  St.  Louis 
University  School  of  Medicine  in  1917.  He  com- 
pleted his  internship  at  Alexian  Brothers  Hospital 
in  St.  Louis.  Shortly  thereafter,  he  moved  to 
Butte  to  engage  in  the  practice  of  surgery  and 
continued  active  in  the  practice  of  his  profession 
imtil  shortly  before  his  death.  Dr.  Shields  was 
chief  of  staff  of  the  old  St.  James  Hospital  and 
president  of  the  medical  and  surgical  staff  on 
several  occasions.  He  was  a past  president  of  the 
Silver  Bow  County  Medical  Society  and  of  the 
Montana  Medical  Association,  and  served  as  the 
first  president  of  the  Montana  Blue  Shield/Blue 
Cross  plans.  He  was  also  one  of  the  foimders  of  the 
Mary  E.  Swift  Tumor  Clinic  and  was  most  active 
in  community  affairs.  Dr.  Shields  completed  fifty 
years  in  the  active  practice  of  medicine  last  June 
and  was  to  have  been  recognized  as  a member  of 
the  Fifty  Year  Club  of  the  Montana  Medical  Asso- 
ciation during  the  annual  banquet  of  the  89th 
Annual  Meeting  in  Missoula.  When  Dr.  Shields 
submitted  his  biography  about  the  Fifty  Year 
Club  he  wrote  that  “My  profession  is  my  vocation 
and  my  avocation;  I can’t  think  of  anything  more 
rewarding.” 
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Utah 

Dr.  A.  N.  Leonard,  Salt  Lake  City  ear,  nose 
and  throat  specialist,  died  August  24,  1967,  at  the 
age  of  89. 

Bom  February  22,  1878,  in  St.  John,  Tooele 
County,  Utah,  he  was  the  son  of  David  Henry  and 
Emma  Childs  Leonard.  He  married  Georgenia 
SpUsbury  on  July  17,  1901,  in  the  St.  George  LDS 
Temple;  she  passed  away  in  1956.  He  subsequently 
married  Leah  Johnson  on  October  17,  1957. 

Entering  the  Brigham  Young  Academy  in  Pro- 
vo, he  organized  the  class  of  1903  and  became  its 
first  president.  He  received  his  M.D.  degree  in 
1911  from  the  Northwestern  School  of  Medicine, 
and  subsequently  became  superintendent  of  the 
Southern  Utah  Hospital  in  Cedar  City  for  a period 
of  nine  years.  He  later  returned  to  Salt  Lake  City 
to  specialize  in  the  field  of  otorhinolaryngology. 

In  1953  he  was  appointed  by  former  Governor 
J.  Bracken  Lee  as  Utah’s  representative  to  the 
World  Medical  Convention  held  in  Richmond, 
Virginia. 

Dr.  Leonard  was  an  active  member  of  the 
Church  of  Jesus  Christ  of  Latter-day  Saints,  and 
at  the  time  of  his  death  was  a high  priest  in  the 
Garden  Park  Ward  of  Bonneville  Stake.  He  was 
a member  of  the  Utah  Poetry  Society  and  Utah 
Writer’s  League,  and  in  1956  was  elected  presi- 
dent of  the  BYU  Emeritus  Club. 

Survivors  include  his  widow;  one  son,  Bevan  S., 
Salt  Lake  City;  and  one  daughter,  Mrs.  WiUiam 
(Dorothy)  MacKenzie,  Winnetka,  Illinois;  seven 
grandchildren,  five  great-grandchildren;  brother 
and  sister,  Myron  and  Mrs.  Emma  Summerhayes, 
both  of  Salt  Lake  City. 

« * * 

Dr.  Hyrum  R.  Reichman,  Salt  Lake  City  phy- 
sician and  renowned  medical  authority,  died  Sep- 
tember 25,  1967  in  a Salt  Lake  hospital. 

Born  May  221,  1907  in  Salt  Lake  City,  Dr. 
Reichman  was  the  son  of  Gustav  and  Louise  Hofer 
Reichman.  He  married  Virginia  Stevens  on  Jan- 
uary 1,  1932,  in  the  Salt  Lake  L.D.S.  Temple. 

A graduate  of  the  Northwestern  University 
School  of  Medicine,  Chicago,  and  the  University 


of  Utah,  Dr.  Reichman  practiced  as  a proctologist 
in  Salt  Lake  City  since  1936.  He  was  the  author  of 
many  articles  relating  to  his  specialty  which  have 
been  published  in  national  scientific  journals. 

Dr.  Reichman  served  as  former  president  of 
the  American  Proctological  Society,  the  American 
Board  of  Proctology,  the  Salt  Lake  County  Medi- 
cal Society,  and  the  staff  of  the  L.D.S.  Hospital. 
While  president  of  the  American  Proctological 
Society,  he  spoke  at  the  1964  Hawaiian  Medical 
Seminar  and  also  presented  papers  to  the  British 
proctologists  in  London.  He  traveled  extensively 
throughout  the  United  States  and  many  foreign 
coimtries  presenting  papers  on  proctology  and 
associated  subjects  at  medical  conventions.  Last 
April  he  was  a featured  guest  speaker  before  the 
30th  annual  New  Orleans  graduate  medical  as- 
sembly. 

An  assistant  clinical  professor  of  surgery  at 
the  University  of  Utah  College  of  Medicine,  and 
former  chairman  of  the  American  Medical  Associ- 
ation’s section  of  gastroenterology  and  proctology. 
Dr.  Reichman  also  served  as  chairman  of  commit- 
tees for  the  American  College  of  Surgeons  and  the 
Southwestern  Surgical  Congress.  He  was  an 
honorary  fellow  of  the  Pennsylvanian  Proctolog- 
ical Society;  fellow,  American  College  of  Surgeons 
and  American  Proctological  Society;  honorary 
member.  Proctologic  Society  of  Chile,  and  Proc- 
tologic Society  of  Mexico,  as  well  as  the  Reno 
Surgical  Society;  senior  feUow,  Southwestern 
Surgical  Congress;  and  diplomate  of  the  American 
Board  of  Proctology. 

Dr.  Reichman  was  an  active  member  of  the 
Yalecrest  Ward,  Church  of  Jesus  Christ  of  Latter- 
day  Saints.  He  was  also  president  of  the  Bonne- 
ville Knife  and  Fork  Club,  and  was  active  in  the 
Salt  Lake  Country  Club,  Alta  Club,  and  Rotary 
Club. 

Survivors  include  his  widow;  two  sons  and  two 
daughters.  Lane  Stanley,  Richard  Craig,  and  Mary 
Ann  Reichman,  all  of  Salt  Lake  City;  Mrs.  Carol 
Jean  Kain  of  Los  Angeles,  California;  and  brothers 
and  sisters.  Dr.  Wilford  G.  Reichman,  St.  George; 
Owen  G.  Reichman,  Mrs.  Helen  Robinson,  both 
of  Salt  Lake  City;  and  Mrs.  Ida  Leonard  of  Boun- 
tiful. 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

3890  ELM  STREET  — TEL.  388-5731 

— DENVER,  COLORADO  80207 

Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  635-8768 

V.- 

Saif  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 

Abnormal  Sexual  Development;  A Genetic  and  Endocrine 
Approach  to  Diagnosis:  By  Daniel  D.  Federman.  Philadelphia, 
1967,  Saunders.  206  p.  Price:  $8.75. 

Baby  and  Child  Care:  By  Benjamin  Speck.  New  York,  1967, 
Pocket  Books.  627  p.  Price:  .50. 

Cervical  Spondylosis  and  Other  Disorders  of  the  Cervical 
Spine:  By  Walter  Russell  Brain.  Philadelphia,  1967,  Saunders. 
232  p.  Price:  $10.00. 

Claude  Bernard  and  Experimental  Medicine:  By  Francisco 
Grande  and  Maurice  B.  Visscher.  Cambridge,  Mass.,  1967, 
Schenkman.  210  p.  Price:  $8.95. 

Communicating  with  the  Patient:  By  P.  Ley  and  M.  S. 
Spelman.  St.  Louis,  Missouri,  1967,  Green.  128  p.  Price:  $6.50. 
Growth  of  Medicine:  Edited  by  Frederick  Stenn.  Springfield, 
111.,  1967,  Thomas.  199  p.  Price:  $9.50. 

Gynecologic  and  Obstetric  Pathology  with  Clinical  and  Endo- 
crine Relations:  By  Emil  Novak.  Philadelphia,  1967,  Saunders. 
696  p.  Price:  $20.00. 

Gynecologic  Pathology:  By  Frederick  T.  Kraus.  St.  Louis, 
Missouri,  1967,  Mosby.  504  p.  Price:  $18.50. 

Hearing  Aids  on  Prescription:  By  Herman  G.  Wallenfels. 
Springfield,  111.,  1967,  Thomas.  109  p.  Price;  $8.50. 

Insurance  for  the  Doctor:  By  Harvey  Sarner  and  Herbert  C. 
Lassiter.  Philadelphia,  1967,  Saunders.  293  p.  Price:  $9.00. 
Introduction  to  Anesthesia:  By  Robert  D.  Dripps,  James  E. 
Eckenhoff  and  LeRoy  D.  Vandam.  Philadelphia,  1967,  Saunders. 
529  p.  Price:  $10.50. 

Learning  Medical  Terminology  Step  by  Step:  By  Clara  Gene 
Young  and  James  D.  Barger.  St.  Louis,  Missouri,  1967,  Mosby. 
327  p.  Price:  $7.50. 

Physical  Bases  of  Circulatory  Transport:  By  E.  B.  Reeve  and 
Arthur  C.  Guyton.  Philadelphia,  1967,  Saimders.  381  p.  Price: 
$20.00. 

Practical  Ocular  Motility:  By  Hazel  M.  Dendy  and  Elizabeth 
T.  Shaterian.  Springfield,  111.,  1967,  Thomas.  196  p.  Price: 
$9.50. 

Recent  Advances  in  Animal  Nutrition:  By  J.  T.  Abrams. 
Boston,  1966,  Little,  Brown.  261  p.  Price:  $12.50. 

Recent  Results  in  Cancer  Research:  Edited  by  R.  Schindler 
and  others.  Berlin,  New  York,  1966-1967,  Springer- Verlag. 
V.  12.  Price:  $4.80. 

Surgery  for  the  Acquired  Mitral  Valve  Disease:  By  Henry  F. 
Ellis.  Philadelphia,  1967,  Saunders.  299  p.  Price:  $17.00. 

Surgery  of  the  Ear:  By  George  E.  Shambaugh.  Philadelphia, 
1967,  Saunders.  722  p.  Price;  $33.00. 

The  Technique  and  Practice  of  Psychoanalysis:  By  Ralph  R. 
Greenson.  New  York,  1967,  International  Universities  Press. 
V.  1.  Price;  $12.50. 

Veterinary  Radiology:  By  William  D.  Carlson.  Philadelphia, 
1967,  Lea.  474  p.  Gift. 
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DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


You  should  see  the  way  they’re 
jumping  at  The  Broadmoor. 

Every  room  is  redecorated  with 
taste  and  quality. 

A new  Championship  18  hole  golf 
course  is  added  to  the  famous  origi- 
nal 18,  and  the  U.S.G.A.  will  conduct 
their  Amateur  Championships  there', 
August  30  to  September  2.  A fresh 
season  of  show  business  stars  will 
entertain  at  the  Broadmoor  Interna- 
tional Theatre  July  through  August. 
Catch  yourself  the  limit  and  Enjoy 
the  Good  Life  at 

"'"Broadmoor 

Colorado  Springa,  Colorado 
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Hahnemann  Medical  College  and 
Hospital  Future  Meetings 


General  Internal  Medicine 

Oct.  4,  1967  through  March  27,  1968 — 

Wed.  1-4  p.m. 

Directors:  Wilbur  W.  Oaks,  M.D., 

Daniel  Mason,  M.D.,  Sheldon  R.  Bender,  M.D. 
Hahnemann  Medical  College 

Human  Sexual  Function  and  Dysfunction 

Nov.  17-18,  1967 

Director:  Paul  Jay  Fink,  M.D. 

Marriott  Motor  Hotel 

Psychedelic  Drugs 
March  18-20,  1968 
Director:  Paul  Jay  Fink,  M.D. 

Marriott  Motor  Hotel 

Pre-  and  Postoperative  Management  of  the 
Cardiopulmonary  Patient 

April  8-10,  1968 

Directors:  Joseph  F.  O’Malley,  M.D., 

Wilbur  W.  Oaks,  M.D. 

Marriott  Motor  Hotel 

Auscultation  of  the  Heart 

May  27-31,  1968 

Directors:  William  Likoff,  M.D., 

Bernard  L.  Segal,  M.D. 

Sheraton  Hotel 

Psychiatry  in  Internal  Medicine 

Nov.  18-20,  1968 

Directors:  Paul  Jay  Fink,  M.D., 

Wilbur  W.  Oaks,  M.D. 

Sheraton  Hotel 

For  further  information  concerning  these  meet- 
ings, contact  the  Director. 

* * * 

American  College  of  Physicians 

Specialists  in  internal  medicine  in  New  Mexico 
will  hold  a scientific  meeting  in  Albuquerque, 
N.  M.,  Dec.  1-2. 

The  meeting  is  one  of  some  35  scientific-educa- 
tional meetings  the  ACP  sponsors  during  the 
academic  year.  Held  throughout  the  United  States 
and  Canada,  the  meetings  help  the  College’s  13,600 
members  keep  abreast  of  developments  in  basic 
sciences  and  clinical  medicine. 

Among  special  guests  will  be  John  A.  Layne, 
M.D.,  Great  Falls,  Mont.,  ACP  Regent  and  con- 
sultant in  internal  medicine  at  the  Fort  Harrison 
Veterans  Administration  Hospital. 

For  further  information  concerning  this  meet- 
ing, contact  Reginald  H.  Fitz,  M.D.,  School  of 
Medicine,  University  of  New  Mexico,  900  Stanford 
Dr.  N.E.,  Albuquerque,  N.  M.  87106. 


Swedish  Hospital  Lectureship 

Dr.  Hans  Popper,  internationally  known  hepa- 
tologist,  from  Mt.  Sinai  Hospital,  New  York  City, 
will  present  the  second  annual  Swedish  Hospital 
Lectureship  on  December  15,  1967.  The  afternoon 
panel  sessions  will  begin  at  1:00  p.m.  in  Humphrey 
Auditorium  at  the  University  of  Colorado  Medical 
Center.  The  evening  lecture  on  “Drug  Induced 
Hepatic  Injury”  will  follow  dinner  at  the  Uni- 
versity Club  in  Denver. 

Further  information  may  be  obtained  from  the 
Department  of  Pathology,  Swedish  Hospital, 
Englewood,  Colorado. 

* * * 

Cancer  Society  Exposition 

If  advance  reservations  for  the  Rocky  Mountain 
Cancer  Exposition  from  students  throughout  Colo- 
rado are  an  indication,  the  Expo  is  going  to  be 
one  of  the  big  “happenings”  of  the  fall  season. 

Expo  officials  said  that  as  a result  of  the  first 
announcement  of  the  Expo,  school  officials  have 
already  made  reservations  for  more  than  20,000 
students.  Expo  will  be  held  in  the  Denver  Coli- 
seum November  27-December  3.  Officials  expect 
students  from  every  high  school  in  the  state  will 
attend  the  first-ever  cancer-oriented  show. 

* * * 

International  College  of  Surgeons 

The  International  College  of  Surgeons’  Western 
Regional  Meeting,  sponsored  by  the  Southern  Cal- 
ifornia Division,  will  be  held  November  19  through 
22  at  the  Flamingo  Hotel  in  Las  Vegas,  Nevada. 
The  meeting  will  include  over  25  scientific  exhibits 
and  industrial  displays  in  addition  to  lectures  on 
all  types  of  surgery  and  military  medicine  that 
will  be  presented  continuously. 

Topics  will  range  from  “Contraception”  to  “A 
New  Look  at  the  ‘One  Day  Hernia’  and  a Differen- 
tial Epidural  Block  for  Recurrent  Inguinal  Hernia 
Surgery”  on  to  include  others  like  “Knife  and 
Gun-shot  Wounds”  and  “The  Experience  of  a 
Visiting  Professor  in  Europe.”  Captain  Paul  Engle, 
commanding  officer  of  the  Naval  Hospital  at  Long 
Beach,  California,  will  present  a lecture  entitled, 
“The  Role  of  the  Hospital  Ship  as  Medical  Support 
in  the  Viet  Nam  Conflict.” 

Another  distinguished  participant  will  be  Dr. 
Edward  Compere,  President  of  the  International 
College  of  Surgeons.  For  further  information  con- 
tact the  Southern  California  Division,  321  North 
Larchmont  Boulevard,  Los  Angeles,  California 
90004. 

* * * 

Colorado  Diabetes  Association 

The  fifth  annual  Institute  for  doctors  working 
in  the  field  of  diabetes  will  be  held  by  the 
Colorado  Diabetes  Association  at  the  Aspen  Insti- 
tute in  Aspen,  Colorado,  February  21  through 
February  25,  1968.  A program  of  the  Institute  will 
be  available  through  the  office  of  the  Colorado 
Diabetes  Association,  1375  Delaware  Street,  Den- 
ver, Colorado  80204,  after  December  15,  1967. 
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Midwinter  Cancer  Seminar 

The  second  annual  Midwinter  Cancer  Seminar, 
sponsored  by  the  American  Cancer  Society,  Colo- 
rado Division,  will  be  held  January  25-27,  1968, 
at  the  Lodge  in  Vail,  Colorado. 

Topics  to  be  discussed  at  the  seminar  are  “The 
Critically  111  Patient”  and  “Clinical  Genetics.” 
Guest  speakers  will  be  Dr.  Leonard  Larsen,  past 
president  of  the  American  Cancer  Society,  from 
New  York  City  and  Dr.  John  Kinney,  professor 
of  surgery  at  Columbia  P.  and  S.,  New  York  City. 

Physicians  in  Colorado,  Wyoming,  New  Mexico, 
Utah,  Arizona,  Idaho,  Montana,  Kansas,  Nebraska 
and  Oklahoma  are  being  invited  to  attend  the 
seminar. 

Dr.  Val  Wolhauer,  a member  of  the  American 
Cancer  Society,  Colorado  Division  Executive  Com- 
mittee and  Chief  of  Health  Mobilization  Services 
and  Accident  Prevention  for  the  Colorado  Health 

Department,  has  again  arranged  the  program. 

♦ * * 

University  of  Colorado  School  of  Medicine 
Postgraduate  Medical  Education 

General  Practice  Review,  January  14-20,  1968, 
Denver,  Colorado.  The  fourteenth  annual  post- 
graduate course  designed  especially  for  the  gen- 
eral practitioner.  A full  week — each  day  devoted 
to  an  important  area  of  practice.  Register  for  the 
entire  course  or  for  any  selected  days. 

Sunday — Iatrogenic  Illness:  A Problem 
of  Medical  Progress 
Monday — Medicine 
Tuesday — Pediatrics 
Wednesday — Dermatology 
Thursday — Surgery 
Friday — Obstetrics  and  Gynecology 
Saturday — Trauma 

For  further  information  and  detailed  program, 
write  to:  The  Office  of  Postgraduate  Medical  Edu- 
cation, University  of  Colorado  School  of  Medicine, 

4200  East  Ninth  Avenue,  Denver,  Colorado. 

* * * 

First  International  Conference 
on  Prematurity 

The  First  International  Conference  on  Pre- 
maturity sponsored  by  the  AMA  Committee  on 
Maternal  and  Child  Care,  will  be  held  January 
11-13,  1968  at  Pier  66,  Ft.  Lauderdale,  Florida. 

An  open  invitation  to  attend  is  being  extended 
to  the  chairmen  and  members  of  all  state  and 
county  Maternal  and  Child  Care,  Infant  and  Peri- 
natal Mortality  Committees;  State  Health  Depart- 
ment Directors  of  Maternal  and  Child  Health; 
medical  school  faculty  members  in  Departments 
of  Obstetrics,  Pediatrics,  Preventive  Medicine  and 
Public  Health.  Other  physicians  and  representa- 
tives of  groups  interested  in  the  problems  of  pre- 
maturity from  throughout  the  world  are  also 
cordially  invited  to  attend. 

Those  interested  in  receiving  additional  infor- 
mation about  registration  for  this  Conference  are 
requested  to  write  Wesley  J.  Duiker,  Secretary, 
Committee  on  Maternal  and  Child  Care,  American 
Medical  Association.  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 


AMA  National  Conference  on 
Emergency  Medical  Services 

“The  Conununity  and  Emergency  Medical  Serv- 
ices” will  be  the  theme  of  a national  conference 
sponsored  by  the  American  Medical  Association 
January  18-20,  1968  at  the  San  Francisco  Hilton 
Hotel,  San  Francisco,  California. 

All  aspects  of  a community’s  emergency  medi- 
cal services  system  will  be  discussed  in  terms  of 
identification,  coordination,  and  implementation. 
This  system  includes:  first  aid  and  emergency 
care,  transportation  of  the  ill  and  injured,  emer- 
gency communications,  and  emergency  facilities. 

The  conference  is  open  to  all  persons  involved 
or  interested  in  their  community’s  emergency 
medical  care.  This  includes  physicians;  allied 
health  personnel;  hospital  administrators;  provid- 
ers of  ambulance  services;  public  safety  officials — 
police,  fire  and  sheriff;  government  officials — 
local,  county  and  state;  representatives  of  service 
organizations;  planners;  educators;  and  private 
citizens.  A cross  section  of  the  various  national 
leaders  of  the  above  groups  will  be  featured  on 
the  conference  program. 

For  further  information,  write  to:  American 
Medical  Association,  Department  of  Hospitals  and 
Medical  Facilities,  535  North  Dearborn  Street,  Chi- 
cago, Illinois  60610. 

* * * 

University  of  Colorado  School  of 
Medicine  Postgraduate  Courses  of 
Interest  to  the  General  Practitioner 
Modern  Concepts  of  Allergy 

December  6-8,  1967 
Surgery  of  the  Hand 
February  20-23,  1968 
Clinical  Dermatology 

April  25-27,  1968  (limited  to  32) 

Obstetrics  and  Gynecology 

June  10-14,  1968  (Estes  Park,  Colorado) 
Pediatrics 

August  5-8.  1968  (Aspen,  Colorado) 

Internal  Medicine 

August  12-16,  1968  (Estes  Park,  Colorado) 
The  Hospital  Medical  Staff  Conference 
September  30-October  4,  1968 
High-Risk  Infant  Care 

One  Week,  Three  Times  Yearly 
Note:  The  above  dates  are  subject  to  change. 
For  further  information  and  detailed  programs, 
write  to:  The  Office  of  Postgraduate  Medical  Edu- 
cation, University  of  Colorado  School  of  Medicine, 
4200  East  Ninth  Avenue,  Denver,  Colorado. 

* * * 

Respiratory  Medicine 

The  faculty  of  the  University  of  New  Mexico 
School  of  Medicine  will  conduct  a seminar  on 
November  25,  1967  on  respiratory  medicine.  The 
seminar  will  be  held  in  the  new  Basic  Medical 
Science  Building  of  the  University.  There  is  a 
$20.00  registration  fee.  The  program  will  be  ac- 
credited for  6 hours  by  the  American  Academy 
of  General  Practice. 
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A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


DENVER  MEDICAL  SOCIETY  LIBRARY 

The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned  hbraries  in  the 
country. 

It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo- 
rado Medical  Society,  for  the  use  of  physicians  whose  state  Associations  participate  in  the  publication  of 
the  Rocky  Moimtain  Medical  Journal. 

The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical  journals 
monthly. 

The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in- 
structed). Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests  for  material.  Items  will  be 
mailed  on  the  day  requested,  if  at  all  possible.  Cost:  Postal  rates  for  “Educational  Material,”  presently 
10c  first  pound  and  5c  each  additional  pound  or  fraction.  Photocopies  of  articles  can  be  supplied  at  10c 
per  page. 

Denver  Medical  Society  Library,  1601  East  19th  Avenue,  Denver,  Colorado  80218  J 

Phone:  222-5817  (Area  Code  303) 
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FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSir  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitro^, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste— A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif.  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TH- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  * St.  Louis,  Missouri  63102 


PRACTICE  OPPORTUNITIES 
IN  COLORADO 

General  Practitioners 
(solo  practice) 

OLATHE,  COLORADO 

Contact  H.  W.  McGrath 
Olathe  Pharmacy 
Olathe,  Colorado 

PLATTEVILLE,  COLORADO 

Contact  Oscar  Erickson,  Pres. 
Platteville  Chamber  of  Commerce 
Platteville,  Colorado  80651 

Associate  or  Partnership 

DEL  NORTE,  COLORADO 

Contact  E.  Zayac,  M.D. 

825  6th  Street 

Del  Norte,  Colorado  81132 

HAXTUN,  COLORADO 

Contact  R.  J.  Ridenour,  M.D. 
Haxtun  Community  Hospital 
Haxtun,  Colorado  80731 

WESTMINSTER,  COLORADO 

Contact  Robert  F.  Murch,  M.D. 
8221  Bradburn  Blvd. 

Westminster,  Colorado  80030 

Internal  Medicine  Practice 

GREELEY,  COLORADO 

Contact  Donn  J.  Barber,  M.D. 

2020  16th  Street 
Greeley,  Colorado  80631 

PUEBLO,  COLORADO 

Contact  Medical  Specialties  Group 

1901  Hudson 

Pueblo,  Colorado  81001 
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Maybe  you  don’t  want 

your  patients  to  halve  Hygroton®chiorthaiidone. 


laybe  your  patients  complain: 

/hy  don’t  they  make  a tablet  I don’t  have  to  halve?” 

ise  see  brief  prescribing  summary  at  the  end  of  advertisement. 


Maybe  you  abandoned  Hygroton  chlorthalidone 
because  there  wasn’t  a convenient  half  strength. 


Ilcatlons:  Hypertension  and  many  types  of 
ema  involving  retention  of  salt  and  water. 

ntraindications:  Hypersensitivity  and  most 
ses  of  severe  renal  or  hepatic  disease. 

iming:  With  the  administration  of  enteric- 
ated  potassium  supplements,  which  should 
used  only  when  adequate  dietary  supple- 
intation  is  not  practical,  the  possibility  of 
all  bowel  lesions  (obstruction,  hemor- 
ige,  and  perforation)  should  be  kept  in 
nd.  Surgery  for  these  lesions  has  fre- 
sntly  been  required  and  deaths  have  oc- 
rred.  Discontinue  enteric-coated  potas- 
im  supplements  immediately  if  abdominal 
in,  distention,  nausea,  vomiting,  or  gastro- 
jstinal  bleeding  occur. 

e with  caution  in  pregnant  patients,  since 
I drug  may  cross  the  placental  barrier  and 
rerse  reactions  which  may  occur  in  the 
jIt  (thrombocytopenia,  hyperbilirubinemia, 
sred  carbohydrate  metabolism,  etc.)  are 
tential  problems  in  the  newborn. 

!cautions:  Antihypertensive  therapy  with 
groton  should  always  be  initiated  cau- 
usly  in  postsympathectomy  patients  and 
gatients  receiving  ganglionic  blocking 
»nts  or  other  potent  antihypertensive  drugs, 
curare.  Reduce  dosage  of  concomitant 
:ihyperten3ive  agents  by  at  least  one-half, 
rbiturates,  narcotics  or  alcohol  may  po- 
tiate  hypotension.  Because  of  the  possi- 
ity  of  progression  of  renal  damage,  peri- 
ls determination  of  the  BUN  is  indicated, 
continue  if  the  BUN  rises  or  liver  dysfunc- 
n is  aggravated.  Hepatic  coma  may  be 
icipitated. 

ictrolyte  imbalance,  sodium  and/or  potas- 
m depletion  may  occur.  If  potassium  deple- 
1 should  occur  during  therapy,  Hygroton 
)uld  be  discontinued  and  potassium  sup- 
fflents  given,  provided  the  patient  does 
have  marked  oliguria. 

te  special  care  in  cirrhosis  or  severe 
hemic  heart  disease  and  in  patients  re- 
ving  corticosteroids,  ACTH,  or  digitalis. 

^ restriction  is  not  recommended. 

rerse  Reactions:  Nausea,  gastric  irritation, 
ititing,  anorexia,  constipation  and  cramp- 
, dizziness,  weakness,  restlessness,  hy- 
glycemia,  hyperuricemia,  headache,  mus- 
cramps,  orthostatic  hypotension,  aplastic 
imia,  leukopenia,  thrombocytopenia, 
anulocytosis,  impotence,  dysuria,  transient 
ppia,  skin  rashes,  urticaria,  purpura,  nec- 
izing  angiitis,  acute  gout,  and  pancreatitis 
sn  epigastric  pain  or  unexplained  G.l. 
iptoms  develop  after  prolonged  adminis- 
ion.  Other  reactions  reported  with  this 
ss  of  compounds  include;  jaundice,  xan- 
psia,  paresthesia,  and  photosensitization. 

rage  Dosage:  One  tablet  with  breakfast 
y or  every  other  day. 

liability:  White,  single-scored  tablets  of 
mg.  and  aqua  tablets  of  50  mg.,  in  bot- 
1 of  100  and  1000.  (B)46-230-D 

lull  details,  please  see  the  complete 
scribing  information. 


gy  Pharmaceuticals 
ision  of 

gy  Chemical  Corporation 
sley.  New  York 


Here’s  the  Hygroton 
they  don’t 
have  to  halve 


New  Hygroton  50  mg. 
from  Geigy 


to  go  with 

the  Hygroton  100  mg. 
you  know 


hY-5406  . 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone  1 .0%.The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  S3malar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advcinced  steroid. 


Synalar 


fluocinolone  acetonide 


For  everyday  topical  steroid  therapy 

Syna]ar'o.oi% 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Crecum  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01  % is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 


Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Ejects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Aoailabilily:  Synalar  (fluocinolone  acetonide) 
Cream  0.025S  — 5,  1 5 and  60  Cm.  tubes  and  425 
Cm.  jars.  Cream  0.01 1 — 15.  45  and  60  Gm.  tubes 
and  120  Gm.  jars.  Solution  0.01  X —20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%— 15  and 
60  Gm.  tubes.  Neo-Synalar*  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 
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Tam  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail 
able  as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
NorinyI-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs ; the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi-. 
lepsy,  migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  an<i  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  NorinyI-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incide 
in  patients  receiving  oral  contract 
tives : nausea,  vomiting,  gastroint 
final  symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  eden 
chloasma  or  melasma,  breast  chan 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (incrc 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  giv 
immediately  postpartum,  cholests 
jaundice,  migraine,  rash  (allergic) 
rise  in  blood  pressure  in  susceptib 
individuals,  mental  depression. 
Although  the  following  side  effec 
have  been  reported  in  users  of  ora 
contraceptives,  no  cause  and  effec 
relationship  has  been  established 
anovulation  posttreatment,  premc 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystiti 
like  syndrome,  headache,  nervous 
ness,  dizziness,  fatigue,  backache 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption, 
itching.  The  following  occurrence 
have  been  observed  in  users  of  or 
contraceptives  (a  cause  and  effect 
relationship  has  neither  been  esta 
lished  nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  ms 
be  altered  by  the  use  of  oral  contr 
ceptives;  increased  sulfobromo- 
phthalein  and  other  hepatic  fund 
tests,  coagulation  tests  (increase  i 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increass 
FBI  and  butanol  extractable  prote 
bound  iodine  and  decrease  in  T® 
values),  metyrapone  test,  preg- 
nanediol  determination. 


nor«thlndron«  — an  original  steroid  from 
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The  effectiveness  of  Norinyl-l  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn‘ 
barkeit  of  1 cm.  or  less. 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


lower  patient  cost 


tnoretliiridroiie  inig  c mestranol  005mg) 


In  the  Rocky  Mountain  States  . . . 
These  Syntex  men  serve  the  physician 


Denny  Batterson 
El  Dorado  Hills,  Calif. 
933-6454 


Dennis  Deniston 

San  Bernardino,  California 

862-4975 


Howard  Green 

Salt  Lake  City,  Utah 

363-3671 


Delbert  W.  Heitz 
Denver,  Colorado 
756-5087 


Jon  McAlear 
Arvada,  Colorado 
421-8714 


Robert  Palmer 
Tucson,  Arizona 
325-6655 


Martin  Skiffich 
Arvada,  Colorado 
422-0887 


A.  J.  Spizzo 

Albuquerque,  New  Mexico 
299-4551 


Donald  Vassar 
Issaquah,  Washington 
392-5443 


John  C.  Van  Wagoner 
American  Fork,  Utah 
756-4259 


Gareth  Williams 
Carmichael,  California 
481-4652 
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Rocky  Mountain  Medical  Journal 


Colorado  Medical  Society 

OFFICERS  1967-68 — Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Henry  H.  Zeigel,  Collbran 
President-elect:  William  M.  Covode,  Denver. 

Vice  President:  Carl  H.  McLauthlln,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trustees:  William  A.  H.  Rettberg,  Denver,  1968; 
Richard  L.  Davis,  La  Junta,  1968;  Robert  W.  Ludwick,  Ster- 
ling, 1969;  Geno  Saccomanno,  Grand  Junction,  1969;  Kenneth 
A.  Platt,  Westminster,  1970;  Joel  R.  Husted,  Boulder,  1970. 
Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver  12/31/68  (Alternate,  Robert  E.  McCurdy, 
Denver,  12/31/68);  Harlan  E.  McClure,  Lamar,  12/31/69  (Al- 
ternate, Vernon  L.  Bolton,  Colorado  Springs,  12/31/69) ; 
Gatewood  C.  Milligan,  Englewood,  12/31/69  (Alternate,  Ray 
G.  Witham,  Craig,  12/31/69). 

Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 

Vice  Speaker,  House  of  Delegates:  Robert  G.  Bosworth,  Jr., 
Denver. 

Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  M.D. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editoriai 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222  (303) 

Montana  Medical  Association 

OFFICERS  1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  In  the  year  Indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Alfred  M.  Fulton,  BUlings. 

President-elect:  Mark  B.  Listerud,  Wolf  Point. 

Vice  President:  Oscar  A.  Swenson,  Sidney. 
Secretary-Treasurer:  John  A.  Newman,  Butte. 

Assistant  Secretary -Treasurer:  William  S.  Harper,  Helena. 
Executive  Committee:  Alfred  M.  Fulton,  Billings;  Mark  B. 
Listerud,  Wolf  Point;  Oscar  A.  Swenson,  Sidney;  John  A. 
Newman,  Butte;  William  S.  Harper,  Helena;  Herbert  T. 
Caraway,  Bluings;  Robert  W.  Thometz,  Butte;  Paul  J.  Gans, 
Lewistown;  A.  L.  Vadheim,  Bozeman. 

Immediate  Past  President:  Albert  L.  Vadheim,  Bozeman. 
Delegate  to  the  American  Medicai  Association:  Herbert  T. 
Caraway,  BilUngs. 

Alternate  Delegate  to  the  American  Medical  Association: 
Robert  W.  Thometz,  Butte. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Warren  D.  Bowman,  Jr.,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  RusseU 
Hegland,  BUUngs. 

Executive  Secretary:  L.  Russell  Hegland,  1236  No.  28th  St., 
P.O.  Box  1692,  Billings  59103.  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1966-67 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  Indicated.  Where  no 
year  is  Indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  William  M.  Tappan,  Reno. 

President-elect:  Richard  A.  Petty,  Carson  City. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Immediate  Past  President;  Joseph  M.  George,  Jr.,  Las  Vegas. 
Delegate  to  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.;  Thomas  S.  White,  Boulder  City. 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal; 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Soientifie  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 


New  Mexico  Medical  Society 

OFFICERS— 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1968  Annual  Session. 

President:  Emmit  M.  Jennings,  Roswell. 

President-Elect:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 

Immed.  Past-President:  Thomas  L.  Carr,  Albuquerque. 

Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albuquerque. 

Vice  Speaker,  House  of  Delegates:  Harry  D.  Ellis,  Santa  Fe. 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1967 
to  December  31,  1968. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Albuquer- 
que, January  1,  1967  to  December  31,  1968. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 

Utah  State  Medical  Association 

OFFICERS  1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Drew  M.  Petersen,  Ogden. 

President-eleet:  Homer  E.  Smith,  Salt  Lake  City. 

Secretary:  Alan  E.  Lindsay,  Salt  Lake  City  (1970). 

Treasurer;  Ralph  C.  Richards,  Salt  Lake  City  (1969). 

Additional  Trustees:  W.  R.  Merrell,  Brigham  City;  Merrill  C. 
Daines,  Logan;  Roy  W.  Robinson,  Price;  Halvard  J.  Davidson, 
Manti;  Noall  Z.  Tanner,  Layton;  Russell  M.  Nelson,  Salt  Lake 
City;  Jerrold  C.  Smith,  Monticello;  L.  V.  Broadbent,  Cedar 
City;  Terry  M.  Buxton,  Roosevelt;  John  H.  Rupper,  Provo; 
Douglas  C.  Barker,  Ogden. 

Immediate  Past  President:  Paul  A.  Clayton,  Salt  Lake  City. 
Delegate  to  the  American  Medical  Association:  Drew  M. 
Petersen,  Ogden. 

Alternate  Delegate  to  the  American  Medical  Association: 
Ralph  C.  Jorgenson,  Provo. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 

Vice  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 

Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City,  telephone  EL  5-7477. 

Wyoming  State  Medical  Society 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Laurence  W.  Greene,  Jr.,  Laramie. 

President-elect:  Henry  N.  Stephenson,  Newcastle. 

Vice  President:  Raymond  E.  Kunkel,  Thermopolis. 

Secretary:  Elmer  S.  McKay,  Lander. 

Treasurer:  John  J.  Corbett,  Casper. 

Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  Thomas  Nicholas,  Buffalo. 
Speaker  of  the  House:  Roy  W.  Holmes,  Casper. 

Vice  Speaker  of  the  House;  Goode  R.  Cheatham,  Jr.,  Casper. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Mr.  Arthur  R.  Abbey,  Cheyenne. 

Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne. 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 
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f , i'hC. 

Speer  at  Acortia  • Denver  • 534-0631 


r Discriminating  Doctors 
everywhere  specify 

STEELCASE 

Custom  Line 
Offfiee  Furniture 

Doctors  are  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  con  "individual- 
ize" your  office. 

Stop  In  soon  ~ or  phone  and  our  representative  will  call 


PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

• 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc.  Seso  voigt  jr. 

1830  CURTIS  DENVER  534-4257 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  ElectroencephMography. 


CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Conde,  M.D. 

Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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He  knows  best  what’s  best 
for  a profitable  practice 


He  should  . . . He’s  your  local  representative 
from  Professional  Management  Midwest.  He  has 
at  his  disposal  over  22  years  accumulation  of 
sound  solutions  to  practice  management  problems. 

He’s  had  extensive  training  which  prepares  him 
to  provide  you  with  profitable  counsel  in  all  phases 
of  practice  management  and  personal  financial 
planning. 

Your  PMM  representative  has  only  one  reason 
to  be  in  business  ...  to  help  you.  Ask  him  how 
he  can  help  you  make  your  practice  more  enjoy- 
able and  profitable.  Schedule  a get-acquainted 
conference  with  your  PMM  representative  . . . 
call  him  today. 


PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Phone:  623-3053 

Denver,  Colorado  80215  ”-67 

2-5-8-68 


You  Know  How  Sickness  or  Accident 
Can  Hurt  a Family  Financially  . . . 

As  a doctor,  you've  seen  for  too  often  what  a low-cost  way  — through  the  Colorado  Medicol 
disastrous  effect  the  loss  of  income  can  have  on  Society's  approved  Income  Protection  plan.  Pays 


a family  when  the  breadwinner  is  disabled. 

When  sickness  or  accident  strikes  you,  how  will 
you  provide  for  your  family's  welfare?  There's  a 


you  up  to  $800.00  a month  when  sickness  or 
accident  keeps  you  from  practicing  your  profes- 
sion. For  complete  information,  mail  the  coupon 
below  today! 


underwritten  by 


Mutual 

OF  OMAHA 


Mutual  of  Omaha  Insurance  Company 
Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office:  Omaha,  Nebraska 


5-1  1-67 


j Vincent  Anderson  Agency 
I 2nd  Floor,  Railway  Exchange  Bldg. 

I Denver,  Colorado  80202 

j Please  rush  information  on  the  Colorado  Medical  Society 
j Income  Protection  Plan. 

I NAME 

I 

I Address 

I 

I City 

I 

j State ZIP 

'( 
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WANT  ADS 


GE  MAXICON  X-RAY  200MA  spot  fUm  motorized  table 
fluoroscope,  stainless  steel  developing  tank  with  automatic 
controls,  dryer,  film  storage,  pass  box;  4-panel  illuminator, 
$4,500  complete.  Call  442-5345  or  write  Dr.  C.  O.  Roberts, 
1760  Sunset  Blvd.,  Boulder,  Colorado  80302  8-1-5 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-11-TFB 


NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,000  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
466-1718.  1-3-TFB 


RADIOLOGIST  NEEDED  for  private  hospital  staff.  New  70-bed 
general  hospital.  New  x-ray  equipment  with  image  intensi- 
fier.  Income  first  year  $40,000.  This  is  a wonderful  opportunity. 
Please  contact  for  complete  details.  Don  Stuart,  Administrator; 
Medical  Center  Hospital,  Inc.;  Duncan,  Oklahoma.  Telephone 
Area  Code  405-  AL5-6240.  9-8-3B 


FOR  RENT — Fast  growing  Evergreen,  Colorado  (15,000  popula- 
tion) Main  Street;  Suite  of  five  rooms,  plus  reception  room, 
designed  for  Doctor,  above  Pharmacy.  Just  vacated  by  M.D. 
after  six  years.  Will  lease.  Bill  Ackerman,  Box  935,  Evergreen, 
Colorado  80439.  Phone  674-4107.  10-7-3B 


GENERAL  PRACTITIONER  to  join  well  established  practice. 

$24,(X)0  guaranteed  income  plus.  G.  R.  Gutierrez,  M.D.,  1010 
E.  Roosevelt  Blvd.,  Grants,  New  Mexico  87020.  11-4-1 


SNOWMASS-AT-ASPEN — 4 bedroom  chalet  for  rent  at  Amer- 
ica’s newest,  largest  ski  complex.  All  conveniences,  sauna. 
Sleeps  14-i-.  H.  B.  Newhard,  M.D.,  140  Hill  Street,  Bucyrus, 
Ohio  44820.  11-1-lB 


NEWLY  FORMED  HEALTH  DEPARTMENT  needs  its  first 
executive  public  health  physician.  Beautiful  Rocky  Mountain 
area.  For  information  write  Robert  Thometz,  M.D.,  9 E.  Park 
Street,  Butte,  Montana  59701.  11-2-3B 


GENERAL  PRACTICE  FOR  SALE.  Same  location  20  years. 

1600  sq.  ft.  office  building  with  2 examining  rooms,  waiting 
room,  consultation  room,  recovery  room,  x-ray  room,  physio- 
therapy room,  2 rest  rooms  and  laboratory.  Whole  office  fuRy 
equipped.  Excellent  collections.  30,000  population  in  New 
Mexico.  Open  staff  accredited  hospital  3 minutes  away.  Will 
sell  or  rent  office  building.  Wish  to  retire.  Will  introduce. 
Reply  to  Box  11-3-1,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Avenue,  Denver,  Colorado  80218.  11-3-1 


FOR  RENT:  Vail,  Colorado.  Family  imits  with  Lord  Gore 
Club  use — in  Vail  West.  Couples  $18.  Beds  in  separate  rooms, 
kitchen  facilities,  central  lodge.  Call  or  write  Dr.  Hartlaub, 
399-0310,  570  Detroit  Street,  Denver,  Colo.  80206.  11-5-5B 


FOR  SALE — Electronic  telephone  answering  and  recording 
instrument.  Eliminates  answering  services.  No  installation. 
Fully  transistorized.  Your  telephone  utilizes  voice  induction- 
high  fidelity.  Performs  dictaphone  services.  Tax  deductible. 
Comparatively  low  cost.  American  made.  Guaranteed.  Speci- 
fications and  prices  furnished  without  obligation.  No  salesman 
will  call.  Wellington  House,  City  Hall,  107  Ventura,  Ojai, 
California  93023.  11-6-lB 


RADIOLOGY  OFFICE  in  large  medical  building,  Denver, 
Colorado,  available  for  six  months  gross.  Two  modem  diag- 
nostic units.  Will  stay  to  introduce.  Operating  for  past  15 
years.  M.  S.  Donovan,  M.D.,  Republic  Building,  Denver,  Colo. 
8C202.  11-7-2 


FOR  SALE:  PAKOROL  automatic  X-ray  processor  Model 
XF.  Used  one  year.  Like  new  condition,  very  attractive 
price.  For  complete  details  contact:  Robert  E.  Fuhrman,  R.T., 
c/o  Student  Health  Service,  Colorado  State  University,  Fort 
Collins,  Colorado.  11-8-lB 


FOR  SALE — 1 Leitz  Photrometer;  1 Clay- Adams  Jr.  Centri- 
fuge; 1 Castle  Cabinet  Sterilizer;  1 A.  B.  Dick  Photocopier, 
Model  110.  These  may  be  seen  at  3333  Federal  Blvd.,  Denver. 
Call  455-9642.  11-9-1 


EXCLUSIVELY 


For  the  medical  and  dental  professions 

Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bidg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


Newton  Optical 
Company 

Cafering  to 

Medical  Profession  Pafronage 

309  16th  Street  f | Telephone 

Denver  80202  534-8714 


Prompt,  professional  service  24  hours 
a day,  every  day!  A complete  line  of 
hospital  beds,  wheelchairs,  traction 
equipment,  oxygen,  crutches,  walkers, 
commodes,  lamps,  whirlpools  — every- 
thing to  help  patients  get  well  faster. 

We  Process  MEDICARE  Equipment  Claims 

DENVER 

733-5521 

350  Broadway 


ALBUQUERQUE 

268-6736  C^ays) 

137  San  Pedro  Drive  N.E. 

Franchise  Holder 


y 


PREMIUM 

QUALITY 


AT  ITS  BEST... 


Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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DORSEY  "FLU-GRAM” 


DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 

WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED -RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  Z4  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 


TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 

MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 



REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 


ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

timed-release  tablet  contains: 

Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 

a division  of  the  V/ander  Company 
Lincoln,  Nebraska  63501 


I clip  and  file  under  ''flu'’ 


1 For  relief  of  "flu-like”  symptoms  j 

I Tussagesic  timed-release  tablets  j 

I 

I PHONE  COLLECT 

I 

j For  emergency  starter  samples  | 

j to  Keith  Sehnert,  M.D.  I 

Medical  Director  | 

j (402)434-6311  j 

I Fast  delivery  by  your  Dorsey  > 

I Representative  I 

I ! 

! 

I J 
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Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-Banthme-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same-patient  Duo- 
denal normality  is  now  evident. 


1 


of  Physicians 
19  South  2^  Street 

adelphia,  Pennsylvania  19102 
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Dilantin 

(diphenylhydantoin) 

PAHKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mat 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,, erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenyihydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


HW&D  BRAND  OFIUTUJRIN 

3000  UNIT  TABLETS 


THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
KEMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


LUTREXIN,  the  non-steroid  “uterine 
axing  factor”  has  been  found  to  be  useful 
many  clinicians  in  controlling  abnormal 
3rine  activity. 

Literature  on  indications  and  dosage  avail- 
le  on  request. 


B No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

B Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC. 
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Picture  of 
bursitis 

Parafon  Forte  helps  to  relieve  pain, 

(restore  mobility . . . stop  pain-spasm  feedback 

. Here  is  why.  Parafon  Forte  provides : 

I a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,i’2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action/-®  and  to  retain  effectiveness 
even  on  continued  administration/-^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
'and  analgesia  in  sprains,  strains,  myalgias,  low  back 
Ipain,  bursitis  and  other  musculoskeletal  disorders. 
'Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte^iABUTs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 

Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al,:  Gastroenterology  44:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  128:340,  1960.  5.  Settel,  E.:  Clin.  Med.  6:1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  .25:430,  1964.  7.  Darienzo,  C-.:  Ibid., 

27:189,  1966.  ‘u  s PATENT  NO.  2,895,077 

McNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^*® 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  t-wo  to  four 
times  those  of  other  erythromycin 
preparations.^’^  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^-® 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 
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Ilosone 

Erythromycin  Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone/the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of 
oral  erythromycin  that  has  been  developed.  Be- 
cause it  is  stable  in  acid,  well  absorbed,  and 
excreted  in  lesser  amounts  in  the  bile,  it  pro- 
vides faster,  higher,  and  longer-lasting  levels  of 
antibacterial  activity  (ABA)  in  the  serum,  even 
when  taken  with  food,  than  do  comparable  doses 
of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections 
caused  by  micro-organisms  sensitive  to  its  ac- 
tion—especially  staphylococci,  hemolytic  strep- 
tococci, and  pneumococci. 

It  has  been  effective  in  streptococcus  infec- 
tions, particularly  acute  bacterial  pharyngitis 
and  tonsillitis;  staphylococcus  disease,  includ- 
ing soft-tissue  infections,  furunculosis,  ab- 
scesses, cellulitis,  carbuncles,  and  wound 
infections ; pneumococcus  pneumonia  and  acute 
bronchitis  with  pneumococci  on  culture,  bron- 
chopneumonia, and  otitis  media. 

In  serious  staphylococcus  infections,  eryth- 
romycin preparations  should  be  used  only  in 
combination  therapy  with  other  antimicrobial 
agents;  surgical  procedures  should  be  per- 
formed when  indicated,  and  large  doses  of  the 
antimicrobial  agents  should  be  employed. 

Penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  but  Ilosone  in  multiple  500-mg.  doses 
has  been  useful  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to 
susceptible  bacteria  in  patients  hypersensitive 
to  penicillin  or  other  antibiotics  may  be  con- 
sidered for  treatment  with  Ilosone. 

Contraindications : Known  history  of  sensitiv- 
ity to  this  drug;  preexisting  liver  disease  or 
dysfunction. 

Adverse  Reactions:  Hepatic  dysfunction  with 
or  without  clinical  jaundice  has  been  reported 
infrequently.  Changes  in  liver  function  tests 
indicative  of  intrahepatic  cholestasis  appear  to 
be  the  result  of  individual  idiosyncrasy.  Find- 
ings subsided  when  treatment  was  discontinued. 
Occasionally,  symptoms  simulated  extrahepatic 
obstructive  jaundice  or  the  colic  of  biliary  tract 
disease. 

When  jaundice  appeared  to  be  related  to  use 
of  the  drug,  laboratory  findings  were  character- 
ized by  increased  direct-reacting  bilirubin,  ele- 
vated alkaline  phosphatase  levels,  negative  or 
weakly  positive  cephalin  flocculation  and  thymol 
turbidity  tests,  elevated  serum  glutamic  oxala- 


cetic  transaminase  levels,  peripheral  eosino- 
philia,  and  normal  cholecystograms. 

Gastro-intestinal  disturbances  not  associated 
with  hepatic  effects  and  occasional  allergic 
manifestations  (urticaria,  skin  eruptions,  and, 
rarely,  anaphylaxis)  have  been  reported.  The 
normal  intestinal  gram-negative  bacterial  flora 
is  not  appreciably  altered  by  erythromycin 
drugs. 

Administration  and  Dosage : Ilosone  is  admin- 
istered orally. 

Infants  and  children  under  twenty-five 
pounds,  5 mg.  per  pound  every  six  hours; 
twenty-five  to  fifty  pounds,  125  mg.  every  six 
hours.  Adults  and  children  over  fifty  pounds, 
250  mg.  every  six  hours. 

For  severe  infections,  double  the  dosage. 
When  larger  doses  are  indicated,  consider  par- 
enteral erythromycin  therapy.  In  beta-hemolytic 
streptococcus  infections,  maintain  treatment 
for  ten  days  to  prevent  rheumatic  fever  or 
glomerulonephritis. 

In  syphilis,  a total  of  20  to  30  Gm.  is  admin- 
istered in  divided  doses  for  ten  to  fifteen  days. 
Close  follow-up  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all 
stages  of  syphilis.  Examination  of  spinal  fluid 
is  recommended  during  follow-up. 

In  gonorrhea,  the  dosage  is  500  mg.  four 
times  a day  for  four  days.  Patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field 
examination  before  receiving  antibiotics  and 
monthly  serologic  tests  for  three  months.  For 
detailed  information,  consult  the  package 
literature. 

How  Supplied:  Pulvules®  Ilosone,  Capsules, 
N.E,  125  mg.*  and  250  mg.* 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P., 
125  mg.*  per  5-cc.  teaspoonful. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125 
mg.*  per  5-cc.  teaspoonful. 

Ilosone  Drops,  5 mg.*  per  drop. 

Tablets  Ilosone  Chewable,  N.E,  125  mg.* 

*Base  equivalent.  [080967] 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.. 
24r;69,  1964.  2.  Griffith,  R.  S.,  and  Black,  H.  R.:  Antibiotics  & 
Chemother.,  J2;398,  1962.  3.  Hirsch,  H.  A.,  Pryles,  C.  V..  and 
Finland,  M.:  Am.  J.  M.  Sc.,  2S9.198,  1960. 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company , Indianapolis,  Indiana 
46206. 
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Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail 
able  as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs ; the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-l 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incid 
in  patients  receiving  oral  contrac 
tives : nausea,  vomiting,  gastroin 
tinal  symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  eda 
chloasma  or  melasma,  breast  cha: 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (incr 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  gh 
immediately  postpartum,  cholest 
jaundice,  migraine,  rash  (allergic 
rise  in  blood  pressure  in  susceptil 
individuals,  mental  depression. 
Although  the  following  side  effe< 
have  been  reported  in  users  of  or 
contraceptives,  no  cause  and  effei 
relationship  has  been  established 
anovulation  posttreatment,  prem 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystit: 
like  syndrome,  headache,  nervou 
ness,  dizziness,  fatigue,  backache 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption, 
itching.  The  following  occurrenci 
have  been  observed  in  users  of  or 
contraceptives  (a  cause  and  effed 
relationship  has  neither  been  ests 
lished  nor  disproved)  i thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  m 
be  altered  by  the  use  of  oral  conti 
ceptives;  increased  sulfobromo- 
ph  thalein  and  other  hepatic  func 
tests,  coagulation  tests  (increase 
prothrombin,  factors  VII,  VIII,  D< 
and  X),  thyroid  function  (increasi 
FBI  and  butanol  extractable  prot« 
bound  iodine  and  decrease  in  T“ 
values),  metyrapone  test,  preg- 
nanediol  determination. 


norethindrone  an  original  steroid  from 

SYNTEXS 

LABORATORIES  INC. .PALO  ALTO.  CALIF. 


The  effectiveness  of  Norinyl-l  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-l  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


* *'  df 
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Spermatozoa  appear  healthy,  active,  freemoving. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil« 
ized  ovum  during  secretory  phase. 


Norinyl-l  Patient 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  NorinyI-1. 


Norethindrone  in  Norinyl-l  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit of  1 cm.  or  less. 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.'’^  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  If  the  patient  is  in  the 
pain-spasm-cycle. . .there  is  no  alternative 
or  substitute  for  absolute  bed  rest...”^ 


750 mg 
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Heat  “A  very  valuable 

method  of  applying 
heat  at  home  is  a prolonged 
hot  bath . 


“Boards  should  be  ordered  under 
the  mattress... these  boards  act 
by  immobilizing  the  spine. 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  (lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8:950,  1966.  (2).  Gottschalk, 
L.A.:  GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2:219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  1 4:23, 1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42, 1 962.  (7) . Feuer,  S.G.,  et  a/..-  New  York  J.  Med.  62:1 985, 1 962. 


Robaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated* 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
“. . .without  interfering  with  normal 
tone  and  movement."^  And  there 
is  little  likelihood  of  sedation.* 
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A.  H.  ROBINS  COMPANY 
RICHMOND,  VIRGINIA  23220 
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Synthetic  Thyroid  Replacement  Therapy 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications;  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects;  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage;  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able ; Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


If  hypothyroidism  leaves  your  patient  feeling  like  this 


consider 


I 


ARMOUR  PHARMACEUTICAL  COM  PANY  • CH  iCAGO,  ILLINOIS 


Indications:  Hypertension  and 
many  types  of  edema  involving 
retention  of  salt  and  water. 
Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possibil- 
ity of  small  bowel  lesions  (obstruc- 
tion, hemorrhage,  and  perforation) 
should  be  kept  in  mind.  Surgery 


for  these  lesions  has  frequently 
been  required  and  deaths  have  oc- 
curred. Discontinue  enteric-coated 
potassium  supplements  immedi- 
ately if  abdominal  pain,  distention, 
nausea,  vomiting,  or  gastrointesti- 
nal bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross 
the  placental  barrier  and  adverse 
reactions  which  may  occur  in  the 
adult  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate 
metabolism,  etc.)  are  potential 


problems  in  the  newborn. 
Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always 
be  initiated  cautiously  in  postsym- 
pathectomy patients  and  in  pa- 
tients receiving  ganglionic  block- 
ing agents  or  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Barbiturates,  narcotics  or 
alcohol  may  potentiate  hypoten- 
sion. Because  of  the  possibility  of 
progression  of  renal  damage,  peri- 


odic determination  of  the  BUN  i: 
indicated.  Discontinue  if  the  BUi 
rises  or  liver  dysfunction  is  aggi 
vated.  Hepatic  coma  may  be  prd 
cipitated. 

Electrolyte  imbalance,  sodium  a 
or  potassium  depletion  may  occ 
If  potassium  depletion  should  of 
cur  during  therapy,  Hygroton 
should  be  discontinued  and  poti 
slum  supplements  given,  providi 
the  patient  does  not  have  marker 
oliguria. 

Take  special  care  in  cirrhosis  Of 


cardiac  patient 
on  2 piliows 
a night, 
consider  one 
Hygroton  a day. 


Hygroton® 

chlorthalidone 

new  50  mg.  tablet 
or  100  mg.  tablet 


evere  ischemic  heart  disease  and 
fi  patients  receiving  corticoste- 
oids,  ACTH,  or  digitalis.  Salt  re- 
triction  is  not  recommended, 
idverse  Reactions:  Nausea,  gastric 
•ritation.  vomiting,  anorexia,  con- 
tipation  and  cramping,  dizziness, 
'eakness,  restlessness,  hypergly- 
emia,  hyperuricemia,  headache, 
luscle  cramps,  orthostatic  hypo- 
insion,  aplastic  anemia,  leuko- 
enia,  thrombocytopenia,  agranu- 
rcytosis,  impotence,  dysuria, 
ansient  myopia,  skin  rashes,  urti- 


caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  Q.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  com- 
pounds include:  jaundice,  xanthop- 
sia, paresthesia,  and  photosensiti- 
zation. 

Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 


of  50  mg., in  bottles  of  100  and  1000. 
(B)R4e-230-D 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
HY-5405S 


She  was  the  picture 
of  arteriosclerotic 
heart  disease  in 
failure. 

She  couldn’t  sleep 
a wink  without  an 
extra  pillow. 

Then  her  doctor 
prescribed  digitalis 
and  Hygroton. 

First,  her  cardiac 
output  improved. 

Then  her  breathing 
improved  — 
along  with  her 
urinary  output. 

Nights  could  be 
a lot  more  pleasant 
for  patients 
like  this  in 
your  practice. 

Try  it  and  see. 

Hygroton  therapy  may 
also  mean  trouble- 
some side  effects  for 
certain  patients. 

A summary  of 
essential  prescribing 
information  is 
shown  below. 


Against  these  three  maipr 


Pneumococci 


Penldltin-Sensltive 
Staphylococci  ^ 


Beta-Hem|p 

Streptococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 


with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  K*  ® ... 

Potassium  Phenoxymethyl  Penicillin 

Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 
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(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin® 
(phenoxymethyl  penicillin,  Lilly),  combines  acid  stability 
with  immediate  solubility  and  rapid  absorption.  Higher, 
more  rapid  serum  levels  are  obtained  than  with  equal 
oral  doses  of  penicillin  G. 

Indications:  Streptococcus,  pneumococcus,  and  gono- 
coccus infections;  infections  caused  by  sensitive  strains 
of  staphylococci;  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever,-  and  preven- 
tion of  bacterial  endocarditis  after  tonsillectomy  and 
tooth  extraction  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 
Warnings:  In  rare  instances,  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fata!  unless  promptly  con- 
trolled. This  type  of  reaction  appears  more  frequently  in 
patients  with  a history  of  sensitivity  reactions  to  penicillin 
or  with  bronchial  asthma  or  other  allergies.  Resuscitative 
drugs  should  be  readily  available.  These  include  epi- 
nephrine and  pressor  drugs  (as  well  as  oxygen  for 
inhalation)  for  immediate  allergic  manifestations  and 
antihistamines  and  corticosteroids  for  delayed  effects. 


Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a 
strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly 
with  high  parenteral  dosage  schedules,  frequent  eval- 
uation of  the  renal  and  hematopoietic  systems  Is  rec- 
ommended. 

In  suspected  staphylococcus  infections,  proper  lab- 
oratory studies  (including  sensitivity  tests)  should  be 
performed. 

The  use  of  penicillin  may  be  associated  with  the  over- 
growth of  penicillin-insensitive  organisms.  In  such  cases, 
discontinue  administration  and  take  appropriate  measures. 
Adverse  Reactions:  Although  serious  allergic  reactions 
are  much  less  common  with  oral  penicillin  than  with  intra- 
muscular forms,  manifestations  of  penicillin  allergy  may 
occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses 
a significant  index  of  sensitization.  The  following  hyper- 
sensitivity reactions  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  der- 
matitis; urticaria;  and  reactions  resembling  serum  sickness, 
including  chills,  fever,  edema,  arthralgia,  and  prostration. 
Severe  and  often  fatal  anaphylaxis  has  occurred  (see 
Warnings).  Hemolytic  anemia,  leukopenia,  thrombocy- 
topenia, and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral 
dosage. 

Administration  and  Dosage:  Usual  dosage  range, 
125  mg.  (200,000  units)  three  times  a day  to  500  mg. 
(800,000  units)  every  four  hours.  For  infants,  50  mg.  per 
Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions 
for  prophylaxis  of  streptococcus  infections,  surgery,  gon- 
orrhea, and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg. 
(200,000  units),  250  mg.  (400,000  units),  and  500  mg. 
(800,000  units). 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg. 
(200,000  units)  and  250  mg.  (400,000  units)  per  5 cc.  of 
solution  (approximately  one  teaspoonful).  [042W] 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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A breakthrough 
in  the  control  of  pain 


a potent  injectable  non-narcotic— 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 
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Talwin  30  mg.  relieves  pain 
usually  as  quickly  and 
effectively  as  morphine  10  mg.* 

whatever  the  intensity  of  the  pain 

whatever  the  cause  of  the  pain 

whatever  the  site^  of  the  pain 

whatever  the  chronioity  of  the  pain 

whatever  the  age^^  of  the  patient 

without  the  liability  of  narcotics 

without  the  development  of  tolerance  on 
prolonged  use 

with  less  risk  of  severe  respiratory 
depression  than  with  morphine 

with  less  constipation 

with  less  urinary  retention 


*lts  duration  of  action  may  sometimes  be  less  than 
that  of  morphine. 

■'Should  not  be  used  for  patients  with  increased  in- 
tracranial pressure,  head  injury  or  pathologic  brain 
conditions. 

^'Until  sufficient  experience  is  gained,  Talwin  should 
not  be  administered  to  children  under  12  years  of 
age. 


A breakthrough,  j 
in  the  control 
of  pain  I 

Ikiwin 

brand  ol  i 9 

pentazocine  j 

(as  lactate)  j I 

a potent  injectable  non-narcotic—  1 1 
may  be  used  in  piace  of  morphine  i j 
and  other  narcotic  analgesics  ! f 


Clinical  experience  of  more  than  150  investigator 
with  over  12,000  patients  given  varying  dosages  c 
Talwin  shows  that  this  potent  injectable  analgesi 

is  not  a narcotic. 

Talwin  has  less  risk  of  severe  respiratory  depres 
sion,  urinary  retention,  and  constipation  than  moi 
phine  — a great  boon  for  postsurgica!  patients. 
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Talwin  produces  less  nausea,  vomiting  and  dis 
phoresis  than  meperidine. 

II 

Constipation  and  urinary  retention  are  seldom 
problem  with  Talwin. 
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Very  rarely  do  hallucinations  or  disorientation  oc 
cur  (0.1  % each). 

No  significant  hepatic,  renal,  hematopoietic  or  net 
rologic  disturbances  have  been  reported. 

Talwin  is  well  tolerated  even  by  the  aged  or  very  i 

patients. 

Used  during  active  labor,  its  tolerance  by  th 
mother  and  newborn  is  comparable  to  meperi 
dine’s.  As  with  all  new  drugs,  Talwin  should  be  use' 
with  caution  in  pregnant  women  and  in  women  de 
livering  premature  infants. 

Tolerance  to  the  analgesic  effect  of  Talwin  has  nc 

developed  with  prolonged  use.  ^ 

Talwin  gives  significant  relief  of  pain  in  from  15  t. 
20  minutes  following  I.M.  or  S.C.  injection. 

Talwin  relieves  pain  usually  for  3 hours  or  longe 
with  a single  injection;  however,  the  duration  ma 
sometimes  be  less  than  with  morphine. 

86  per  cent  of  medical  and 
surgical  patients  obtained 
excellent  to  good  relief  with 
Talwin  30  mg.  administered 
parenterally 


ralwin 

>rand  of  pentazocine  (as  lactate) 

used  for  pain  of  all  types 


falwin  has  a wide  range  of 
jsefulness  in  surgery 


Number 

of 

patients 

Efficacy 

■ypes  of  surgical  use 

LU 

“/o 

Good 

Exc. 

+ Good 

% 

Fair 

% 

Poor 

Preoperafive 

118 

31 

52 

83% 

15 

2 

Postoperative 

914 

58 

28 

86% 

8 

6 

Pre-  and  postoperative 

12 

75 

17 

92% 

0 

8 

Minor  surgery 

33 

30 

39 

69% 

0 

31* 

“Traumatic 

14 

64 

29 

93% 

7 

0 

Dental 

33 

67 

24 

91% 

3 
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Talwin  relieves  pain  as 
quickly  as  morphine 


Talwin  30  mg.  proved  equivalentto  morphine  10  mg. 
in  overall  analgesic  efficacy.  During  the  early  post- 
medication period  (up  to  40  minutes  after  drug  in- 
jection), Talwin  was  superior  in  effect  to  morphine. 


Total  patients 1124 


•fficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
3 types  of  surgical  use  in  a cooperative  study 

ata  in  files  of  Department  of  Medical  Research,  Winthrop  Laboratories. 

ligh  incidence  of  poor  results  in  minor  surgery  is  due  primarily  to  one 
tudy  involving  change  of  burn  dressings  in  children;  9 of  19  patients  ob- 
ained  poor  results  with  dose  used. 


falwin  relieves  all  types 
)f  pain  in  acute  and 
chronic  medical  disorders 


f 

Number 

Percentage  of  relief 

/pe  of  medical  pain 

of 

patients 

Excellent 

Good 

Exc. 

-f  Good 

Fair 

Poor 

'Malignancy,  pain  in 

161 

44 

37 

81% 

8 

11 

(Orthopedic;  see  also 
“Arthritis” 

111 

53 

38 

91% 

5 

4 

■Cardiovascular  pain; 
see  also  “Miscel- 
laneous medical” 

96 

59 

27 

86% 

6 

r 

genitourinary  pain 

83 

42 

33 

75% 

16 

10 

Arthritis 

76 

33 

51 

84% 

12 

4 

jynecologic  pain 

35 

57 

34 

91% 

6 

3 

Cephalalgia 

21 

45 

41 

86% 

9 

5 

Castrointestinal  pain 

19 

89 

5 

94% 

0 

5 

Chest,  including 

• Pleurisy 

• Pulmonary  embo- 
! lism  and  infarct 

' • Lung  abscess 

12 

83 

17 

100% 

0 

0 

yliscellaneous  medi- 
i cal,  including 

I • Peripheral  vas- 
cular disease 

• Thrombophlebitis 

• Cervical  root  pain 

• Facial  neuralgia 

• Syringomyelia 

1 • Burns 

108 

50 

39 

89% 

9 

2 

Total  patients 722 


fficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
) types  of  medical  pain  in  a cooperative  study 

ita  in  files  of  Department  of  Medical  Research,  Winthrop  Laboratories. 

36  next  page  tor  additional  product  information 


After  observation  periods  ranging  from  40  to  180 
minutes  there  was  no  difference  between  the  drugs 
in  their  effect  on  intensity.  There  were  141  and  119 
complete  patient  records  for  Talwin  and  morphine, 
respectively,  in  this  double-blind  study.  Other  clini- 
cal investigators,  studying  duration,  state  that  relief 
with  Talwin  may  be  obtained  for  up  to  three  hours 
or  longer,  a period  sometimes  less  than  morphine’s. 


Talwin  is  as  effective 
for  severe  pain  (Fig.  2) 
as  for  moderate  pain  (Fig.  3) 

Figure  2. 


Percentage  of  patients 
100  -- 


Figure  3. 


Minutes  after  administering  Talwin 


Minutes  after  administering  Talwin 

Per  cent  excellent  to  good 
relief  of  moderate  pain  ob- 
tained with  30  mg.  Talwin  in 
203  postoperative  patients 


a narcotics  prescription 
or  narcotics  records 


“...there  was  no  need  at  this  time  for  narcotics  con- 
trol of  pentazocine  [Talwin]  internationally  or  na- 
tionally.”' 


*Storer,  E.  H.:  Data  in  the  files  of  the  Sterling-Winthrop  Research  Institute. 

fCooperative  study,  data  in  the  files  of  the  Department  of  Medical  Research, 
Winthrop  Laboratories. 

\World  Health  Organization  Technical  Report  Series,  No.  343,  1966,  p.  6. 


A breakthrough 
in  the  control 
of  pain 


lalniii 


® 


brand  of  . ^ 

pentazocine 


as  lactate) 


a potent  injectable  non-narcotic — 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Contraindications:  Increased  Intracranial  Pressure,  Head  Injury,  or 
Pathologic  Brain  Conditions  in  which  clouding  of  sensorium  is  un- 
desirable. Talwin  (brand  of  pentazocine)  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness,  nausea,  or 
respiratory  depression  could  be  misleading. 


Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic  effects  attrib- 
utable to  the  use  of  Talwin  have  been  seen  In  extensive  reproductive 
studies  in  animals;  however,  like  all  new  drugs,  Talwin  should  be 
given  with  caution  to  pregnant  women.  A large  number  of  patients  in 
labor  have  received  the  drug  with  no  adverse  reactions  other  than 
those  that  occur  with  commonly  used  strong  analgesics.  However,  as 
with  other  strong  analgesics,  Talwin  should  be  used  with  caution  in 
women  delivering  premature  infants. 


Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves 
to  hazards. 


Certain  Respiratory  Conditions.  The  possibility  that  Talwin  (brand  of 
pentazocine)  may  cause  respiratory  depression  should  be  considered 
in  treatment  of  patients  with  bronchial  asthma.  Talwin  should  be  ad- 
ministered only  with  caution  and  in  low  dosage  to  patients  with  respi- 
ratory depression  (e.g.,  from  other  medication,  uremia,  or  severe 
infection),  obstructive  respiratory  conditions,  or  cyanosis. 

Patients  Dependent  on  Narcotics.  Because  Talwin  is  a narcotic-antag- 
onist. patients  dependent  on  narcotics  and  receiving  Talwin  may  oc- 
casionally experience  certain  withdrawal  symptoms.  Talwin  should 
be  given  with  special  caution  to  such  patients.  It  has  been  observed 
that  some  patients  previously  given  narcotic-analgesics  for  one  month 
or  longer  had  mild  withdrawal  symptoms  when  the  drug  was  replaced 
with  the  analgesic,  Talwin.  After  a short  period  of  adjustment  the  sub- 
jects were  usually  able  and  willing  to  continue  taking  Talwin,  and  re- 
lief of  pain  was  satisfactory. 


Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  believed  to  be 
indicative  of  antagonism  to  the  opiate  may  be  observed  rarely  with 
administration  of  Talwin  to  patients  receiving  opiates  for  a short  time. 
Intolerance  or  untoward  reactions  are  seldom  observed  after  admin- 
istration of  Talwin  to  patients  who  have  received  single  doses  or  who 
have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory  tests  have 
not  indicated  that  Talwin  (brand  of  pentazocine)  causes  or  increases 
renal  or  hepatic  impairment,  the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Extensive  liver  disease  ap- 
pears to  predispose  to  greater  side  effects  (e.g..  marked  apprehen- 
sion, anxiety,  dizziness,  sleepiness)  from  the  usual  clinical  dose,  and 
may  be  the  result  of  decreased  metabolism  of  the  drug  by  the  liver. 


Myocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of  pentazocine) 
should  be  used  with  caution  in  patients  with  myocardial  infarction 
who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution 
in  patients  about  to  undergo  surgery  of  the  biliary  tract. 


Adverse  Effects:  Talwin  is  relatively  free  from  the  undesirable  sir 
effects  associated  with  morphine,  such  as  constipation,  urinary  rete 
tion,  or  severe  respiratory  depression.  Furthermore,  Talwin  produc 
less  nausea,  vomiting,  and  diaphoresis  than  meperidine. 

In  over  12,000  patients  who  received  Talwin  intramuscularly,  subcut 
neously,  or  Intravenously,  nausea,  the  most  frequent  adverse  effe* 
occurred  in  approximately  5.0  per  cent.  In  decreasing  order  of  o 
currence  were  vertigo,  dizziness  or  lightheadedness;  vomiting;  ai 
euphoria.  Respiratory  depression  was  reported  as  an  adverse  reacti 
in  1.0  per  cent. 

The  incidence  of  each  of  the  other  adverse  effects  was  well  bek 
1.0  per  cent:  constipation,  circulatory  depression,  diaphoresis,  urina 
retention,  alteration  in  mood  (nervousness,  apprehension,  depressio 
floating  feeling),  hypertension,  sting  on  injection,  headache, 
mouth,  flushed  skin  including  plethora,  altered  uterine  contractio 
during  labor,  dermatitis  including  pruritus,  dreams,  paresthesia,  ai 
dyspnea  occurred  rarely  after  administration  of  Talwin  (brand  of  pe 
tazocine).  Furthermore,  each  of  the  following  adverse  reactions 
curred  in  less  than  0.1  per  cent:  tachycardia,  visual  disturban 
(blurred  vision,  diplopia  and  nystagmus),  hallucinations,  disorien' 
tion,  weakness  or  faintness,  muscle  tremor,  chills,  allergic  reactio 
including  edema  of  the  face,  taste  alteration,  insomnia,  diarrh 
cramps,  and  miosis;  laryngospasm  in  one  patient. 


Talwin  has  not  produced  severe  respiratory  embarrassment  in  adu 
(never  apnea),  even  with  large  amounts.  A small  number  of  newbo 
infants  whose  mothers  received  Talwin  during  labor  had  transir 
apnea.  The  incidence  of  temporary  diminution  in  the  rate  or  strenc 
of  uterine  contractions  is  low  after  administration  of  Talwin,  simi' 
to  that  following  meperidine  hydrochloride.  (In  reporting  no  interf 
ence  with  normal  labor  in  patients  receiving  Talwin,  one  investigat 
further  stated  that  the  drug  may  increase  uterine  activity.)  General 
no  significant  fetal  heart  rate  change  occurs. 


Laboratory  tests  of  blood  and  of  liver  and  kidney  functions  have 
vealed  no  significant  abnormalities.  A minimum  and  probably  insigni 
cant  increase  in  the  per  cent  of  eosinophils  in  peripheral  blO' 
counts  and  bone  marrow  occurred  occasionally. 

Talwin  is  well  tolerated  by  patients  with  diabetes  mellitus,  and 
changes  in  insulin  requirements  have  been  observed. 


Dosage  and  Administration:  Adults,  Excluding  Patients  in  Labor.  Avi 
age  recommended  single  parenteral  dose  is  30  mg.,  by  intramuscul 
subcutaneous,  or  intravenous  route;  may  be  repeated  every  three 
four  hours.  Pain  has  been  relieved  in  most  patients  with  not  mo 
than  three  doses  daily.  Infrequently,  selected  patients  have  receiv 
single  doses  as  high  as  60  mg. 


Patients  in  Labor.  A single,  intramuscular  30  mg.  dose  has  been  me 
commonly  administered.  An  intravenous  20  mg.  dose  has  given  ad 
quate  pain  relief  to  some  patients  in  labor  when  contractions  becor 
regular,  and  this  dose  may  be  given  two  or  three  times  at  two- 
three-hour  intervals,  as  needed. 


Children  Under  12  Years  of  Age.  Since  clinical  experience  in  childr 
under  twelve  years  of  age  is  limited,  the  use  of  Talwin  (brand  of  pe 
tazocine)  in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  received  Talw 
for  prolonged  periods  (e.g.,  over  300  days)  experienced  no 
drawal  symptoms  even  when  administration  was  stopped  abrupt 
furthermore,  there  was  no  tolerance  to  the  analgesic  effect. 


CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe  with  si 
ubie  barbiturates  because  precipitation  will  occur. 


Treatment  of  Overdosage  or  Respirafory  Depression.  Talwin  has  r 
produced  apnea  or  severe  respiratory  embarrassment  in  adults,  ev 
in  large  doses.  Occasionally,  however,  moderate  respiratory  depre 
Sion  may  occur.  Means  of  maintaining  proper  oxygenation  should 
available  In  case  of  overdosage  or  respiratory  depression,  and  meth 
phenidate  (Ritalin®)  should  be  administered  parenterally.  The  usl 
narcotic-antagonists,  such  as  nalorphine,  are  not  effective  respiratc 
stimulants  for  depression  due  to  Talwin. 


How  Supplied:  Ampuls  of  1 ml.,  containing  Talwin®  (pentazocine) ; 
iactate  equivalent  to  30  mg.  base  and  2.8  mg.  sodium  chloride 
Water  for  injection.  Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing  Talwin®  (pentaz 
cine)  as  lactate  equivalent  to  30  mg.  base,  2 mg.  acetone  sodit 
bisulfite,  1.5  mg.  sodium  chloride,  and  1 mg.  methylparaben  as  pi 
servative,  in  Water  for  Injection.  Boxes  of  1. 


The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with  lac 
acid  and  sodium  hydroxide. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 
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"Mans  best  friend"in  wintertime  diarrheas 


1 winter  "flu"  and  viral 
astroenteritis,  Donnagel  (4  oz. 
ze!)  can  bring  aid  and  comfort  to 
offerers  from  both  diarrhea  and 
5 discomforts  because  it  contains 
aolin  and  pectin  plus  belladonna 
kaloids  (as  in  Donnatal®). 

: onnagel  treats  the  whole  diarrhea 


I 


problem.  Available  on  your 
prescription  or  recommendation. 

For  acute,  non-specific  diarrheas 
Donnagel® -PC  (Donnagel  with 
paregoric  equivalent). 

Donnagel  formula  plus  powdered 
opium,  USP,  24.0  mg.  (equivalent 
to  paregoric  6 ml.)  (warning;  may 
be  habit  forming).  Alcohol,  5%. 

AH'I^OBINS 


All  the  antidiarrheal  benefits  of 
paregoric  without  the  unpleasant 
taste.  Real  banana  flavor  makes  it 
acceptable,  even  to  children. 

See  product  literature  before 
prescribing. 

A.  H.  Robins  Company 
Richmond,  Va.  23220 


THERESA 
FORHULATION 
FOE  EVERT 
COmiRIRQ  HEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®=DM 

Each  5 cc.  contains; 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSm®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSm 

ROBITUSSIN  A-C 

ROBrrussm-DM 

ROBITUSSIN~PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

o 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


AH'DOBINS 
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**When  I couldn’t  even  smell  corned  beef  and  cabbage ^ 
I decided  it  was  time  for  you,  Doc.” 


Maybe  he  doesn't  know  when  he's  well  off.  But 
you  might  want  to  prescribe  long-acting  Nova- 
histine  UP  anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  day  and  night  relief  by  helping 
to  clear  congested  air  passages  for  normal,  free 
breathing.  Novahistine  LP  is  formulated  to  provide 
continuous  therapeutic  effect  for  8 to  12  hours. 
The  decongestant  ingredients  help  restore  normal 
mucus  secretion  and  ciliary  activity— physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOIMHIliTINrLP 


PITil1AI\l“l¥l0OIIE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


DUAL  PROBLEM  IN  PEPTIC  ULCER 


Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 


THIS  IS  WHY  MYLANTA®  PROVIDES: 

the  two  most  widely  used  antacids— magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 
tion  or  constipation; 

PLUS 


the  defoaming  action  of  simethicone— to  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 


Stuart 


Division  of /ATLAS  CHEMICAL  INDUSTRIES.  INC.  / Pasadena.  Calif. 
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a stuffy  nose 
is  no 

laughing  matter 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR,  A brief 
precautionary  statement  follows. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease:  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PB!  test  results 
and  will  suppress  uptake;  discontinue  'Ornade' 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness:  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


OrnadeTmd.n,.,k 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule'^  Capsules 

brand  of  sustained  release  capsules 

each  one  can 
give  him  all-day 
or  all-night  relief 


Smith  Kline  & French  Laboratories 


easy 

does 

it! 


tear,  moisten,  compare-that’s  aii! 
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EOITORIAI-S 


M ANY  believe  that  our  times  are  different 
from  the  past,  that  our  events  are  peculiar  to 
today,  that  our  efforts  and  aspirations  are 
new  and  unrelated  to  those  of  our  heritage. 
What  was  happening  one  hundred  years  ago? 

In  1867  a new  hospital  opened 
at  Fort  Union,  a military  post 
in  northern  New  Mexico,  and 
it  was  recorded^  that  it  had 
“an  inadequate  detail  of 
nurses.”  That  same  year,  in  Richmond,  Vir- 
ginia, Negroes  marched  through  the  streets 
determined  to  have  equal  rights  on  street 
cars,  and  a riot  developed  in  which  troops 
were  necessary.^  That  same  year,  in  Vietnam, 
a war  was  going  on  in  an  effort  to  expel  the 
French.  Activities  and  motivations  are  the 
same  as  they  were  a century  ago.  Our  meth- 
ods and  mechanisms  to  achieve  these  aspira- 
tions have  improved,  but  the  problems  of  the 
day  are  the  same  as  of  the  past  century — and 
of 'times  even  before  that. 

So  it  seems  appropriate  to  ask  the  ques- 
tion, “Have  we  made  any  progress?”  Certain 
contemporary  thinkers  feel  that  we  have  not. 
They  claim  that  the  last  few  hundred  years 
of  western  civilization  have  produced  only  an 
unending  list  of  military  adventures,  a de- 
cline in  the  human  spirit,  an  absorption  in 
material  things,  and  an  apathy  toward  the 
humanities.  They  do  grant  that  there  have 
been  technologic  gains,  but  that  these  have 
brought  us  to  the  brink. 

Each  man  can  only  judge  from  what  he 
reads  or  hears,  and  from  what  he  himself 
knows.  In  medicine,  I know  that  we  have 
moved  forward  in  our  attempt  to  improve 
the  lot  of  the  individual  member  of  society. 
It  is  true  that  many  spectacular  advances 
result  from  an  improved  technology,  such  as 
the  procurement  of  disease-specific  antibi- 
otics, development  of  organ-specific  diagnos- 
tic tests  and  evolvement  of  fantastic  surgical 
procedures.  However,  other  advances  have 
been  at  a humanitarian  level,  and  these  have 
resulted  in  vast  improvement  in  the  efficacy 
and  accessibility  of  medical  care.  There  has 
been  a concomitant  advance  in  medical  edu- 


cation. At  the  same  time  there  has  been  a 
move  backwards.  Complications  of  treatment 
and  iatrogenic  disorders  have  increased. 
Costs  of  medical  care  keep  rising.  Communi- 
cation channels  are  cluttered.  It  would  seem 
that  in  medical  practice,  we  move  one  rung 
up  the  ladder,  and  then  back  half  a step.  But 
the  continued  forward  progress  becomes  a 
certainty  when  today  one  sees  a patient  re- 
cover with  routine  management  from  a dis- 
ease that  would  have  been  fatal  thirty  years 
ago. 

Could  the  interrupted  forward  movement 
of  medicine  also  be  true  in  other  disciplines 
and  social  sciences?  I think  so.  Review  of  life 
of  the  16th  to  19th  centuries,  as  described 
by  great  writers  of  the  time,  leads  to  this 
conclusion.  The  reformation  in  life  produced 
by  the  industrial  revolution,  and  its  social 
and  humanitarian  movements,  has  led  to 
an  incomparable  standard  of  living,  and  an 
improvement  in  health  and  longevity  un- 
imaginable even  a hundred  years  ago.  These 
improvements  will  eventually  similarly  affect 
the  lives  of  the  residents  of  the  present  under- 
developed countries.  Surely,  during  this  time, 
there  have  been  major  regressive  steps  such 
as  wars,  concentration  camps,  purges,  politi- 
cal corruption,  and  inquisitions — but  there  is 
no  comparison  possible  of  the  world  as  it  is 
today  and  what  it  was  in  the  entire  past  of 
documented  history. 

If  this  is  a valid  thesis,  then  the  promise 
for  the  future  is  great,  and  those  in  our 
society  who  have  decided  to  secede  from  it, 
on  the  basis  of  their  shallow  summations  of 
the  present  declines,  are  terribly  ignorant  of 
the  stream  of  history.  We  have  moved  moral- 
ly and  ethically  forward  for  the  last  two 
thousand  years.  Occasionally  the  stream  has 
been  diverted  and  dammed,  but,  like  Old 
Man  River,  it  keeps  on  moving.  So,  we  offer 
this  optimistic  greeting  at  this  time  of  year 
— Merry  Christmas  and  A Happy  New  Year. 

Marcus  J.  Smith,  M.D. 

Scientific  Editor  for  New  Mexico 
REraRENCES 

1 Emmet,  C.:  Fort  Union  and  the  Winning  of  the  West. 
Univ.  of  Oklahoma  Press,  Norman,  Oklahoma,  1965,  p.  334. 

2 Bowers.  C.  G.:  The  Tragic  Era.  Houghton  Mifflin  Co., 
Boston,  Sentry  Edition  1962,  p.  201. 


Ring  Out 
The  Old! 


for  December  1967 


29 


f 


E ARE  continually  puzzled  by  many  in- 
stances in  which  we  see  perversion  of  the 
meaning  of  “free  choice  of  physician” — a con- 
cept upon  which  the  American  Medical  Asso- 
ciation has  always  placed  primary  emphasis. 

For  example,  most  of  the 
crank  calls  and  letters  we 
receive  after  revocation  of 
a physician’s  hcense,  no 
matter  how  heinous  his 
crimes,  emphasize  that  the  board  had  no  right 
to  take  such  an  action  because  it  interferes 
with  the  “free  choice”  of  the  patient. 

Since  the  beginning  of  time  charlatans 
have  preyed  upon  a gullible  public,  and  even 
in  these  enlightened  days  of  universal  edu- 
cation they  continue  to  do  so.  Some  people 
contend  that  certain  quacks,  if  they  do  no 
physical  harm  to  people,  might  help  them 
when  medicine  has  nothing  to  offer.  More- 
over, they  argue  that  the  victim  should  have 
complete  freedom  to  consult  whichever  quack 
he  chooses.  Unrecognized  is  the  duty  of  the 
authorities  to  protect  people  against  their 
own  impulses  in  this  matter,  just  as  it  is  the 
function  of  public  health  officers  to  prevent 
them  from  drinking  contaminated  water. 

More  complicated  is  the  extension  of  the 
doctrine  of  “free  choice”  to  certain  cultists 
who,  through  legislative  channels,  have  at- 
tained a certain  veneer  of  learning  and  re- 
spectability and  who  now  almost  universally 
take  advantage  of  the  false  label,  “doctor.” 

The  efforts  of  the  chiropractors  to  broaden 
the  scope  of  their  activities  continue  and 
their  latest  strategy  is  to  try  to  obtain  ap- 
proval for  the  treatment  of  patients  imder 
the  Medicare  program.  This  and  all  future 
attempts  must  be  vigorously  opposed  by  the 
medical  profession  as  was  emphasized  by  Dr. 
Sabatier,  chairman  of  the  AMA  Committee 
on  Quackery  in  his  letter  to  the  editor  in 
the  August  Bulletin. 

Recently  Doyle  Taylor,  Director  of  the 
AMA  Department  of  Investigation,  kindly 
sent  us  a packet  of  information  about  chiro- 
practic with  a letter  asking  whether  or  not 
we  thought  this  deserved  wider  dissemina- 
tion to  boards  of  medical  examiners  and  state 
medical  societies.  Our  answer  was  an  em- 
phatic “yes”  as  it  contains  a wealth  of  factual 


Free  Choice 
Of  What?* 


material,  some  of  which  would  make  amusing 
reading  if  it  weren’t  potentially  so  tragic. 
For  example,  the  following  treatment  of 
heart  disease  is  set  forth  in  a textbook  pub- 
lished in  1947  and  still  used  in  chiropractic 
schools:  “Careful  circular  finger  tip  manipu- 
lation over  the  precordium  results  in  a defi- 
nite relaxation  of  the  coronary  arteries  and 
has  been  advocated  in  the  treatment  of  angina 
and  other  conditions.” 

Let  us  redefine  the  doctrine  of  “free 
choice”  to  the  people  who  are  best  able  to 
halt  the  march  of  cultism — the  legislators. 
Meanwhile  the  AMA  has  already  demon- 
strated its  willingness  to  help  state  societies 
fight  their  legislative  battles  to  protect  the 
public  against  too  much  “free  choice.” 

R.  C.  Derbyshire,  M.D. 

•Adapted  from  an  editorial  in  the  Federation  Bulletin, 
September  1967,  54:289-290,  and  reprinted  with  permission. 
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Errors  in  Diagnostic 
Radiology — A New  Book 
V pon  the  Subject 


E are  pleased  and  proud  that  the  scien- 
tific editor  for  the  New  Mexico  section  of 
the  Rocky  Mountain  Medical  Journal,  Dr. 
Marcus  J.  Smith  of  Santa  Fe,  is  the  author 
of  a new  book  upon  the  subject  of  diagnostic 

radiology.  Its  ti- 
tle is  “Error  and 
Variation  in  Di- 
agnostic Radiolo- 
gy.” The  publish- 
er is  Charles  C.  Thomas,  Springfield,  Illinois. 
Our  readers  are  famihar  with  the  attractive 
feature  “Shadow  or  Substance”  in  this  Jour- 
nal prepared  and  edited  by  Dr.  Smith.  It  has 
been  most  favorably  accepted. 

Knowing,  as  we  all  do,  the  teaching  value 
of  errors  and  variations  which  inevitably 
occur  in  every  type  of  practice,  we  admire 
the  courage  and  originality  of  an  author  who 
prepares  a text  based  upon  investigation  and 
tabulation  of  their  occurrence.  He  classifies 
the  causes  of  error  into  six  categories:  com- 
placency, faulty  reasoning,  lack  of  knowledge, 
under-rating,  poor  commimication,  and  un- 
known causes.  Thus,  ways  and  means  of 
avoiding  them  are  pointed  up. 

Again,  we  are  proud  that  this  studious 
author  is  a member  of  our  editorial  staff.  We 
believe  that  the  book  of  208  pages  will  fill 
a great  need  in  his  own  and  related  special- 
ties. 
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DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 


WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 


CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC  ?4| 

TABLETS.  ONE  TIMED -RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 

» ..1— — 

AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 


COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 


TRLAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 


MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 


r^4.. 


REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 


ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 





each 

Tussagesic 

timed-release  tablet  contains: 

Triaminic® 50  mg. 

{phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  v/hole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LAIORATORIES 
a division  of  the  Wander  Company 
Lincoln,  Nehrasica  68501 


I clip  and  file  under  '1lu’’  \ 

I For  relief  of  "flu-like"  symptoms  j 

! Tussagesic  timed-release  tablets  | 

I PHONE  COLLECT  ! 

I For  emergency  starter  samples  [ 

I to  Keith  Sehnert,  M.D.  j 

Medical  Director  | 

I (402)434-6311  j 

I Fast  delivery  by  your  Dorsey  I 

I Representative  I 
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B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains; 

Vitamin  B|  (Thiamine  Mononitrate)  10  mg 
Vitamin  82  (Riboflavin)  10  mg 

Vitamin  06  (Pyridoxins  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


627-6-3613 
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Preface 

The  history  of  an  organization  is  derived 
from  written  records  and  from  verbal  nar- 
ratives about  involved  individuals.  Unfor- 
tunately, records  of  the  Bernalillo  County 
Medical  Association  for  its  first  24  years  of 
existence  are  either  referred  to  as  “lost,” 
“whereabouts  temporarily  unknown,”  or  as 
“sketchy  bits.”  In  order  to  build  our  history 
to  at  least  the  year  1918,  it  has  been  necessary 
to  piece  together  “the  bits.”  Fortunately, 
records  of  the  State  Medical  Society  are  re- 
markably well  preserved  and  make  fascinat- 
ing reading.  Membership  lists  are  probably 
complete.  At  the  county  level,  we  have  to 
depend  in  large  part  on  the  city  directories, 
commercial  biographies,  old  phone  books, 
the  memory  of  old  timers,  and  conventional 
sources. 

The  River  Made  The  Difference 

There  were  Indians  living  in  what  is  now 
Bernalillo  County  long  before  written  his- 
tory. Recent  estimates  assure  us  that  there 
were  many  red  men  living  where  Albuquer- 
que now  stands.  These  Indians  had  their 
Medicine  Men  who  possessed  a sort  of  magic 
and  some  practical  understanding  of  what 
was  needed  by  the  sick  among  them,  al- 
though they  would  not  have  been  able  to 
qualify  for  membership  in  our  County  Medi- 
cal Society.  Between  the  coming  of  the  first 
white  men,  the  Spaniards  in  1540,  and  the  be- 
ginning of  formal  banding  together  of  phy- 
sicians practicing  in  or  close  to  Albuquer- 
que, there  was  a span  of  more  than  250  years. 
During  that  interval,  the  church  fathers  did 
most  of  the  healing. 

Soon  after  1700,  Spanish  military  surgeons 
stopped  at  Old  Town,  the  first  settlement  of 
Albuquerque.  The  little  village  had  been 


named  Alburquerque  by  the  settlers  who 
swore  allegiance  to  the  King  of  Spain  through 
the  2nd  Duke  of  Alburquerque,  then  the 
Spanish  viceroy  in  Mexico.  This  was  in  1706 
and  our  present  state  was  then  a province  of 
Spain — known  later  as  Nuevo  Mexico. 

In  1804,  an  extraordinary  landmark  in 
public  health  was  accomplished  here  by 
Spanish  Army  surgeons  and  Spanish  soldiers. 
In  1779  in  England,  Edward  Jenner  had  dis- 
covered cowpox  vaccination  for  modifying  or 
preventing  small  pox.  England  was  slow  to 
accept  the  benefits  of  Jenner’s  discovery,  but 
its  value  was  quickly  recognized  by  several 
European  countries,  including  Spain.  The 
Spanish  King  sent  a medico-military  expedi- 
tion to  carry  the  “pus”  of  cowpox,  or  vac- 
cine, through  all  the  Spanish  possessions  in 
the  new  world.  The  expedition  started  in 
1803  and  succeeded  beyond  all  expectations. 
Perhaps  this  effort  in  public  health  was  the 
last  evidence  of  greatness  in  the  old  Spanish 
realm. 

It  is  amazing  that  by  1804,  general  vac- 
cination against  smallpox  was  being  carried 
on  in  Nuevo  Mexico  at  the  same  time  it  was 
being  introduced  in  cities  along  the  Atlantic 
coast.  Spanish  military  surgeons,  who  had 
always  traveled  up  the  Rio  Grande  with  the 
troops,  had  been  ordered  to  bring  six  to  eight 
soldiers’  sons  along  with  them.  These  chil- 
dren were  vaccinated  in  sequence  to  keep 
alive  the  cowpox  virus.  They  provided  the 
reservoir  of  lymph  to  vaccinate  all  children 
in  Nuevo  Mexico  villages,  and  in  addition, 
any  adults  who  did  not  have  pockmarks  on 
their  faces.  The  villa  de  Alburquerque  had  to 
be  abandoned  three  times  in  the  1700’s,  twice 
from  Indian  attacks  and  the  third  time  be- 
cause of  an  epidemic  of  virulent  smallpox. 
Military  surgeons  reported  in  1805  that  of 
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a total  population  of  6,900  in  Nuevo  Mexico, 
less  than  one-third,  all  children,  had  not  had 
smallpox.  There  was  no  report  on  the  num- 
ber of  children  who  had  died  before  they 
reached  age  twelve.  There  was  only  one 
stumbling  block  to  this  ordered  public  health 
program  and  that  was,  ever-present  epidemics 
of  measles.  It  was  believed  useless  to  vac- 
cinate a person  in  the  presence  of  measles. 

After  1846,  Old  Town  still  had  military 
surgeons  stationed  there,  but  they  were  now 
with  American  soldiers.  New  Mexico  Terri- 
tory that  year  had  become  part  of  the  United 
States  after  federal  troops  under  General 
Kearney  fought  a successful  war  against 
Mexico.  Army  doctors  also  helped  with 
urgent  civilian  needs.  As  it  had  always  been, 
there  were  native  “curanderas”  (actually 
mid-wives)  who  cared  for  any  illness  by  use 
of  time-honored  home  remedies. 

Peacefiil  living  in  Albuquerque  was  soon 
disrupted  by  the  War  between  the  States. 
A civilian  physician  in  old  Albuquerque,  Dr. 
D.  Camden  de  Leon,  joined  the  Confederate 
Medical  Corps  in  1861.  After  the  war,  he 
spent  a year  in  post-graduate  study  in  Europe 
and  in  1869  returned  to  Albuquerque  to  re- 
sume private  practice  for  three  years.  He 
then  went  to  Santa  Fe  where  for  years  he 
was  physician  for  a territory  200  miles  square. 
Dr.  Henry  Connelly  was  the  Territorial  Gov- 
ernor during  the  Civil  War  years  having  been 
appointed  by  President  Lincoln.  His  home 
was  in  Peralta  across  the  river  from  Los 
Lunas.  He  received  a medical  degree  in  Lex- 
ington, Kentucky,  in  1823,  and  he  practiced  in 
that  state  before  coming  west.  He  was  a very 
wealthy  man,  but  nothing  is  known  that  in- 
dicates he  practiced  his  profession  in  New 
Mexico. 

After  the  Civil  War,  commerce  and  im- 
migration to  Albuquerque  increased.  In  the 
decade  of  the  70’s,  a young  man  named  John 
Symington  arrived  in  Old  Town  as  a mule 
driver  with  a wagon  train.  He  had  taken  the 
job  just  for  the  zest  of  adventurous  living, 
but  when  he  decided  to  stay  in  New  Mexico, 
he  declared  his  training  in  medicine  and 
married  the  well-educated  daughter  of  a 
prominent  Spanish  family.  They  went  to 
Santa  Fe  where  he  established  a practice. 


Some  fifteen  years  later,  in  1887,  he  was  one 
of  the  first  members  of  the  New  Mexico  Ter- 
ritorial Medical  Society. 

About  this  time,  there  were  three  civilian 
doctors  in  Old  Town;  Dr.  Russ,  Dr.  Muhl,  and 
Dr.  James  Wroth.  Ten  years  later,  Dr.  Wroth 
had  become  one  of  the  best  known  physicians 
in  the  Territory,  but  in  Old  Town  he  was 
known  chiefly  as  physician  for  the  Convent 
of  the  newly  arrived  Sisters  of  Charity,  who 
had  been  sent  by  Archbishop  Lamy  to  es- 
tablish a school  and  to  care  for  the  sick.  A 
two-story  adobe  building  was  constructed  on 
the  west  side  of  San  Felipe  Church.  (It  is  still 
there.)  Sister  Blandina,  who  was  in  charge, 
had  helped  build  St.  Vincent  Hospital  in 
Santa  Fe,  at  that  time  the  only  hospital  in 
the  Territory.  The  building  in  Old  Town 
became  a Convent  for  the  Sisters  and,  on  the 
ground  floor,  an  infirmary  and  emergency 
quarters  for  anyone  in  need.  Sister  Blandina 
promptly  put  serious  cases  on  the  Santa  Fe 
Railroad  day  coach  and  took  them  to  St. 
Vincent’s  Hospital  in  Santa  Fe.  She  had  a 
permanent  railroad  pass,  which  read  “Sister 
Blandina  and  one  other,”  issued  to  her  by 
the  Santa  Fe  in  gratitude  for  the  care  given 
at  St.  Vincent  to  the  sick  and  injured  among 
the  railroad  work  crews  laying  tracks  across 
New  Mexico  Territory. 

In  Bernalillo,  Dr.  Henry  Hoyt  arrived  in 
1879.  He  had  not  yet  completed  his  medical 
training,  (a  common  situation  among  doctors 
of  these  times) , but  he  had  been  “grubstaked” 
by  a drug  store  in  Las  Vegas  to  $2,000  worth 
of  drugs.  The  deal  called  for  12  per  cent 
interest  and  a 50-50  split  of  the  profits.  His 
highly  entertaining  autobiography  recounts 
his  experiences  in  Bernalillo.  Shortly  after 
his  arrival,  he  was  asked  to  care  for  one  of 
the  prominent  Dons  in  the  town,  but  was  told 
that  his  services  must  be  limited  to  staying 
at  the  home  to  inform  the  parish  priest  in  the 
next  room  when  the  time  had  come  for  the 
last  rites.  The  young,  red-headed  doctor  in- 
formed the  family  that  he  would  care  for  the 
patient  as  he  should  be  cared  for — or  not  at 
all.  They  had  been  told  by  their  “family 
doctor,”  the  local  druggist,  that  the  patriarch 
of  the  family  would  probably  die  from  his 
pneumonia.  When  Dr.  Hoyt  was  accepted  as 
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physician  in  charge,  he  opened  the  tightly 
closed  windows,  moved  the  bed  closer  to  a 
window,  and  then  got  rid  of  most  of  the 
family  who  were  crowded  in  the  room.  Don 
Pedro  had  been  sick  for  a little  over  a week. 
That  night  he  had  the  typical  crisis  of  lobar 
pneumonia.  When  he  had  trouble  getting  rid 
of  the  accumulated  secretions,  Dr.  Hoyt  used 
a vigorous  treatment  to  bring  on  the  desired 
coughing.  The  patient  promptly  improved 
and  recovered.  The  Don  asked  the  doctor 
about  his  fee.  “Doctor  Colorado”  replied  that 
his  fee  for  the  service  he  had  rendered  was 
$500.  Don  Pedro  counted  out  $500  in  gold 
from  a bag  hidden  in  the  adobe  wall  of  his 
home.  (There  were  no  banks  in  Bernalillo.) 
The  parish  priest,  whose  ministrations  had 
not  been  needed,  questioned  the  amount  of 
the  payment.  Don  Pedro  replied,  “He  saved 
my  life,  didn’t  he?  If  he  had  asked  twice  as 
much,  I would  gladly  pay.”  Could  this  have 
been  the  beginning  of  usual  and  customary 
fees  for  Bernalillo? 

Th^  Railroad  Made  The  Difference 

Up  to  this  point,  Las  Vegas  had  been  the 
largest  town  in  the  Territory  and  Santa  Fe 
the  most  important.  Old  Town  Albuquerque 
had  remained  a small,  sleepy  village — but  a 
change  was  coming.  The  Santa  Fe  completed 
laying  tracks  across  cactus,  sand,  and  adobe 
to  a spot  two  miles  east  of  Old  Town.  But 
a boom  town  was  waiting  there,  New  Al- 
buquerque— twelve  saloons,  five  hotels,  thir- 
teen general  stores,  three  pawn  shops,  and  a 
red-light  district^ — all  housed  in  wooden 
structures,  clapboard  houses,  shacks  and 
tents,  instead  of  the  adobe  buildings  of  Old 
Town.  On  April  28,  1880,  about  noon,  the  first 
trainload  of  paying  passengers  rolled  noisily 
to  a stop  at  the  new  wooden  depot  on  Rail- 
road Avenue.  In  the  midst  of  a wild  celebra- 
tion, there  occurred  the  beginning  of  present 
day  Albuquerque.  The  first  directory  for 
new  Albuquerque,  published  three  years  la- 
ter in  1883,  listed  2 dentists,  3 drugstores,  and 
16  doctors.  Apparently  the  medical  profes- 
sion was  overcrowded  as  some  names  never 
appeared  again.  Perhaps  the  three  drug- 
stores, with  possibly  some  counter-prescrib- 
ing, were  too  much  competition. 


The  decades  of  the  1880’s  and  1890’s  saw 
the  beginning  of  the  gathering  together  of 
physicians  to  accomplish  several  aims.  They 
were  meeting  for  scientific  stimulation,  to 
further  public  health,  and  to  attempt  to  se- 
cure needed  Territorial  medical  legislation. 
On  December  31,  1881,  eight  doctors  met  in 
Las  Vegas  to  organize  a medical  society.  They 
adopted  a remarkable  constitution  and  by- 
laws. A month  later,  January  28,  1882,  four- 
teen local  doctors  of  Las  Vegas  signed  the 
constitution  and  became  members  of  the 
Las  Vegas  Medical  Society,  with  dues  of 
$5.00  a year.  The  purpose  of  this  organiza- 
tion was  to  undertake  a legislative  program 
that  was  both  sound  and  timely.  They  learned 
that  year  that  politicians  are  hard  to  influ- 
ence— as  true  then  as  now.  On  March  4,  1882, 
a Fee  Bill  was  adopted  with  the  following 
action:  “In  order  to  establish  as  far  as  pos- 
sible, uniform  rates  for  professional  services, 
and  to  prevent  litigation,  members  of  the 
Las  Vegas  Medical  Society  pledge  themselves, 
as  far  as  is  consistent  with  the  circumstances 
of  the  patient,  to  be  governed  by  the  Fee 
Bill.” 

From  then  on,  the  Las  Vegas  Medical 
Society  held  regular  monthly  meetings  with 
scientific  sessions.  Dr.  W.  H.  Page  (Harvard 
Medical  School  1853) , presented  the  first 
formal  paper,  an  essay  on  “Variola,”  onca 
more  epidemic  in  the  Southw^t.  By  sum- 
mer, a few  disciplinary  measures  were  insti- 
tuted. Three  doctors  were  dropped  from 
membership  after  they  failed  to  have  their 
credentials  placed  on  file.  Three  other  mem- 
bers were  censored  for  violating  the  code  of 
ethics  of  the  AMA  which  had  been  adopted — 
they  had  “consulted  with  irregular  physi- 
cians.” It  is  interesting  to  note  that  the  AMA 
code  of  ethics  has  been  an  accepted  pro- 
cedural guide  in  New  Mexico  for  85  years, 
continuously. 

By  the  following  summer,  the  Las  Vegas 
committee  on  revision  of  Territorial  Medical 
Laws  reported  that  “quacks  still  can  not  be 
convicted  in  New  Mexico.”  Three  years  later, 
February  7,  1885,  the  president  of  the  Las 
Vegas  Society  stated  at  a meeting:  “The 
time  is  drawing  near  when  the  increase  in 
population  of  New  Mexico  Territory  demands 
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a Territorial  Medical  Society.  We  must 
emerge  from  a local  society  to  a general  medi- 
cal society.”  To  this  end,  doctors  from  around 
the  Territory  were  invited  to  become  mem- 
bers of  the  Las  Vegas  Medical  Society.  From 
the  Albuquerque  area,  the  first  doctors  to 
respond  were  Dr.  W.  B.  Lyons  of  Albuquer- 
que and  Dr.  Harrison  of  Bernalillo.  There 
was  not  as  yet  a Bernalillo  County  Medical 
Society.  By  summer,  four  more  Albuquerque 
physicians  were  elected  to  membership  in 
the  Las  Vegas  Society:  Dr.  James  Wroth, 
Dr.  Theodore  Heller,  Dr.  S.  M.  Haslea,  and 
Dr.  J.  Muhl. 

On  November  14,  1885,  the  Las  Vegas 
Medical  Society  changed  its  name:  “All  mem- 
bers of  the  Las  Vegas  Society  in  good  stand- 
ing are  considered  members  of  the  New 
Mexico  Territorial  Medical  Society.”  The 
first  recorded  meeting  of  the  new  society 
was  on  January  2,  1886.  To  secure  additional 
members  from  around  the  Territory,  a publi- 
cation was  planned  and  the  dues  were 
dropped  to  $3.00  a year.  The  first  annual 
meeting  was  July  7,  1886,  in  Las  Vegas.  A 
motion  to  hold  the  next  annual  meeting  in 
Albuquerque  or  Santa  Fe  was  turned  down 
for  fear  of  lack  of  interest.  Dr.  Lyons  of  Al- 
buquerque became  second  vice-president;  he 
was  the  first  doctor  from  outside  Las  Vegas 
to  be  elected  to  office  in  the  Territorial  Medi- 
cal Society.  At  the  next  annual  meeting,  also 
in  Las  Vegas,  failure  to  secure  the  desired 
medical  legislation  was  again  reported.  One 
of  the  scientific  papers  on  the  program  con- 
cerned the  treatment  of  sprains  by  the  ap- 
plication of  mud.  Another  doctor  preferred 
a cast  of  silicate  of  soda  and  potash  as  being 
lighter.  Earlier,  Dr.  Hoyt  of  Bernalillo  had 
reported  that  when  he  was  called  to  a re- 
mote sheep  camp  or  cattle  ranch  to  set  a 
broken  bone,  he  always  called  for  a pan  of 
wet  adobe  to  make  a cast. 

About  this  time,  older  doctors  were  re- 
tiring and  quite  naturally  some  were  dying. 
It  was  an  era  when  sentiment  need  not  be 
hidden — in  speech  or  in  the  Society’s  resolu- 
tions. I quote  from  the  Memorial  at  the  death 
of  the  only  doctor  in  Mora  County  “There  was 
no  rust  on  the  wheels  of  his  life;  he  died,  as 
we  might  all  wish  to  die,  dutifully  heeding 


his  life’s  work  to  the  end.” 

At  the  annual  meeting  of  the  Territorial 
Medical  Society  in  1890,  the  members  again 
voted  down  the  idea  of  having  the  annual 
meeting  in  Albuquerque.  This,  in  spite  of 
the  fact  that  Dr.  Wroth  was  a member  of  the 
Executive  Committee.  However,  at  the  1891 
meeting  in  Las  Vegas,  only  the  local  doctors 
there  attended — and  Albuquerque  had  won 
its  battle.  The  time  of  the  next  annual  meet- 
ing was  changed  however,  from  July  to 
September  when  it  would  be  “Fair  Week”  in 
Albuquerque,  and  the  Santa  Fe  Railroad 
would  be  offering  special  rates.  There  would 
also  be  special  attractions  at  the  Fair  Grounds 
out  in  Old  Town — everything  from  races 
between  the  four  volunteer  fire  companies  to 
a baloon  ascension. 

At  long  last,  September  14,  1892,  the  11th 
annual  meeting  of  the  Territorial  Medical 
Society  finally  took  place  in  Albuquerque. 
Eight  local  doctors  applied  for  membership, 
including  Dr.  W.  G.  Hope,  Dr.  J.  S.  Easterday, 
Dr.  J.  F.  Pearce;  Dr.  Hardrich,  Dr.  Chas.  El- 
linston.  Dr.  Chas.  Winslow,  Dr.  G.  A.  Wall, 
and  Dr.  J.  P.  Raster,  the  Santa  Fe  Railroad 
surgeon.  They  were  all  accepted,  as  well  as 
eleven  other  doctors  from  various  towns. 
This  brought  the  total  membership  for  the 
Territorial  Medical  Society  to  approximately 
50.  It  was  a most  successful  meeting,  es- 
pecially in  the  scientific  sessions.  Dr.  T.  P. 
Martin  of  Taos  discussed  “Taos  Valley  as  a 
Resort  For  Consumptives.”  Dr.  Hope  read 
a report  entitled:  “Is  There  Malaria  in  the 
Rio  Grande  Valley?”  When  new  officers 
were  elected.  Dr.  James  Wroth  became  pres- 
ident, the  first  Bernalillo  County  doctor  to 
be  so  honored.  It  was  decided  to  hold  the 
annual  meeting  in  Albuquerque  until  a 
change  seemed  desirable. 

Two  years  later,  the  annual  meeting  in 
Albuquerque  was  on  September  11,  1894. 
Apparently  the  Bernalillo  County  Medical 
Society  had  been  established  during  the  win- 
ter of  1893-94,  as  the  first  component  group 
of  the  Territorial  Medical  Society.  I quote 
from  the  minutes:  “Dr.  Hope  added  a cor- 
rection to  the  Secretary’s  report,  namely  that 
the  Bernalillo  County  Medical  Society  had 
held  a number  of  meetings  during  the  year.” 
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This  is  the  first  indication  of  the  existence  of 
our  present  County  Medical  Association.  Dr. 
Hope  may  well  have  been  the  first  president 
of  our  Society. 

In  1897,  there  was  one  other  reference 
to  the  Bernalillo  County  Medical  Society  in 
the  minutes  of  the  Territorial  Medical  So- 
ciety. This  was  a resolution  in  glowing  terms 
thanking  the  Bernalillo  Society  for  hosting 
the  annual  meeting.  There  were  also  thanks 
to  the  mayor  of  Albuquerque  for  use  of  the 
city  hall  as  a meeting  place,  and  last  but 
not  least,  sincere  appreciation  of  the  efforts 
of  “the  ladies,”  which  made  the  meeting  a 
success.  At  this  time,  dues  for  the  Territorial 
Society  were  dropped  to  a dollar  a year.  New 
officers  included  president.  Dr.  J.  F.  Pearce, 
and  Secretary,  Dr.  G.  A.  Wall,  both  of  Al- 
buquerque. 

The  Duke  City  had  now  grown  from  a 
population  in  1870  of  7,000  (all  in  Old  Town) 
to  14,300  in  the  two  towns  at  the  turn  of  the 
century.  In  the  decade  from  1900  to  1910, 
names  of  physicians  began  to  appear  that 
many  of  us  recognize:  E.  E.  Osuna,  John 
Elder,  the  Bronson  brothers,  M.  K.  Wylder, 
P.  G.  Cornish,  Sr.,  father  of  the  late  Gillette 
Cornish  and  grandfather  of  Dr.  “P.  G.”;  “Red” 
Rice’s  father,  and  Jim  Wiggins’  dad  was  at 
Moriarty.  Presidents  of  the  Cormty  Society 
during  those  years  include  Drs.  Wroth,  Reidy, 
Fitzgerald,  Spargo,  Wylder,  Pearce,  Easter- 
day.  Elder,  and  Cornish,  Sr.  The  first  coroner 
was  Dr.  Russ  from  Old  Town.  The  first 
Public  Schools  Board  was  Dr.  Wroth,  Dr. 
E.  N.  Wilson,  and  Dr.  Easterday.  Dr.  O.  H. 
Cairns  was  the  city  physician. 

Dr.  John  Tasher,  who  came  to  Albuquer- 
que for  his  health,  bought  the  first  electric 
coupe  in  1903.  Dr.  Wylder,  Dr.  Wroth,  and 
Dr.  Osuna  exchanged  their  one-horsepower 
buggies  for  one-horsepower,  one-cylinder 
Reos.  Dr.  Hope,  however,  still  preferred  the 
certainty  of  horsepower.  A few  two-cylinder 
cars,  new  Maxwells,  appeared  in  town.  In 
1909,  Dr.  Cornish  and  Dr.  Rice  bought  cars. 
In  spite  of  a new  car,  Dr.  Cornish  came  to  be 
known  as  one  of  the  “Four  Horsemen,” 
along  with  Dr.  Hope,  Dr.  Pearce,  and  Dr. 
Easterday. 


The  Climate  Made  The  Difference 

Part  of  the  rapid  increase  in  population 
was  due  to  our  climate.  The  high,  dry,  desert 
country  had  become  famous  as  a good  place 
to  “chase  the  cure”  of  tuberculosis,  called 
“galloping  consumption”  by  the  families  of 
those  afflicted.  The  “cure”  was  climate  and 
rest  during  a long  drawn  out  period  of  wait- 
ing and  hoping,  in  the  dryness  and  sunshine 
of  our  Southwest.  Albuquerque  became  a 
center  for  sanitaria  devoted  exclusively  to 
the  care  of  T.  B.  patients.  The  Sisters  of 
Charity  in  the  1880’s  had  converted  one  of  the 
buildings  of  the  present  St.  Vincent  Academy 
for  Girls  into  a general  hospital,  but  Albu- 
querque could  not  support  a general  hospital 
at  that  time.  In  1902,  these  same  Sisters 
planned  and  built  a Tuberculosis  Sanitarium. 
The  three-story  building  was  estimated  to 
cost  $30,000  but  actually  cost  $50,000.  It 
stands  today,  practically  leaning  temporar- 
ily against  the  new  St.  Joseph  Hospital  now 
under  construction.  It  had  a capacity  at  first 
of  about  20  or  25  beds,  for  T.  B.  cases  only. 
In  1930,  the  famous  “purple”  hospital  build- 
ing was  constructed.  It  is  interesting  to  note 
that  the  operating  room  in  the  first  surgical 
pavilion  was  furnished  by  the  Bernalillo 
County  Medical  Society. 

In  1908,  the  Mission  Board  of  the  Presby- 
terian Church  bought  a small  building  at  the 
corner  of  Oak  Street  and  East  Central  to 
serve  as  a T.  B.  sanitarium  for  patients  who 
were  coming  from  all  over  the  country.  Not 
until  1917,  did  the  hospital  enlarge  and  be- 
come a general  hospital,  but  it  then  started 
on  the  program  that  has  resulted  in  the  con- 
tinuously growing  Presbyterian  Medical  Cen- 
ter. 

By  1910,  East  Central  Avenue  from  Broad- 
way to  Yale  could  have  been  known  as  “T. 
B.  Avenue.”  The  Methodists  had  a main 
building  and  cottages  where  Galles  Motor 
Company  is  today.  In  1908,  Dr.  Abraham 
Shortle,  Sam  Shortle’s  father,  opened  the  Al- 
buquerque Sanitarium  on  East  Gold.  Later, 
these  buildings,  and  the  cottages  on  the  slope 
down  to  East  Central,  were  purchased  by 
the  Lutherans  and  then  in  turn  by  the  na- 
tional Greek  Fraternal  group,  Ahepa,  for  use 
by  their  T.  B.  patients.  Drs.  Murphy  and 
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Mulky  had  a private  sanitarium,  including 
numerous  cottages,  on  East  Coal.  This  place 
was  later  St.  John’s  Hospital.  The  buildings 
remain  today  as  the  Alta  Vista  Apartments 
in  the  800  block  of  East  Coal.  Most  patients 
in  all  sanitaria  in  Albuquerque  were  placed 
in  small,  separate,  one-room  cottages  with 
the  upper  half  made  of  screens  covered  with 
canvas. 

There  were  sanitaria  scattered  through- 
out the  State  and  at  the  peak,  there  were 
probably  15,000  cases  of  tuberculosis  out  of 
a State  population  of  400,000.  The  greatest 
concentration  of  beds  for  the  care  of  these 
victims  of  the  “white  plague”  were  in  Albu- 
querque— probably  about  300.  It  is  estimated 
that  there  were  some  3,000  cases  of  T.  B.  in 
the  city,  not  all  of  them  needing  to  be  in 
sanitaria. 

Besides  the  institutions  mentioned,  there 
were  other  hospitals  in  the  city  for  care  of 
surgical  and  internal  medical  cases.  The 
Womens’  and  Childrens’  Hospital  on  East 
Central  was  founded  by  Drs.  Rice,  Mc- 
Landress,  Van  Atta,  Royer,  Brehmer,  and 
others.  It  was  a general  hospital  which  also 
provided  care  for  T.  B.  patients  in  a small 
separate  building.  The  Santa  Fe  Hospital  for 
railroad  employees  was  located  first  on  South 
Broadway  on  the  east  side  of  the  street  in  the 
800  block  just  north  of  St.  Xavier  Church. 
The  building  remains  today  as  the  Convent 
and  School  of  the  parish  church.  This  first 
A.  T.  & S.  F.  Hospital  was  replaced  by  the 
present  building  on  East  Central.  Dr.  J.  P. 
Raster,  Santa  Fe  surgeon,  was  very  active 
in  the  early  years  of  the  Bernalillo  County 
Medical  Society.  Dr.  Cornish,  Sr.,  Dr.  W.  R. 
Lovelace,  I,  and  Dr.  H.  W.  Goelitz  were  other 
prominent  Santa  Fe  Hospital  doctors. 

The  list  of  physicians  in  the  1907-08  Al- 
buquerque Directory  numbered  41.  Their 
offices  were  in  the  N.  A.  Armijo  building, 
still  standing  on  the  corner  of  2nd  and 
Central,  the  Whiting  building  on  the  corner 
of  Gold  and  South  2nd,  and  the  Barnett  and 
Occidental  buildings.  A number  of  doctors 
had  offices  in  hotels  and  others,  in  their 
homes.  Specialists  included  surgeons,  chest 
physicians,  E.  E.  N.  & T.,  diseases  of  women; 
the  rest  were  presumably  general  practi- 
tioners. Names  of  this  period  should  be  quite 


familiar  to  those  of  you  who  came  to  Albu- 
querque before  World  War  II:  Drs.  Mulky, 
Peters,  Meachem,  Van  Atta,  McLandress, 
Royer,  Hannett,  Woolston,  Thearle,  Clayton, 
and  Bill  Cohenour’s  father.  Dr.  Evelyn  Fris- 
bie  has  the  distinction  of  having  been  the 
only  woman  physician  who  was  president  of 
both  County  and  State  Medical  Societies. 

Dr.  Lovelace  I,  uncle  of  the  late  Randy 
Lovelace,  Dr.  Lassetter,  father  of  Ed  Lasset- 
ter,  and  Dr.  Dan  Lamon  founded  the  Lovelace 
Clinic  in  1922.  Other  doctors  joined  the 
Clinic  in  subsequent  years;  among  the  first 
were  Dr.  Elliot,  Dr.  Miles,  and  Dr.  Johns, 
Bill  Johns’  father.  Fine  physicians  of  this 
era,  still  living  in  Albuquerque,  but  not  prac- 
ticing, are  Drs.  Mendelson  and  Stewart.  Still 
going  to  their  offices  and  actively  practicing 
are  Drs.  J.  E.  J.  Harris,  H.  L.  Brehmer, 
Emmett  Royer,  W.  R.  Lovelace,  I,  and  Ben 
Roberts,  father  of  Jack  Roberts.  The  author 
is  officially  retired,  but  goes  to  an  office 
every  day  and  has  a son,  Scott  Adler,  and  a 
sister.  Dr.  Eleanor  Adler,  in  practice. 

Membership  in  our  Bernalillo  County 
Medical  Society  ranged  from  a high  of  55 
in  1920  to  an  average  of  46  during  the  war 
years.  It  is  now  365.  The  State  Society  cur- 
rently has  761  members  out  of  800  M.D.’s  in 
the  State.  The  tremendous  jump  in  the  popu- 
lation of  Albuquerque  in  the  ’50’s  and  ’60’s 
resulted  in  an  equally  substantial  increase  in 
the  physician  population. 

This  was  to  be  a history  of  the  medical 
past  in  the  areas  of  Old  Town  and  New  Town, 
Albuquerque.  Truly  there  has  been  romance 
in  the  unique  and  fascinating  story  of  early 
care  of  the  sick  in  our  part  of  the  valley  of 
the  Rio  Bravo.  It  is  with  pride  that  we  note 
the  progress  made  over  four  centuries  in  the 
quality  and  extent  of  medical  services.  We 
have  welcomed  the  increased  number  of 
trained  men  and  women  physicians  who  have 
settled  here.  We  can  be  proud  of  the  medical 
traditions  of  the  oast  and  equally  proud  of 
the  contributions  to  medical  care  of  the  sick 
by  the  current  members  of  the  Bernalillo 
County  Medical  Association.  We  practice  our 
profession  in  a wonderful  part  of  the  world, 
in  an  almost  ideal  climate,  with  cultural  ad- 
vantages and  outdoor  recreation  available. 
Truly,  as  doctors,  we  are  fortunate.  • 
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Psychiatric  drugs,  1967 


Walter  W.  Winslow,  MD,  and  Walter  N.  Stone,  MD,  Albuquerque,  N.  M. 


A summary  of  the  present  status  of  drugs 
used  in  the  treatment  of  psychoses, 
anxiety,  and  depression. 


In  1954  THE  TREATMENT  of  psychiatric  dis- 
orders was  greatly  altered  with  the  intro- 
duction of  the  drug  chlorpromazine  (Thora- 
zine). This  discovery  triggered  an  intensive 
search  for  more  effective  psychiatric  drugs 
and  resulted  in  the  production  and  market- 
ing of  many  new  compounds.  These  new 
drugs  became  known  generally  as  tranquil- 
izers. 

Tranquilizers  may  be  divided  into  major 
and  minor  groupings.  The  major  tranquil- 
izers, in  general,  have  antipsychotic  proper- 
ties and  the  minor  tranquilizers,  antianxiety 
properties.®’”’^®  Although  not  tranquilizers 
in  the  strict  sense  a group  of  drugs  known 
as  antidepressants  have  also  become  an  im- 
portant part  of  modern  psychiatric  drug  treat- 
ment. 

Major  Tranquilizers 

The  major  tranquilizers  are  used  primar- 
ily in  the  treatment  of  psychotic  disorders 
and  more  properly  should  be  referred  to  as 
anti-psychotic  drugs  rather  than  major  tran- 
quilizers. The  phenothiazine  compounds  are 
the  most  commonly  prescribed  drugs  in  the 
major  tranquilizer  grouping  with  chlorpro- 
mazine (Thorazine)  representing  the  first 
as  well  as  the  most  popularly  prescribed 
phenothiazine.  The  phenothiazines  can  be 
sub-divided  into  three  major  groups — the 
aliphatics  (e.g.  chlorpromazine),  the  piperi- 
dines (e.g.  thioridazine)  and  the  piperazines 
(e.g.  trifluoperazine).  For  a more  detailed 

*Dr.  Winslow  is  Assistant  Professor  of  Psychiatry,  Uni- 
versity of  New  Mexico,  Albuquerque,  New  Mexico,  and 
Chief  of  Psychiatry,  Albuquerque  Veterans  Administra- 
tion Hospital.  Dr.  Stone  is  Assistant  Professor  of  Psychi- 
atry, University  of  Cincinnati,  Cincinnati,  Ohio,  and  Staff 
Psychiatrist,  Cincinnati  Veterans  Administration  Hospital. 


classification  of  the  commonly  prescribed  ma- 
jor tranquilizers  refer  to  Table  1. 

More  recently  the  thioxanthenes  and  the 
butyrophenones,  both  non-phenothiazines, 
have  been  reported  to  have  antipsychotic 
properties  and  should  be  included  in  the  ma- 
jor tranquilizer  group  of  the  psychiatric 
drugs.  Chlorprothixene  (Taractan)  is  an  ex- 
ample of  a thioxanthene  and  Haloperidol 
(Haldol)  an  example  of  a butyrophenone 
derivative.®  Whether  these  drugs  will  be  as 
effective  as  the  phenothiazines  in  the  treat- 
ment of  the  psychoses  will  be  determined 
only  after  further  clinical  trials  are  con- 
ducted. 

The  rauwolfia  derivatives  are  only  rarely 
used  as  major  tranquilizers  at  this  time. 

The  phenothiazines,  after  14  years  of  clin- 
ical use  and  well  controlled  experimental 
studies,  have  been  well  established  as  effec- 
tive drugs  in  the  treatment  of  the  psychoses. 
Chlorpromazine  (Thorazine)  is  one  of  the 
most  frequently  prescribed  drugs  in  this 
country  despite  the  fact  that  it  was  the  first 
phenothiazine  introduced  and  many  other 
phenothiazines  have  been  marketed  in  the 
interim. 

The  phenothiazine  compounds  are  not  only 


TABLE  1 

MAJOR  TRANQUILIZERS 


Generic  Name 
Reserpine 


A.  Rauwolfia 
Derivatives 

B.  Phenothiazines 

1.  Aliphatics 

2.  Piperidines 

3.  Piperazines 


C.  Thioxanthenes 


D.  Butyrophenones 


Chlorpromazine 

Promazine 

Triflupromazine 

Thioridazine 

Acetophenazine 

Carphenazine 

Prochlorperazine 

Perphenazine 

Trifluoperazine 

Fluphenazine 

Chlorprothixene 

Thiothixine 

Clopenthixol 

Haloperidol 

Triperidol 

Trifluperidol 


Trade  Name 
Serpasil 


Thorazine  (SKF) 
Sparine  (Wyeth) 
Vesprin  (Squibb) 
Mellaril  (Sandoz) 
Tindal  (Schering) 
Proketazine 
(Wyeth) 

Compazine  (SKF) 
Trilafon 
(Schering) 
Stelazine  (SKF) 
Prolixin  (Squibb ) 
Permitil  (White) 
Taractan  (Roche) 

( experimental) 
(experimental) 
Haldol  (McNeil) 

( experimental ) 

( experimental ) 
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effective  in  the  acute  phases  of  psychoses  but 
evidence  continues  to  mount  which  demon- 
strates that  adequate  drug  maintenance  fol- 
lowing discharge  from  hospital  actually  de- 
creases the  re-admission  rate  of  schizophrenic 
patients.  There  is  evidence  to  believe  that 
the  phenothiazines,  prescribed  in  adequate 
maintenance  doses  and  taken  by  the  patient 
as  recommended  by  the  physician,  actually 
prevents  hospitalization,  not  just  postpones 
it. 

However,  the  failure  on  the  part  of  the 
patient  to  continue  taking  the  drugs  as  pre- 
scribed once  he  becomes  an  outpatient  is  a 
major  problem.  Some  studies  have  shown 
that  approximately  one-half  of  psychiatric 
outpatients  fail  to  take  their  drugs  as  pre- 
scribed.^^ Certainly  post-hospital  drug  regi- 
mens should  be  as  simple  as  possible.  Com- 
plicated drug  regimens  are  doomed  to  failure. 
This  suggests  the  need  to  develop  community- 
based  resources  for  the  effective  long-term 
follow-up  and  drug  supervision  of  discharged 
schizophrenic  patients.® 

One  effective  drug  maintenance  program 
has  been  recommended  by  Ban.^  He  recom- 
mends the  giving  of  a daily  maintenance  dose 
of  one-half,  or  less,  of  the  amount  of  drug 
required  to  control  the  acute  phase,  continu- 
ing the  phenothiazine  for  one  year  following 
the  first  illness,  two  years  following  the  sec- 
ond, and  indefinitely  following  the  third 
psychotic  episode. 

A long-acting  phenothiazine,  fluphenazine 
enanthate  (Prolixin)  has  recently  been  intro- 
duced which  provides  adequate  blood  levels 
when  given  bi-weekly  by  intramuscular  in- 
jection. This  may  be  a partial  answer,  at  least 
in  some  patients,  but  further  clinical  trials 
are  needed  to  establish  the  effectiveness  of 
this  method  in  an  outpatient  program. 

Most  of  the  phenothiazines  are  effective 
when  given  once  or  twice  daily,  particularly 
for  maintenance,  but  tradition  seems  to  favor 
t.i.d.  or  q.i.d.  administration.  Phenothiazines 
should  not  be  discontinued  prematurely. 
Exacerbations  of  psychiatric  symptoms  fre- 
quently will  occur  between  the  fourth  and 
twelfth  week  following  discontinuance  of 
medication;  another  indication  for  the  need 
of  long-term  drug  follow-up. 


Many  studies  have  been  done  comparing 
one  phenothiazine  with  another  but  there 
remains  little  experimental  evidence  that  one 
drug  is  specifically  more  effective  than  an- 
other. All  are  more  effective  than  a placebo. 
Most  phenothiazines,  given  in  adequate  doses 
are  effective  in  the  treatment  of  the  psychoses 
and  every  clinician  prescribing  these  drugs 
should  familiarize  himself  with  one  or  two 
phenothiazines  and  stay  with  these  until  fur- 
ther clinical  evidence  demonstrates  that  an- 
other drug  is  superior.  Skill  and  experience 
with  one  or  two  phenothiazines  are  far  more 
important  than  a trial  and  error  method  of 
attempting  to  find  a specific  phenothiazine 
for  a specific  patient.  Phenothiazines  pre- 
scribed for  neuroses  are  of  limited  value.  Side 
effects  usually  encourage  the  patient  to  dis- 
continue the  medication. 

What  about  combinations  of  phenothia- 
zines? There  is  little  evidence  that  two  or 
more  phenothiazines  prescribed  in  combina- 
tion are  more  effective  than  one  used  separ- 
ately. In  some  instances,  particularly  in  agi- 
tated depression,  a phenothiazine  and  an 
antidepressant  prescribed  in  combination  is 
effective. 

Serious  adverse  side  effects  are  not  com- 
mon, particularly  when  it  is  realized  how  ex- 
tensively these  drugs  are  prescribed.  Over- 
sedation may  occur  early  but  usually  sub- 
sides in  three  or  four  days.  Extrapyramidal 
symptoms  are  probably  the  most  common 
side  effects  but  can  readily  be  controlled  by 
decreasing  the  drug  or  prescribing  one  of  the 
anti-Parkinson  drugs.  Autonomic  nervous 
system  symptoms  such  as  hypotension,  tachy- 
cardia, blurred  vision,  nasal  congestion  or  in- 
hibition of  ejaculation  may  occur.  Toxic  or 
allergic  reactions  including  cholestatic  jaun- 
dice, agranulocytosis,  thrombocytopenic  pur- 
pura, contact  dermatosis  and  photosensitivity 
occur  infrequently. 

More  recently  an  unusual  melanin  pig- 
mentation of  the  skin,  cornea  and  lens  has 
been  reported  and  has  been  called  “the  skin 
eye  syndrome  ” This  syndrome  results  from 
long-term,  high  dosage  administration  par- 
ticularly of  chlorpromazine,  but  may  occur 
with  a number  of  other  phenothiazines.® 
Sudden  deaths  occurring  in  patients  on  high 
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dosages  of  phenothiazines  have  been  report- 
ed, and  even  though  some  of  these  deaths 
were  attributed  to  asphyxia  from  regurgita- 
tion and  inhalation  of  gastro-intestinal  con- 
tents, other  deaths  were  attributed  to  intra- 
myocardial  lesions/^  A physician  who  pre- 
scribes these  drugs  should  be  alert  to  all  of 
the  known  side  effects  so  they  will  be  recog- 
nized early  and  appropriate  treatment  insti- 
tuted. 

Minor  Tranquilizers 

Anxiety  is  not  a specific  reaction  for  any 
particular  emotional  disorder.  There  are  a 
number  of  drugs  available  for  alleviation  or 
diminution  of  anxiety,  but  because  of  the 
many  facets  of  anxiety,  other  factors  besides 
specific  drug  action  are  important  in  evaluat- 
ing overall  treatment  effect. 

Meprobamate  (Equanil,  Miltown),  which 
was  introduced  into  general  use  in  1955,  has 
received  wide  study.  The  benzodiazepine 
compounds  (Librium,  Valium,  Serax)  have 
been  available  more  recently.  See  Table  2. 

The  initial  enthusiasm  that  these  drugs 
would  be  the  panacea  for  treatment  of  anxiety 
was  followed  by  a period  of  skepticism  that 
they  were  no  more  effective  than  a placebo. 
More  recent  studies  have  indicated  that  these 
drugs  will  reduce  anxiety  when  compared 
with  a placebo.^® 

Drowsiness  is  the  most  commonly  reported 
side  effect  which  usually  appears  early  in 
treatment  and  disappears  as  treatment  con- 
tinues. Tremor,  ataxia,  and  abdominal  dis- 
comfort are  reported  less  frequently;  severe 
ataxia  may  occur  more  frequently  in  older 
patients.  The  benzodiazepine  compounds  may 
also  produce  orthostatic  hypotension  and  re- 
tarded ejaculation.  The  uncommon  but  seri- 
ous problem  of  habituation  and  addiction  of 
patients  to  minor  tranquilizers  is  well  known. 
Convulsions  on  withdrawal  are  a disturbing 
consequence  of  habituation. 

In  summary,  the  minor  tranquilizers  are 
useful  in  control  of  anxiety  in  some  patients. 
Because  of  the  non-specific  nature  of  anxiety, 
and  because  of  the  multitude  of  symptoms 
which  fall  under  the  rubric  of  anxiety,  the 
specific  response  in  any  individual  patient 
is  not  predictable.  The  choice  of  drug  also 
would  depend  mainly  on  the  relatively  minor. 


but  disturbing  side  effects.  The  alternatives 
of  continuing  the  drug  at  the  same  level  for 
a short  period  of  time  to  allow  the  patient 
to  adjust  to  the  drug,  reducing  the  dosage,  or 
changing  to  a different  minor  tranquilizer 
usually  suffice  in  controlling  these  side  ef- 
fects. 


TABLE  2 

MINOR  TRANQUILIZERS 


A.  Propanediol 
Derivatives 


B.  Benzodiazepine 
Compounds 

C.  Miscellaneous 


Generic  Name 
Meprobamate 

Tybamate 

Chlordiazepoxide 

Diazepam 

Oxazepam 

Hydroxyzine 


Trade  Name 
Miltown 
(WaUace) 
Equanil  (Wyeth) 
Solacen  (Wallace) 
Librium  (Roche) 
Valium  (Roche) 
Serax  (Wyeth) 
Vistaril  (Pfizer) 
Atarax  (Roerig) 


Antidepressants 

Medications  used  in  the  treatment  of  de- 
pressions are  readily  available  and  are  used 
widely  in  all  areas  of  the  practice  of  medi- 
cine. However,  careful  and  critical  use  of 
these  drugs  requires,  as  with  any  potent  medi- 
cation, familiarity  with  the  indications  for 
their  use,  spectrum  of  action,  and  side  effects. 

The  diagnosis  of  the  typical  clinical  de- 
pression is  not  a difficult  problem  but  the 
wide  variation  in  behavioral  and  psycho- 
physiological  responses  which  patients  pre- 
sent as  either  their  primary  complaints  or 
as  concomitants  of  their  depression,  leads  to 
difficulties  in  diagnosis  as  well  as  in  develop- 
ment of  a classification  of  depressive  illness. 
Lehmann  has  differentiated  the  uses  of  the 
word  depression;  noting  it  is  used  as  a de- 
scriptive term,  a symptom,  or  a psychiatric 
disease  with  a spectrum  of  related  symp- 
toms.^® This  varied  use  of  the  term  depres- 
sion has  made  it  difficult  to  determine  the 
nature  of  the  treatment  in  many  of  the  clin- 
ical studies.  In  addition,  the  well-known 
remitting  character  of  depressive  illness 
either  spontaneously  or  with  brief  suppor- 
tive-relationship therapy  has  further  ob- 
scured the  precise  nature  of  drug  effects.  At 
the  present  state  of  knowledge  of  drug  action, 
the  various  classification  of  depressive  ill- 
ness offer  no  clear-cut  criteria  or  symptom 
constellations  which  would  permit  accurate 
prediction  of  which  patient  will  respond  to 
which  drug. 

Historically  there  have  been  three  major 
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developments  in  the  drug  treatment  of  de- 
pressions: (1)  amphetamines,  (2)  monoa- 
mine oxidase  inhibitors,  (3)  tricyclic  com- 
pounds. See  Table  3. 


A.  Amphetamines 


B.  Monoamine 
Oxidase 
Inhibitors 
1.  Hydrazine 
Compounds 


2.  Nonhydrazine 
Compounds 
C.  Tricyclic 
Compounds 


TABLE  3 

ANTIDEPRESSANTS 
Generic  Name 
Dextroampheta- 
mine 

Methampheta- 
mine 


Nialamide 

Isocarboxazid 

Phenelzine 

Tranylcypromine 

Imipramine 

Desipramine 


Amitriptyline 

Nortriptyline 


Trade  Name 
Dexidrine  (SKF) 

Methedrine 

(BW&Co) 


Niamid  (Pfizer) 
Marplan  (Roche) 
Nardil  (Warner- 
Chilcott) 

Parnate  (SKF) 
Tofranil  (Geigy) 
Pertofrane 
(Geigy) 
Norpramin 
(Lakeside) 
Elavil  (MSD) 
Aventyl  (Lilly) 


The  first  drug  treatment  was  with  am- 
phetamines, synthetic  derivatives  of  epine- 
pherine.  These  compounds  increased  energy 
and  were  useful  in  patients  with  mild  de- 
pressions. Patients  who  received  these  drugs 
would  have  a temporary  increase  in  energy, 
would  feel  more  capable  of  working,  but 
would  be  subject  to  a let  down  after  the 
duration  of  action  of  the  amphetamines.  In 
addition,  the  rapid  development  of  tolerance 
and  the  tendency  toward  habituation  has 
diminished  the  therapeutic  usefulness  of 
these  drugs. 

The  observation  that  some  patients  who 
received  iproniazid  as  part  of  the  treatment 
for  tuberculosis  became  hyperactive,  led  to 
studies  of  compounds  which  may  act  clini- 
cally through  the  inhibition  of  monoamine 
oxidase.-"  Iproniazid  (Marsilid)  was  soon 
found  to  have  a high  incidence  of  severe  liver 
toxicity  and  was  removed  from  the  market 
in  the  United  States,  although  it  is  still  avail- 
able in  Great  Britain. 

The  MAO  inhibitors  presently  available 
can  be  classified  chemically  as  hydrazine  and 
nonhydrazine  compounds.  The  three  hydra- 
zine drugs  available  are  phenelzine  (Nardil), 
nialamide  (Niamid) , and  isocarboxazid 
(Marplan) . The  reported  therapeutic  ef- 
ficacy of  these  drugs  is  variable,  but  they 
seem  to  be  only  somewhat  more  effective 


than  a placebo.  The  nonhydrazine  MAO  in- 
hibitor, tranylcypromine  (Parnate),  appar- 
ently is  more  effective  than  those  in  the 
hydrazine  group. ^ The  overall  improvement 
rate  for  MAO  inhibitors  compared  to  that 
achieved  with  the  tricyclic  compounds  is  not 
as  great,  yet  in  certain  instances  the  MAO 
inhibitors  may  be  more  helpful.  These  may 
include  depressions  with  atypical  features, 
including  obsessional  ideation,  phobic  anxie- 
ty, or  possibly  pseudoneurotic  schizophren- 
ia.^® 

Common  side  effects  include  dry  mouth, 
blurred  vision,  orthostatic  hypotension,  ankle 
edema,  sleep  disturbances  and,  rarely,  hypo- 
manic  behavior.  Most  of  these  symptoms  can 
be  controlled  with  reduction  in  the  amount 
of  medication.  The  incidence  of  the  serious 
cardiovascular  toxic  effects  with  the  MAO 
inhibitors,  especially  tranylcypromine  (prob- 
ably because  it  is  used  more  frequently)  has 
not  been  great,  but  the  serious  nature  of  hy- 
pertensive crises  and  cerebrovascular  hemor- 
rhage has  impressed  the  need  for  caution 
when  using  these  drugs.  Several  drugs  in- 
cluding the  amphetamines,  and  foods  con- 
taining high  quantities  of  trjrramine,  such  as 
various  cheeses,  chicken  liver,  beer,  and  Chi- 
anti wines  have  been  implicated  as  precipi- 
tants  for  the  cardiovascular  crises. 

In  1958,  R.  Kuhn,  during  a trial  of  tricyclic 
compound,  imipramine,  in  schizophrenic  pa- 
tients, noted  that  although  there  was  no 
antipsychotic  action,  some  patients  experi- 
enced a mood  elevation.^®  This  careful  obser- 
vation led  to  uncovering  another  group  of 
compounds  which  were  later  proved  to  be 
effective  in  treatment  of  depression.  Inves- 
tigations into  the  possible  mode  of  action  of 
these  drugs  has  stimulated  great  interest  in 
the  role  of  catecholamine  metabolism  in  de- 
pression. The  hypothesis  that  MAO  inhibitors 
blocked  monoamine  oxidase  action  on 
norepinepherine  and  thereby  made  norepine- 
pherine  more  available  in  the  central  nervous 
system  resulting  in  improvement  of  depres- 
sion, was  further  strengthened  by  studies 
indicating  that  imipramine  may  block  nore- 
pinephrine transport  across  the  neuronal  cell 
membrane  and  functionally  increase 
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norepinephrine  available  at  the  nerve  end- 
plates.  This  gross  over-simplification  of  some 
still  early  and  exciting  hypotheses  and  link- 
ages between  norepinephrine  metabolism  and 
depression  has  led  to  a great  increase  in  re- 
search in  depression.^®’^ 

A number  of  tricyclic  compounds  are 
available.  Imipramine  (Tofranil),  the  most 
widely  studied,  and  the  desmethyl  deriva- 
tives desipramine  (Norpramin,  Pertofrane) 
are  one  subgroup;  amitriptyline  (Elavil)  and 
its  derivative  nortriptyline  (Aventyl)  repre- 
sent another.  As  far  as  known,  these  anti- 
depressants have  very  similar  modes  of  action 
and  although  there  may  be  some  patients 
who  respond  to  one  and  not  to  another,  they 
generally  are  effective  in  both  neurotic  and 
“endogenous”  depressions.^’-^^  The  onset  of 
action  is  highly  variable  and  is  usually  de- 
layed seven  to  fourteen  days.  The  introduc- 
tion of  the  derivatives  of  imipramine  and 
amitriptyline  was  thought  to  offer  the  ad- 
vantage of  more  rapid  onset  of  action,  but  to 
date  there  has  been  no  clear-cut  evidence 
that  'this  occurs.  There  remains  a number  of 
patients  who  will  not  respond  to  these  drugs 
who  may  respond  to  convulsive  treatment. 
In  addition  because  of  the  delay  in  onset  of 
action,  patients  in  whom  there  is  a high  risk 
of  suicide  should  receive  convulsive  therapy. 

The  side  effects  of  these  compounds  re- 
late frequently  to  their  atropine-like  action. 
In  evaluating  a patient’s  symptoms,  common- 
ly noted  “side  effects”  are  present  in  most 
of  the  patients  before  the  commencement  of 
treatment  and  these  symptoms  are  errone- 
ously reported  as  due  to  drugs.®  The  com- 
mon autonomic  side  effects  include  dry  mouth, 
increased  sweating,  difficulties  with  visual 
accommodation  and  constipation.  Urinary 
retention  may  be  a problem  in  older  patients. 
Postural  hypotension  and  tachycardia  occur 
in  about  five  per  cent  of  all  cases,  and  elderly 
patients  with  pre-existing  cardiovascular 
disease  should  receive  these  drugs  with  cau- 
tion. Other  reported  effects  include  convul- 
sions, various  skin  rashes,  jaundice  (0.5%  to 
l%of  cases)  and  rare  agranulocytosis. 

The  combination  of  tricyclic  compounds 
with  MAO  inhibitors  has  been  hazardous. 
Cases  have  been  reported  in  which  severe 


dizziness,  restlessness,  hyperpyrexia,  vascular 
collapse,  and  hallucinations  have  resulted. 
Reports  from  England  have  shown  that  drugs 
in  these  two  groups  can  be  combined  in  the 
successful  treatment  of  patients  who  do  not 
respond  to  other  antidepressant  therapies,^ 
but  there  have  been  no  recent  reports  of  the 
use  of  such  combinations  in  the  United  States 
literature. 

Comparative  studies  of  tricyclic  com- 
pounds with  MAO  inhibitors  are  not  uniform 
in  finding  one  type  of  drug  superior  to  the 
other.  The  distinct  impression  remains  that 
the  tricyclic  compounds  are  more  effective  in 
severe  depressive  reactions,  and  because  of 
lesser  concern  over  significant  toxic  effects, 
the  tricyclic  compounds  are  the  initial  drugs 
of  choice  in  the  treatment  of  depression. 

The  question  of  the  duration  of  antide- 
pressant drug  therapy  has  received  consider- 
able attention  and  cannot  be  answered  defi- 
nitely at  this  time.  Continued  treatment  for 
six  months  apparently  prevents  relapse  more 
effectively  than  electroshock.^*  Follow-up 
studies  continuing  for  eighteen  months,  re- 
port no  differences  in  relapse  rate  between 
patients  continued  on  medication  and  con- 
trols.*® 
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Summary 

Many  new  psychiatric  drugs  have  been 
introduced  since  1954  and  this  increase  in  the 
number  of  available  drugs  has  sometimes  led 
to  confusion  rather  than  to  more  effective 
treatment  of  psychiatric  illnesses.  In  the 
opinion  of  the  authors  a clinician  should  be- 
come experienced  in  the  use  of  one  or  two 
drugs  in  each  major  grouping  rather  than 
to  attempt  to  prescribe,  in  a trial  and  error 
manner,  all  of  the  available  psychiatric  drugs. 

The  major  tranquilizers  are  antipsychotic 
drugs  and  generally  are  useful  in  the  psy- 
chotic disorders  only.  The  minor  tranquil- 


izers are  anti-anxiety  drugs  and  generally 
are  effective  only  in  the  non-psychotic  anxi- 
ety disorders.  Of  the  antidepressant  drugs, 
the  monoamine  oxidase  inhibitor  group  and 
the  tricyclic  group  are  both  effective  in  the  < 
treatment  of  depressive  reactions  but  the 
tricyclic  compounds  seem  to  be  the  favorites 
at  the  present  time. 

Side  effects  are  uncommon  with  all  of  I 
the  tranquilizers  but  a physician  using  these 
drugs  should  become  fsimiliar  with  all  of  the 
known  side  effects  so  he  can  make  an  early 
evaluation  and  take  the  necessary  treatment 
steps  when  an  adverse  reaction  does  occur.  • 
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Water  and  electrolyte  disturbances 

associated  with  diabetic 

ketoacidosis* 

Robert  Whang,  MD,  and  Pratap  S.  Avasthi,  MD,  Albuquerque,  N.  M. 


A review  of  the  management  of  fluid 
deficits  and  electrolyte  disturbances 
in  diabetic  ketoacidosis. 


“The  treatment  must  be  individualized 
and  must  be  energetically  and  intelligently 
conducted.  One  cannot  afford  to  sleep  or 
even  wander  far  from  the  bedside  until  the 
patient  has  recovered.”  Peters^  thus  placed 
in  clear  perspective  the  clinical  urgency  as- 
sociated with  the  management  of  diabetic 
ketoacidosis — truly  a medical  emergency.^ 
This  discussion  begins  with  the  basic  assump- 
tion that  insulin  constitutes  the  keystone  in 
the  treatment  of  diabetic  ketoacidosis.  We 
wish  to  emphasize,  however,  that  of  nearly 
equal  importance  to  insulin  in  the  treatment 
of  this  metabolic  disorder  is  the  proper  man- 
agement of  the  coexisting  fluid,  electrolyte, 
and  acid-base  distortions.  Accordingly,  this 
discussion  will  encompass  a consideration  of 
water  deficits,  alterations  in  seriun  Na,  K,  Cl 
COo,  Mg,  BUN,  and  glucose  as  is  found  in 
diabetic  ketoacidosis.  This  review  is  imder- 
taken  in  the  hope  that  it  will  be  of  assistance 
to  clinicians  in  their  management  of  this 
complex,  multifactorial  metabolic  disorder. 

1.  Water  Deficits:  Estimates  of  water  defi- 
cits in  diabetic  ketoacidosis  approximate  100 
cc/Kg.  of  body  weight.^*  This  deficit  is  shared 
by  both  the  extracellular  and  intracellular 
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compartments.*  Genesis  of  this  dehydration 
can  be  ascribed  to:  (1)  hyperventilation  ac- 
companying diabetic  ketoacidosis,  (2)  inap- 
propriate losses  of  water  despite  progressive 
dehydration  as  a consequence  of  the  osmotic 
drive  of  glycosuria,®  and  (3)  gastrointestinal 
losses  incurred  from  emesis.  Losses  incurred 
during  ketoacidosis,  other  than  that  derived 
from  vomitus,  which  is  isotonic,  are  signifi- 
cantly hypotonic  with  respect  to  Na — urine 
contains  sodium  at  a level  considerably  lower 
than  that  found  in  serum,  insensible  losses 
including  the  Kussmaul  respiration  of  keto- 
acidosis result  in  water  deficits  alone,  and 
sweat  is  hypotonic.®  Several  points  of  clinical 
importance  may  be  derived:  (1)  Solutions 
hypotonic  in  respect  to  their  Na  content  are 
preferable  in  the  treatment  of  diabetic  keto- 
acidosis in  view  of  the  fact  that  losses  of 
water  exceed  that  for  Na.  Persistence  in  ad- 
ministering isotonic  Na  solutions  may  result 
in  hypernatremia.  (2)  Deficits  of  water  are 
significant  in  ketoacidosis  (e.g.  in  a 70  Kg 
patient,  at  a water  deficit  of  100  cc/Kg  the 
total  deficit  equals  7 liters) . 

2.  Serum  Sodium:  The  importance  of  Na 
and  its  accompanying  anions,  principally  Cl 
has  been  stressed  in  relation  to  its  primacy 
in  determining  extracellular  tonicity  as  well 
as  volume.’^  An  estimate  of  extracellular  (and 
indirectly  intracellular)  tonicity  may  be  ob- 
tained by  multiplying  the  concentration  of 
serum  Na  by  2 (e.g.  normally,  Na=140 

mEq/L  x 2=280  + 10=290  m Osm/Kg.). 
Significant  Na  deficits  are  associated  with 
contraction  of  extracellular  fluid  volume  and 
if  sufficiently  severe,  hyponatremia.®  Al- 
though in  the  presence  of  diabetic  ketoacido- 
sis, Na  deficits  have  been  estimated  at  8 
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mEq/Kg  of  body  weight,®  hyponatremia  may 
not  reflect  hypotonicity  but  in  fact  may  be 
detected  in  the  presence  of  hypertonicity. 
In  diabetic  ketoacidosis,  the  serum  Na  con- 
centration may  be  proportionately  decreased 
as  a consequence  of  the  mobilization  of  cell 
water  into  the  extracellular  compartment  in 
response  to  the  hyperosomoticity  exerted  by 
the  elevated  glucose  concentration.®  For 
every  180  mgm%  excess  in  serum  glucose 
concentration,  serum  osmolality  is  increased 
approximately  10  m Osm/Kg.  In  addition  to 
significant  hyperglycemia,  another  source  of 
spurious  hyponatremia  in  diabetic  ketoacido- 
sis is  the  hyperlipemia  which  can  accompany 
uncontrolled  diabetes  mellitus.®  Displace- 
ment of  serum  water  by  the  elevated  lipid 
fraction  accounts  for  spuriously  lowered 
serum  Na  concentrations.'^  In  one  series, 
67  per  cent  of  patients  with  ketoacidosis  en- 
tered with  decreased  serum  Na  levels,  26 
per  cent  were  normal  and  7 per  cent  were 
elevated.^®  The  following  points  are  empha- 
sized (1)  Significant  deficits  of  Na  exist  in 
diabetic  ketoacidosis,  (2)  “pseudo-hypona- 
tremia” may  be  detected  as  a consequence  of 
significant  hyperglycemia  and/or  hyperlipi- 
demia, (3)  significant  h3rpertonicity  and 
“pseudohyponatremia”  may  coexist  in  dia- 
betic ketoacidosis  as  a consequence  of  hyper- 
glycemia. 

3.  Serum  Potassium:  On  admission,  serum 
K concentration  is  usually  normal  or  ele- 
vated.^® In  contrast  to  the  predominant  extra- 
cellular cation,  Na,  K is  the  major  intracel- 
lular cation.  It  is  currently  held  that  the 
asymmetrical  distribution  of  K within  cells 
and  Na  without,  is  maintained  by  a meta- 
bolically  driven  cationic  pump  present  within 
the  cell  membrane.^^  Recently,  two  deaths 
in  diabetic  ketoacidosis  were  recorded’^*  in 
which  cerebral  edema  was  uniformly  ob- 
served on  postmortem  examination.  It  was 
postulated  that  inappropriate  amounts  of  Na 
accumulated  within  cerebral  cells,  resulting 
in  back  diffusion  of  water,  cerebral  edema 
and  death.  These  cases  may  exemplify  one 
of  the  consequences  of  a malfunctioning 
cationic  “pump.” 

The  genesis  of  the  hyperkalemia  asso- 
ciated with  diabetic  ketoacidosis  is  based  on 


several  factors  (1)  translocation  of  cellular 
K in  response  to  metabolic  acidosis^®,  (2) 
depression  of  renal  function  as  a consequence 
of  dehydration  with  a decrease  in  the  K for 
Na  exchange  at  a distal  site  of  the  nephron.^'* 
Despite  the  initial  presence  of  hyperkalemia, 
it  should  be  clearly  emphasized  that  K defi- 
cits in  diabetic  ketoacidosis  are  significant 
and  have  been  estimated  at  6 mEq/Kg  of 
body  weight.®  The  extent  and  severity  of  K 
depletion  which  may  be  present  is  illustrated 
by  the  onset  of  cardiac  conduction  defects 
and  respiratory  paralysis  in  a patient  in  dia- 
betic ketoacidosis  as  a consequence  of  deple- 
tion of  this  cation.^®  Experimental  data  in- 
dicate that  tissue  K levels  are  significantly 
decreased  in  alloxanized  rats  in  ketoacidosis.^® 
Thus,  the  K deficiency  associated  with  dia- 
betic ketoacidosis  can  be  ascribed  to:  (1) 
continuing  losses  by  way  of  the  kidneys,  (2) 
decreased  intake,  (3)  extrarenal  losses  of  K 
(e.g.  emesis)  and  translocation  of  cell  K as 
a consequence  of  the  metabolic  acidosis.  It 
is  apparent  that  once  urine  flow  has  been 
clearly  established,  rehydration  instituted, 
and  hyperkalemia  dissipated  in  response  to 
therapy,  provision  of  K is  indicated,  for  with 
amelioration  of  the  acidosis^^  as  well  as  the 
action  of  insulin  and  glucose"^®  in  restoring 
K to  cells,  a decrease  in  serum  K concentra- 
tion may  be  anticipated. 

4.  Serum  Chloride:  Chloride  levels  are 
usually  normal  or  elevated  in  diabetic  keto- 
acidosis but  can  also  be  decreased.^®  Deficits 
of  Cl  have  been  described  approximating  5 
mEq/Kg.®  Sprague  et  al.  have  noted  that  dur- 
ing development  of  acidosis  Cl  as  well  as 
Na  is  lost  in  large  quantities  in  the  urine  and 
in  certain  cases  by  way  of  the  gastrointes- 
tinal tract  as  a consequence  of  severe  eme- 
sis.^® These  authors  allude  to  the  possibility 
that  should  h5q)erchloremia  be  allowed  to 
develop  during  therapy,  correction  of  the 
acidosis  may  be  delayed.  Replenishment  of 
Cl  is  important  in  the  light  of  recent  obser- 
vations relating  to  correction  of  acid-base 
disturbances  associated  with  K depletion.®® 
In  general,  provision  of  hypotonic  saline  solu- 
tions in  therapy  of  diabetic  ketoacidosis  has 
provided  sufficient  Cl. 

5.  Total  COo  content:  The  serum  total 
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COo  content  is  uniformly  decreased  in  dia- 
betic ketoacidosis.^®  In  ketoacidosis,  B oxy- 
butyric  acid  production  is  overwhelming  and 
may  approximate  1000-2000mM  per  24  hours. 
This  influx  of  H+  ions  in  ketoacidosis  stands 
in  marked  contrast  to  the  50-100  mM  derived 
under  normal  conditions. Coupled  with  the 
overproduction  of  H ions  is  the  fact  that 
glomerular  filtration  rate  and  renal  plasma 
flow  are  both  decreased  in  the  presence  of 
dehydration  thus  impairing  the  ability  of 
the  kidneys  to  dissipate  the  acid  load.^®  The 
mechanisms  alluded  to  above  outline  the 
genesis  of  the  significant  metabolic  acidosis 
associated  with  uncontrolled  diabetes  mel- 
litus.  There  is  little  question  that  significant 
and  life-threatening  decreases  in  pH  can 
occur  in  the  presence  of  diabetic  ketoacidosis. 
Addis  et  al.  noted  pH  readings  of  6.92,  6.94, 
7.03,  and  6.85  in  3 patients.-^  These  authors 
advocate  aggressive  alkalinization  in  the 
treatment  of  ketoacidosis-200  mEq  NaHCOg 
immediately  and  100  mEq  repeated  if  neces- 
sary to  rapidly  ameliorate  the  metabolic 
acido'sis.  In  addition  to  severe,  potentially 
life-threatening  changes  in  pH,  another  rea- 
son for  considering  rather  rapid  partial  cor- 
rection of  the  metabolic  acidosis  with  bicar- 
bonate administration,  is  the  experimental 
and  clinical  evidence  that  metabolic  acidosis 
impairs  the  action  of  insulin.  Guest  et  al. 
studying  intact  and  eviscerated  dogs  demon- 
strated an  impairment  in  the  action  of  insulin 
in  the  presence  of  metabolic  acidosis.^®  Cohen 
et  al.  noted  that  during  the  initial  12  hours  of 
treatment,  in  the  presence  of  moderate  acid- 
osis (CO2>10)  an  average  of  376  units  of 
insulin  were  utilized.  In  contrast,  with 
severe  acidosis  (CO2<10),  606  units  were 
employed.^®  Phear  observed  that  in  severely 
ketotic  patients,  response  to  insulin  correlated 
with  blood  pH  and  bicarbonate  levels  with 
clear  evidence  that  acidosis  impaired  the  ac- 
tion of  insulin  on  glucose  utilization.^’’  Employ- 
ment of  bicarbonate  is  preferred  because  of 
its  directness  and  rapidity  of  action,  not 
being  dependent  on  metabolic  pathways,  as 
is  lactate,  for  its  alkalinizing  effect.^®  Other 
reasons  for  preferring  bicarbonate  to  lactate 
as  the  alkalinizing  agent  include  the  rela- 
tively rare  occurrence  of  lactic  acidosis  in 


patients  with  diabetes  receiving  phenformin 
hydrochloride-®  as  well  as  the  de  novo  occur- 
rence of  lactic  acidosis.®®  In  our  opinion,  the 
most  imperative  situation  requiring  aggres- 
sive alkali  therapy  in  diabetic  ketoacidosis  is 
the  onset  of  circulatory  collapse.  Schechter 
et  al.  emphasized  the  importance  of  restora- 
tion of  circulating  volume  in  the  presence  of 
ketoacidosis  and  shock.®^  Howarth  et  al. 
ascribed  the  decreased  blood  pressure  in 
ketoacidosis  to  a greatly  decreased  total  pe- 
ripheral resistance  in  view  of  the  fact  that 
cardiac  output  was  not  found  to  be  de- 
creased.®® We  emphasize  the  urgency  of  bi- 
carbonate administration  in  the  management 
of  patients  with  ketoacidosis  whose  course  is 
complicated  by  shock  for  the  following  rea- 
sons: (1)  The  metabolic  acidosis  present  in 
diabetic  acidosis  per  se  can  be  profound  and 
life-threatening,®^  (2)  circulatory  collapse  is 
accompanied  by  the  rapid  onset  of  metabolic 
acidosis.®®’®*  Because  of  the  possibility  that 
the  cumulative  effect  of  both  diabetic  acidosis 
and  the  acidosis  accompanying  circulatory 
collapse  may  result  in  lethal,  overwhelming 
acidosis  it  is  our  view  that  shock  complicat- 
ing the  course  of  diabetic  ketoacidosis  repre- 
sents the  clearest  indication  for  the  employ- 
ment of  bicarbonate. 

6.  Blood  Urea  Nitrogen:  Seventy  per  cent 
in  one  series  of  patients  in  ketoacidosis  en- 
tered with  elevated  BUN  levels.*®  Azotemia 
in  ketoacidosis  reflects  several  different  fac- 
tors: (1)  the  severe  catabolic  state  present  in 
ketoacidosis,  (2)  dehydration  and  the  conse- 
quent decrease  in  renal  perfusion,  and  (3) 
rarely,  acute  renal  injury  and  insufficiency. 
Trever  et  al.  described  3 out  of  476  patients 
in  ketoacidosis  who  manifested  progressive 
azotemia  and  suggested  that  their  cases  may 
have  represented  renal  failure  secondary  to 
ischemia.®®  A case  of  overt  acute  tubular 
necrosis  associated  with  diabetic  ketoacidosis 
has  been  described.®®  In  the  vast  majority 
of  cases,  however,  unless  these  has  been  pre- 
existing renal  impairment,  the  azotemia  is 
dissipated  as  the  patient  responds  to  therapy. 

7.  Hyperglycemia:  The  role  played  by  the 
significantly  elevated  blood  glucose  levels 
(10  m Osm/Kg  for  every  180  mgm%  in  excess 
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of  normal)  in  association  with  diabetic  keto- 
acidosis cannot  be  precisely  assessed.  How- 
ever, clinical  evidence  suggests  that  the  ef- 
fects of  hyperglycemia  per  se,  as  exempli- 
fied by  the  cases  of  hyperosmolar,  nonketotic 
coma®^'®*  can  be  seriously  life-threatening,  as 
witnessed  by  the  fact  that  mortality  in  this 
syndrome  approximates  40%.®'*  Central 
nervous  system  function  can  be  seriously  dis- 
turbed by  the  presence  of  significant  hyper- 
glycemia as  evidenced  by  the  fact  that  these 
patients  exhibit  twitching,  somnolence,  con- 
vulsions, and  coma.“*  The  deleterious  effect 
of  hyperglycemia  may  in  part  be  ascribable 
to  cellular  dehydration  resulting  from  the 
movement  of  intracellular  water  in  response 
to  the  extracellular  hyperosmoticity  exerted 
by  the  significantly  increased  blood  glucose 
levels.®’^’  Thus,  to  avoid  the  potential  hazard 
of  extremely  elevated  blood  glucose  levels, 
it  is  preferable  to  delay  administration  of 
glucose-containing  solution  in  the  treatment 
of  ketoacidosis  until  significant  amelioration 
of  the  hyperglycemia  has  been  achieved. 

8.  Serum  Magnesium:  It  can  be  antici- 
pated that  on  admission  a large  proportion  of 
patients  in  ketoacidosis  will  display  increased 
serum  Mg  levels.^®  The  hypermagnesemia 
may  be  present  despite  deficiency  of  this  ca- 
tion.® Martin  et  al.  have  reported  that  a 
decrease  in  serum  Mg  occurred  18-24  hours 
after  initiation  of  therapy.^®  The  factors  re- 
sponsible for  this  decrease  in  serum  Mg  con- 
centration include:  (1)  urinary  losses  of  Mg, 
(2)  dilution,  and  (3)  a shift  of  extracellular 
Mg  into  cells.  Like  K,  cellular  displacement 
of  Mg  may  in  part  be  the  response  to  the 
action  of  insulin  and  glucose.'^®  The  necessity 
for  repleting  Mg  deficiency  during  treatment 


of  diabetic  ketoacidosis  has  not  been  as  clear-  j 
ly  demonstrated  as  has  been  the  case  of  K. 
However,  experimental  data  suggest  that  in  t 
the  presence  of  K and  Mg  deficiency,  reple-  | 
tion  of  K is  impaired  in  the  presence  of  con- 
tinuing Mg  depletion.^^'*® 

Summary  and  Conclusions 

The  keystone  in  the  therapy  of  diabetic 
ketoacidosis  remains  the  administration  of  in- 
sulin, but  of  nearly  equal  importance  is  the 
management  of  the  accompanying  disturb- 
ances in  fluid  and  electrolyte  metabolism. 
Some  aspects  of  these  disturbances  have  been 
reviewed  in  the  hope  that  these  considera- 
tions will  be  of  assistance  to  clinicians. 

It  is  concluded  that  in  diabetic  ketoaci-  I 
dosis:  ! 

1.  Deficits  of  water  are  of  a significant 

magnitude.  ! 

2.  Hypotonic  solutions  with  respect  to  Na 
are  preferable  in  therapy. 

3.  K deficits  are  significant  and  K reple-  ^ 
tion  should  be  imdertaken  once  urine  flow  ' 
has  been  established  and  the  initial  hyper-  ^ 
kalemia  dissipated. 

4.  NaHCOj  administration  is  indicated  to 
partially  ameliorate  the  metabolic  acidosis 
as  well  as  to  insure  maximum  insulin  effect. 
Alkali  therapy  is  urgently  required  should 
circulatory  collapse  supervene. 

5.  Administration  of  glucose-containing 
solutions  should  be  delayed  until  amelioration 
of  the  hyperglycemia  has  been  achieved  in 
order  to  circumvent  the  hazards  of  extremely 
elevated  blood  glucose  levels. 
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Coarctation  of  the  abdominal  aorta* 


An  unusual  condition  with  a new  prognosis^ 


Archer  S.  Gordon,  MD,  PhD,  James  K.  Conrad,  MD,  and 
James  C,  Kraner,  MD,  PhD,  Albuquerque,  New  Mexico 


A case  report  describes  the  clinical  findings, 
diagnostic  features  and  surgical  management 
of  this  rare  disorder. 

Coarctation  of  the  aorta  is  known  to  have 
many  variations.  One  of  the  most  unusual  of 
these  is  coarctation  of  the  abdominal  aorta. 
Wood^  has  estimated  that  this  occurs  in  about 
2 per  cent  of  cases.  Routine  use  of  aortogra- 
phy in  patients  with  unexplained  hyperten- 
sion, abdominal  murmurs  and  reduced  blood 
pressure  in  the  lower  limbs  has  now  made 
possible  the  diagnosis  in  an  increasing  num- 
ber of  cases. 

Prognosis  for  patients  with  this  condition 
was  poor  prior  to  vascular  surgical  correction 
as  pioneered  by  Beattie,  and  co-workers,  in 
1951.^  Many  of  them  eventually  died  of  con- 
gestive heart  failure  or  cerebral  hemorrhage. 
Bjork  and  Intonti®  reviewed  26  cases  in  the 
literature  and  found  that  14  who  were  not 
operated  died  at  an  average  of  30  years.  How- 
ever, this  lesion  is  now  amenable  to  surgical 
repair  in  most  cases,  and  the  results  of  var- 
ious vascular  operative  procedures  to  replace, 
by-pass  or  enlarge  the  coarcted  segment  have 
provided  a new  prognosis. 

In  1965,  Baird,  et  al.,^  reviewed  20  reported 
cases  of  reconstructive  surgery  for  coarcta- 
tion of  the  abdominal  aorta  and  added  an- 
other successful  surgical  case.  At  about  the 
same  time,  Robiscek,  Sanger  and  Daughtery^ 
reviewed  33  cases  in  the  literature  and  added 
three  new  ones.  More  recently,  DeBakey,  and 
co-workers,®  have  reported  their  experiences 
with  26  cases  of  coarctation  of  the  abdominal 
aorta  treated  during  the  past  13  years,  six- 

•From  the  Cardiovascular  Surgery  Section,  Cardiology 
Section  and  Vascular  Section,  Lovelace  Clinic,  Albu- 
querque. 


teen  associated  with  renal  artery  stenosis. 
The  present  paper  details  our  successful  sur- 
gical management  of  an  additional  case  of 
this  unusual  lesion. 

CASE  REPORT 

J.  M.,  an  18-year-old  white  male,  was  first 
seen  at  the  Lovelace  Clinic  on  November  19,  1962 
because  of  moderately  elevated  blood  pressure, 
which  had  disqualified  him  for  participation  in 
high  school  football.  During  the  previous  sum- 
mer, he  had  received  a month’s  treatment  for  a 
urinary  tract  infection.  In  August,  1961,  at  sur- 
gery for  removal  of  a foreign  body  from  his  foot, 
his  blood  pressure  was  noted  to  be  moderately 
elevated.  In  1959,  in  a motor  scooter  accident,  he 
was  struck  in  the  right  abdomen  by  the  handlebar, 
but  the  injury  incurred  was  found  to  be  minor. 
He  had  pneumonia  and  spinal  meningitis  at  age 
6 months,  at  which  time  he  was  reported  to  have 
an  enlarged  heart.  He  had  typhoid  fever  at  age 
10. 

When  first  seen,  his  only  symptoms  were  mild 
frontal  headache  and  mild  exertional  dyspnea. 
Four  weeks  prior  to  this  he  had  experienced 
blurred  vision  and  disequilibrium  lasting  about 
one-half  hour,  while  ascending  a mountain  in  an 
auto.  He  had  also  noted  leg  cramps  while  chasing 
a rabbit  during  a recent  hunting  trip. 

Physical  examination  revealed  a fairly  well- 
developed  tall  (5’  11”)  thin  (133  pounds)  adult 
male  with  recumbent  blood  pressure  of  148/100 
and  pulse  rate  of  84.  The  standing  blood  pressure 
was  170/124  with  pulse  rate  of  108.  On  funduscopic 
examination,  the  retinal  arterioles  appeared  nar- 
rowed with  a vein/artery  of  4/2.  The  heart  was 
normal  except  that  the  sound  of  aortic  closure 
was  imder  that  of  pulmonic  and  had  a tambour 
quality.  Examination  of  the  abdomen  revealed  an 
irregularly  pigmented  area  above  and  to  the  left 
of  the  umbilicus,  representing  a strawberry  birth- 
mark which  had  been  irradiated  in  the  past.  An 
abdominal  bruit  was  best  heard  over  the  um- 
bilicus and  was  less  distinct  over  the  back.  The 
femoral  artery  pulsations  were  weak,  and  there 
was  a perceptible  lag  as  compared  with  the 
brachial  pulsations. 
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CBC,  sedimentation  rate,  urinalysis,  blood 
electrolytes  and  blood  urea  nitrogen  were  normal. 
Chest  x-ray  showed  minimal  costal  erosion  of  the 
posterior  inferior  portions  of  the  right  8th  and  9th 
ribs  and  the  left  8th,  9th  and  10th  ribs.  Intra- 
venous pyelogram  demonstrated  that  the  left  kid- 
ney was  larger  than  the  right,  but  there  was 
prompt  excretion  of  the  contrast  material  from 
both  kidneys.  Some  caliectasis  of  the  left  kidney 
was  noted  in  conjunction  with  narrowing  of  the 
infimdibulum  and  pelvis.  Minor  anomalies  of  de- 
velopment of  the  lumbo-sacral  spine  were  seen 
on  the  x-rays.  ECG  showed  non-specific  ST  seg- 
ment change  anteriorly  and  probable  left  ven- 
tricular hypertrophy. 

The  cold  pressor  test  raised  the  blood  pressure 
from  150/100  to  185/120.  An  1^^^  renogram  showed 
delayed  excretion  on  the  left.  Transbrachial  and 
retrograde  femoral  aortograms  demonstrated  co- 
arctation of  the  aorta  at  the  level  of  the  renal 
arteries  with  probable  stenosis  and  post-stenotic 
dilatation  of  the  left  renal  artery  (Fig.  1).  The 
pressure  gradient  measured  across  the  coarcta- 
tion was  between  30  mm.  and  60  mm.  Hg.  Assays 
of  the  venous  blood  for  constrictor  material,  done 
by  Dr.  Oscar  Helmer  in  Indianapolis,  Indiana, 
showed  over  twice  as  much  constrictor  material 
in  the  blood  from  the  left  renal  vein  and  inferior 
vena  cava  as  in  the  right  renal  vein,  but  the 
levels  of  each  were  low  and  the  significance  was 
questionable. 


Fig.  1.  Retrograde  aortogram  showing  obstruction 
of  the  abdominal  aorta  by  coarctation  at  the  level 
of  the  renal  arteries. 


Fig.  2.  (A)  Preoperative.  The  abdominal  aorta  is 
significantly  narrowed  in  the  region  of  the  renal 
vessels.  The  constriction  begins  just  below  the 
celiac  artery  and  extends  almost  to  the  inferior 
mesenteric  artery. 

(B)  Postoperative.  The  size  of  the  aorta  has 
been  increased  by  incising  the  vessel  posteriorly 
and  inserting  a woven  dacron  patch.  An  end-to- 
side  anastomosis  has  been  performed  between  the 
spelenic  artery  and  the  left  renal  artery. 

Surgery  was  performed  on  February  19,  1963 
under  moderate  hypothermia  (28°  C.).  The  aorta 
was  approached  via  a left  thoracoabdominal  in- 
cision and  the  abdominal  coarctation  was  found 
to  originate  just  below  the  celiac  artery  and  ex- 
tend for  approximately  three  inches  through  the 
origin  of  the  renal  arteries  to  above  the  level 
of  the  inferior  mesenteric  artery.  The  aorta  proxi- 
mal to  the  coarctation  was  of  normal  caliber; 
distally  it  was  about  two-thirds  of  normal  size. 
At  its  narrowest,  the  coarcted  segment  measured 
0.5  cm.  in  diameter  (Fig.  2A).  The  vascular 
structures  in  the  area  of  the  lesion  were  encased 
in  a retroperitoneal  mass  of  dense  fibrous  tissue. 
The  pressure  gradient  between  the  proximal  and 
distal  aorta  was  measured  as  50  mm.  Hg. 

The  vascular  structures  were  freed  from  their 
fibrous  bed  after  which  a splenectomy  was  per- 
formed and  the  distal  end  of  the  splenic  artery  was 
anastomosed  to  the  side  of  the  left  renal  artery. 
The  aorta  was  then  cross-clamped  between  the 
celiac  and  superior  mesenteric  arteries  above  and 
proximal  to  the  inferior  mesenteric  artery  below. 
The  posterior  surface  was  incised  longitudinally 
for  a distance  of  three  inches  and  a patch  of  woven 
dacron  was  sutured  into  this  incision  (Fig.  2B). 
During  this  procedure  at  28°  C.,  blood  flow  was 
interrupted  for  65  minutes  to  the  right  kidney  and 
for  30  minutes  to  the  left  kidney.  When  the  cir- 
culation was  restored,  good  pulses  were  felt  in  the 
aorta  below  the  area  of  the  patch  and  in  the  left 
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renal  artery  distal  to  the  splenorenal  anastomosis. 
Blood  pressure  in  the  proximal  aorta  measured 
120/80  at  this  time. 

The  patient  made  an  uncomplicated  recovery 
and  was  symptom-free  at  the  time  of  discharge. 
His  brachial  artery  pressure  stabilized  at  135/84. 
Pulses  in  the  lower  extremities  were  improved 
and  simultaneous  direct  tracings  in  the  brachial 
and  femoral  arteries  revealed  a marked  reduction 
in  the  lag-time  between  the  two  vessels.  A post- 
operative aortogram  showed  satisfactory  flow 
through  the  abdominal  aorta  into  the  femoral  ves- 
sels (Fig.  3). 


Fig.  3.  Postoperative  transhrachial  aortogram 
showing  improved  passage  of  contrast  material 
into  distal  aorta  and  femoral  arteries. 


At  the  time  of  this  report,  the  patient  has  not 
had  recurrence  of  symptoms.  He  is  married,  has 
a two-year-old  son,  and  is  an  applicant  for  mili- 
tary service. 

Discussion 

This  additional  case  of  coarctation  of  the 
abdominal  aorta  reinforces  the  reports  in  the 
literature  of  this  unusual  lesion.  Diagnosis  is 
usually  indicated  by  an  abdominal  bruit  in 


the  presence  of  a moderately  severe  hyper- 
tension in  a young  individual  with  reduced 
and  delayed  pulses  and  blood  pressure  in 
the  lower  extremities.  It  is  confirmed  and 
localized  aortography.  The  exact  etiology, 
congenital  versus  acquired,  is  undetermined 
but  the  features  most  commonly  found  at  sur- 
gery include  the  following:  (1)  the  coarcted 
segment  usually  involves  the  origin  of  the 
renal  arteries;  (2)  the  involved  area  is  usual- 
ly the  site  of  dense  retroperitoneal  fibrous 
tissue  which  surrounds  the  vascular  struc- 
tures; (3)  when  the  fibrous  tissue  is  ex- 
cised, the  branches  of  the  aorta  enlarge  to 
near-normal  size;  and  (4)  ischemia  of  visceral 
organs  or  lower  extremities  is  not  significant. 

Surgical  correction  is  indicated  and  has 
been  accomplished  by  (1)  resection  and  graft 
replacement,  (2)  bypass  grafts,  and  (3)  in- 
cision with  aortoplasty.  Resection  and  graft 
replacement  can  only  be  used  for  short  co- 
arcted segments  at  the  level  of  the  diaphragm 
or  below  the  renal  arteries.  Retroperitoneal 
end-to-side  bypass  grafts  from  the  thoracic 
aorta  to  the  post -renal  abdominal  aorta  have 
been  employed  most  commonly,  particularly 
when  the  coarcted  segment  is  long  and  be- 
gins at  or  above  the  celiac  artery.  Side-arm 
grafts  or  additional  bypass  grafts  to  one  or 
both  renal  arteries  are  indicated  when  there 
is  preoperative  evidence  of  impaired  renal 
function,  gross  evidence  of  renal  artery  ob- 
struction at  surgery,  or  a measured  pressure 
gradient  at  surgery  at  10  mm.  Hg  or  more 
between  the  proximal  aorta  and  the  renal 
arteries.  Incision  with  patch  graft  aortoplasty 
is  usually  reserved  for  cases  with  severe  co- 
arctation at  the  level  of  the  renal  arteries. 

Morbidity  and  mortality  from  the  surgical 
procedure  are  minimal,  and  current  follow- 
up studies  indicate  maintainance  of  a normo- 
tensive  and  symptom-free  postoperative 
course  for  most  patients.  • 
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Carcinoma  of  the  extrahepatic 

bile  ducts 


George  B.  Markle,  IV,  MD,  Carlsbad,  New  Mexico 


An  additional  case  associated  with 
chronic  ulcerative  colitis 

Recently  it  is  becoming  apparent  that 
there  is  a more  than  coincidental  relationship 
between  carcinoma  of  the  bile  ducts  and 
chronic  ulcerative  colitis.  Van  Heerden, 
Judd,  and  Dockerty,^®  discussing  78  cases  of 
carcinoma  of  the  extrahepatic  bile  ducts,  cited 
2 of  these  in  which  chronic  ulcerative  colitis 
had  been  present  for  many  years  before  the 
diagnosis  of  those  malignancies.  Ham  and 
Mackenzie®  reported  2 such  cases  among  their 
series  of  32  patients  with  carcinoma  of  the 
extrahepatic  bile  ducts.  Both  of  these  were 
less  than  30  years  old,  a fact  of  probable 
significance  inasmuch  as  carcinoma  of  the 
bile  ducts  does  not  often  occur  in  younger 
people,  whereas  ulcerative  colitis  does. 

Taking  the  opposite  approach,  Rankin,® 
studied  300  consecutive  cases  of  chronic  ul- 
cerative colitis  and  found  3 who  developed 
biliary  duct  carcinoma.  Included  in  this  1 
per  cent  were  the  two  cases  of  Ham  and 
Mackenzie,  to  which  he  added  one  case  of 
an  intrahepatic  bile  duct  carcinoma.  The 
question  of  a causal  relationship  between 
these  two  diseases  has  been  raised  by  these 
authors. 

Since  neither  carcinoma  of  the  bile  ducts 
or  chronic  ulcerative  colitis  are  very  com- 
mon, the  probability  of  a purely  coincidental 
occurrence  is  obviously  remote.  However, 
up  until  recently,  there  seems  to  have  been 
little  recognition  of  this  association,  and,  no 
doubt,  many  more  cases  will  be  discovered 
as  investigators  recheck  their  cases  of  biliary 
duct  carcinoma  with  the  purpose  of  looking 

Reprint  requests  to  G.  B.  Markle,  MD,  911  N.  Canal 
St.,  Carlsbad,  N.  M.  88220. 


for  associated  diseases,  and  in  particular,  for 
association  with  chronic  ulcerative  colitis. 

Dockerty^  feels  that  we  are  dealing  with 
an  association  of  diseases  that  has  been  with 
us  for  a very  long  time,  but  which  only  re- 
cently has  been  discovered.  Because  of  the 
paucity  of  cases  recorded,  and  because  of 
the  fact  that  any  new  cases  reported  would 
be  significant,  he  urged  me  to  report  this  one 
case. 

I was  further  encouraged  to  report  it  be- 
cause of  the  relatively  long  survival  (four 
years)  of  this  patient  following  a radical 
operation.  In  general  there  has  been  great 
pessimism  regarding  carcinoma  of  the  bile 
ducts,  both  as  to  cure  and  as  to  significant 
prolongation  of  useful  life.  About  71  per 
cent  are  found  to  have  distant  metastasis  at 
the  time  of  exploration,  and  most  patients 
are  jaundiced  and  in  poor  condition  for  sur- 
gery from  other  related  causes.  In  the  ma- 
jority of  cases  nothing  definitive  can  be 
done,  and  the  life  expectancy  in  these  is 
usually  less  than  two  to  four  months,  or  as 
Kuwayti  et  al.  report,  about  fourteen  weeks 
after  the  onset  of  the  first  symptoms.^’®’®® 

The  generally  poor  prognosis,  plus  a high 
mortality  and  morbidity  following  radical 
surgery,  has  no  doubt  discouraged  most  sur- 
geons from  taking  an  aggressive  approach 
to  this  disease — a disease,  one  must  realize, 
which  is  seldom  diagnosed  preoperatively. 
However,  there  now  are  appearing  a num- 
ber of  reports  of  relatively  long  term  sur- 
vivals, and  even  of  possible  cures  by  radical 
surgery.  Jordan  reports  in  his  series  one  out 
of  four  patients  who,  undergoing  pancre- 
aticoduodenectomy, was  living  over  five 
years,  and  others  report  survivals  of  31 
months,  over  24  months,  and  similar  results 
in 'a  few  cases.^’® 
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Resection  of  the  duct  without  pancre- 
aticoduodenectomy may,  in  certain  instances, 
also  produce  encouraging  results.  Mange  and 
Rudie  performed  this  operation  on  three  pa- 
tients: one  died  of  a heart  atack  at  37  months, 
having  autopsy  evidence  of  recurrence;  one 
was  reoperated  twice,  and  additionally  was 
treated  with  5 fluorouracil,  and  was  living 
6 years  later;  and  one  was  still  living  at  24 
months.®  They  feel  that  perhaps  one-third 
of  cases  found  at  surgery  are  candidates  for 
more  than  just  palliative  operations.  Praderi 
resected  one  case  of  carcinoma  of  the  cystic 
duct  who  was  living  at  the  time  of  his  report 
6 years,  2 months  later.'^ 

CASE  REPORT 

On  September  7,  1961,  a 32-year-old  man  was 
referred  to  me  because  of  symptoms  suggesting 
gallbladder  disease.  He  had  a history  of  nervous- 
ness and  had  suffered  from  diarrhea  off  and  on 
for  about  six  years.  X-rays  of  the  colon  (Fig.  1) 
on  several  occasions  had  revealed  signs  of  ul- 
cerative colitis  with  skip  areas,  and  he  had  been 
treated  for  this  disease  by  cortisone  and  similar 
drugs  for  several  years  with  some  success.  In 
1959  he  had  had  some  sharp  right  up-per  quadrant 
pains,  and  when  they  recurred  in  I960'  he  had 
been  treated  with  anti-spasmodics  with  no  definite 
diagnosis  being  made.  In  July  and  Aueust  IQRl 


Fig.  1.  Barium  enema  examination  of  colon  aem- 
onstrating  feathering,  pseudopolyposis,  loss  of 
haustral  markings  and  rigidity,  October  25,  1958. 


he  had  several  attacks  of  severe  right  upper 
quadrant  pains  accompanied  by  abdominal  bloat- 
ing, belching,  nausea,  and  diarrhea.  There  was 
some  pain  between  the  scapulae  but  no  history 
of  jaundice.  Two  cholecystograms  had  revealed 
a noiifunctioning  gallbladder  each  time. 

On  September  15,  1961,  exploration  was  per- 
formed. No  stones  were  foimd  in  the  gallbladder, 
but  the  common  bile  duct  was  quite  enlarged 
and  therefore  was  explored,  revealing  flakes  of 
black  material,  a patent  ampulla  of  Vater  and 
some  friable  pinkish  tissue  within  the  common 
duct.  Frozen  section  of  this  tissue  was  uncer- 
tain. A cholangiogram  showed  only  some  narrow- 
ing of  the  lower  common  duct.  Some  thickening 
of  the  cecum,  terminal  ileum  and  sigmoid  colon 
was  also  noted.  A duodenotomy  to  inspect  the 
ampulla  was  negative.  Cholecystectomy  was  per- 
formed and  the  abdomen  closed  with  drainage 
of  the  abdomen  and  T-tube  draining  of  the  com- 
mon duct. 

Subsequently,  permanent  sections  were  diag- 
nosed as  adenocarcinoma  of  the  common  duct 
(Figs.  2 and  3),  and  an  enlarged  supraduodenal 
lymph  node  removed  at  the  time  of  surgery 
showed  only  hyperplasia. 

On  September  26,  1961,  a pancreaticoduode- 
nectomy, with  removal  of  all  but  a few  millimeters 
of  hepatic  duct,  was  performed,  grossly  encom- 
passing all  susp'icious  areas.  The  pancreas  stump 
was  anastamosed  into  the  open  end  of  the  jejunum, 
and  the  stump'  of  the  hepatic  duct  and  stomach 
remnant  were  anastamosed  into  the  jejunum  in 
series. 

Recovery  was  uneventful  except  for  a tem- 
porary pancreatic  drainage,  and  the  patient  was 
discharged  from  the  hospital  seventeen  days  after 
surgery.  He  gained  27  pounds  and  returned  to 
work. 

In  January,  1963,  diarrhea  recurred  and  x-rays 
were  diagnosed  as  ulcerative  colitis. 

About  April  1,  1965,  he  returned  to  his  referring 


Fig.  2.  Photomicrograph  of  adenocarcinoma  from 
surgical  specimen,  September  21,  1961,  taken  by 
James  F.  Haynes,  MD,  pathologist,  Carlsbad  Me- 
morial Hospital. 
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Fig.  3.  Higher  power  of  another  section  from  the 
same  specimen  as  in  Fig.  2. 


doctor  with  severe  jaundice,  inanition,  and  spiking 
fever  which  did  not  respond  to  medical  measures. 
On  April  14,  1965,  exploration  revealed  the  hepatic 
duct  stump  and  the  intrahepatic  ducts  to  be  ob- 
structed by  friable  papillary  tissue  which  was 
scooped  out  to  restore  a good  flow  of  bile.  No 
other  gross  evidence  of  tumor  was  apparent  in  the 
abdomen.  Pathological  diagnosis  was  adenocar- 
cinoma. Postoperatively,  in  spite  of  abdominal 
and  ductal  drainage,  he  developed  a fistula  from 
the  hepatico- jejunal  junction  accompanied  by 
peritonitis.  His  course  was  stormy,  but  the  jaun- 
dice cleared  and  he  was  eventually  discharged. 
He  returned  September  3,  1965,  with  symptoms  of 
intestinal  obstruction  and  died  September  9,  1965. 
Autopsy  was  denied. 

Comment 

The  possible  mechanism  by  which  ulcera- 
tive colitis  might  be  a factor  in  producing  a 
carcinoma  in  the  biliary  system  is  a matter, 
so  far,  of  speculation.  However,  Ham  and 
Mackenzie  foimd  that  seven  of  their  thirty- 
two  cases  of  carcinoma  of  the  bile  ducts  had 


an  associated  cholangitis.  They  quote  a study 
by  Boden  et  al.,  in  which  some  cases  of  peri- 
cholangitis occurred  in  patients  suffering 
from  ulcerative  colitis.  They  also  note  the  as- 
sociation of  intrahepatic  bile  duct  carcinoma 
and  ascending  cholangitis  in  infestations  of 
the  parasite,  clonorchis  sinensis,  and  mention 
a case  of  Poate,  who,  after  twenty  years  of 
recurring  cholangitis,  was  found  at  autopsy 
to  have  an  intrahepatic  bile  duct  carcinoma. 
Cholangitis  therefore  seems  to  be  a possible 
etiologic  mechanism  in  at  least  some  cases  of 
bile  duct  carcinomas.  Perhaps,  when  more 
light  is  shed  on  other  inflammatory  non- 
colonic manifestations  of  ulcerative  colitis, 
we  will  better  understand  the  relationship 
of  that  disease  to  carcinoma  of  the  bile  duct. 

It  is  to  be  hoped  that,  in  the  future,  com- 
petent surgeons  finding  carcinoma  of  the 
extrahepatic  bile  ducts  will  be  encouraged, 
in  favorable  cases,  to  attempt  curative  re- 
sections, with  or  without  pancreaticoduode- 
nectomy. It  must  be  remembered  that  twenty 
years  ago,  because  of  a similar  attitude, 
radical  surgery  was  seldom  attempted  in 
cases  of  carcinoma  of  the  head  of  the  pan- 
creas. 

Summary 

The  association  of  chronic  ulcerative 
colitis  and  carcinoma  of  the  bile  ducts,  though 
not  common,  is  probably  significant. 

Another  case  has  been  here  reported. 

An  aggressive  approach  to  carcinoma  of 
the  extrahepatic  bile  ducts  may,  in  favorable 
situations,  result  in  years  of  worthwhile  pal- 
liation, and  possibly  cure  • 
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Epiphora --Frequent  causes  and 

their  management 

Waiter  J.  Levy,  MD,  Albuquerque,  New  Mexico 


T he  author  presents  a detailed 
assessment  of  the  causes  and 
management  of  epiphora. 
Diagnostic  tests  and  surgical 
procedures  are  discussed. 


Every  case  of  epiphora  requires  evaluation 
based  on  anatomico-physiological  considera- 
tions. (Fig.  1).  Consequently  it  is  of  value  in 
this  communication  to  review  briefly  the 
functioning  of  the  lacrimal  apparatus. 

The  tear  film  is  comprised  mainly  of  the 
fluid  from  lacrimal  gland  secretion.  A micro- 
protein  fluid  layer  lines  the  globe  deep  to 
this  secretion  and  an  oily  layer,  secreted  by 
the  accessory  lacrimal  glands  in  the  conjunc- 
tiva and  the  sebaceous  and  Meibomian  lid 
glands,  covers  the  fluid,  thus  limiting  tear 
evaporation.  This  oily  secretion  besides  pro- 
viding lubrication  reinforces  the  capillary 
retention  of  the  fear  lines  along  the  lid  mar- 
gins. The  tears  are  believed  to  pass  across 
to  the  medial  side  of  the  orbit  by  capillary 
movement  and  pressure  under  the  upper  lid 
and  along  its  margin,  as  well  as  down  the 
outer  fornix  and  then  under  the  lower  lid 
and  also  along  its  margin.  Movement  of  the 
lids  in  blinking  transfers  the  tears  across 
the  cornea.  The  close  application  of  the  lids 
to  the  globe  and  the  sharp  posterior  lid 
margins  are  important  in  maintaining  this 
tear  movement. 

From  the  lacus  lacrimalis  the  tears  pass 
by  capillary  attraction  together  with  a suck- 
ing effect  from  within  the  canaliculi  through 
the  upper  and  lower  (mainly)  puncta.  The 
inversion  and  close  positioning  of  the  puncta 
to  the  globe  are  very  significant  at  this  time, 

*From  the  Lovelace  Foundation  for  Medical  Education 
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as  is  the  pumping  action  of  the  lids,  both 
here,*  and  on  the  lacrimal  sac.  The  puncta 
are  thought  to  gape  slightly  periodically  dur- 
ing these  movements.  The  capillary  attrac- 
tion in  the  canaliculi  and  the  sucking  effect 
of  the  lacrimal  sac  “pump,”  due  to  the  orbi- 
cularis muscle  action  on  the  sac,  move  the 
fluid  into  the  sac.  Thence,  the  pressure  effect 
of  the  sac  “pump”  expels  the  fluid  down  the 
naso-lacrimal  duct,  in  close  proximity  to  the 
anterior  ethmoidal  and  maxillary  para-nasal 
sinuses,  into  the  nasal  cavity  below  the  in- 
ferior turbinate. 

Lacrimation  must  be  distinguished  from 
epiphora.  The  former  is  due  to  excess  secre- 
tion of  tears,  while  the  latter  is  due  to  inade- 
quate drainage.  The  commonest  cause  of 
lacrimation  is  an  irritation  within  the  con- 
junctival fornices.  This  might  be  due  to  a 
foreign  body  embedded  in  the  cornea  or 


Fig.  1.  Dissection  to  show  the  relations  of  the 
lacrimal  canaliculi,  sac,  naso-lacrimal  duct  and 
nasal  cavity  (after  Wolff). 


for  December  1967 


59 


I 


subtarsally,  a corneal  abrasion  or  ulcer,  ther- 
mal irradiation,  gas,  fluid  or  powder  irritant. 
Conjunctival  hyperemia,  particularly  in  in- 
fection, is  frequently  irritant.  Photophobia 
and  psychic  disturbances  are  also  common 
producers  of  lacrimation.  It  might  be  re- 
membered that  psychic  stimulation  is  thought 
not  to  produce  tears  prior  to  the  age  of  four 
months.^  Lacrimal  gland  disturbance  by  in- 
flammation or  neoplasm  or  drug  stimulation 
might  result  in  hypersecretion.  All  of  these 
described  above  should  be  identifiable  after 
careful  history  taking  and  examination  of 
the  eye  and  followed  by  appropriate  treat- 
ment. 

Epiphora  is  usually  the  result  of  inconti- 
nuity of  the  lacrimal  drainage  system  because 
of  disruption  of  the  anatomy  or  mechanical 
obstruction.  However,  proper  muscle  tone  of 
the  lids  and  integrity  of  lid  position  and 
orbicularis  muscle  function  are  most  impor- 
tant. A completely  intact  and  patent  lacrimal 
passageway  can  sometimes  be  shown,  in  the 
presence  of  epiphora,  resulting  from  inade- 
quate muscle  action  in  the  lower  lid.  Duke- 
Elder^  calls  this  “atonic  epiphora.” 

Evaluation 

In  evaluating  epiphora,  it  is  advisable  to 
think  of  the  lacrimal  passageways  from  the 
punctal  relation  to  the  conjunctiva,  through 
the  canaliculi,  via  the  lacrimal  sac,  down  the 
naso-lacrimal  duct  into  the  nose,  after  lid 
tone  and  position  and  muscle  function  have 
been  assessed.  Traumatic  disruption  of  the 
drainage  system  and  infection  and  inflamma- 
tion along  it  are  the  commonest  causes  of 
inadequate  function.  Congenital  agenesis  or 
atresia  might  be  causes  in  themselves  or  may 
require  a slight  additional  stress  mentioned 
above  to  result  in  epiphora.  Malposition  of 
the  lower  lid,  due  to  ectropion,  with  eversion 
of  the  inferior  punctum  is  the  commonest 
source  of  epiphora  in  elderly  patients. 

The  age  of  the  patient  and  the  history 
together  with  a general  eye  examination 
might  give  a strong  lead  to  the  etiology  and 
site  of  the  lesion.  More  specific  examination 
of  the  lacrimal  apparatus  requires  palpation 
and  adequate  viewing  of  the  lacrimal  gland, 
assessment  of  the  lower  lid  and  position  of 
the  lid  margins  and  the  relationship  of  the 


Fig.  2.  The  bilateral  swelling,  medial  to  the  inner 
canthus  and  below  the  medial  ligament,  due  to 
distension  of  the  lacrimal  sac,  is  visible  (after 
Duke-Elder") . 

inferior  punctum  to  the  globe  as  well  as  the 
condition  of  the  punctum  and  conjunctiva. 
The  lower  punctum  should  not  be  visible 
even  on  upward  gaze.  A swelling  medial  to 
the  inner  canthus  (Fig.  2)  is  usually  due  to 
sac  distension  if  it  is  predominantly  below 
the  medial  ligament.  Such  a swelling  is  dif- 
fuse and  pressure  over  the  site  (also  in  the 
absence  of  swelling)  will  result  in  regurgita- 
tion of  fluid  from  the  puncta.  The  fluid  may 
be  clear,  but  is  often  mucinous,  and  contami- 
nated with  pus  if  secondary  infection  has 
occurred.  Disturbance  in  nasal  architecture 
due  to  fracture  or  septal  deviation  should  be 
looked  for,  as  well  as  the  state  of  the  nasal 
mucosa.  Transillumination  of  the  nasal  si- 
nuses might  be  helpful  at  this  juncture. 

Schirmer’s  Blotting  Paper  Test"*  provides 
a good  assessment  of  the  state  of  lacrimal 
secretion,  and  it  should  be  remembered  that 
tear  secretion  is  less  in  the  elderly A piece 
of  fine-weave  filter  paper  is  cut  in  a strip 
5 mm  X 35  mm  and  the  proximal  5 mm  are 
bent  to  an  acute  angle.  This  small  portion  is 
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Fig.  3.  Instruments  for  investigation  and  surgery 
of  the  lacrimal  drainage  pathways,  a.  right-angled 
cannula  (short  shaft);  b.  syringe  (2  ml.)  and 
straight  cannula  (for  long  penetration,  shaft  has  no 
shoulder) ; c.  “pig-tail  probe”*;  d.  polythene  tubing 
— 0.3  mm.*;  e.  punctum  dilator;  f.  various  sizes  of 
Boivmans  probes. 

placed  inside  the  lower  lid  at  the  outer 
canthus.  The  normal  secretion  in  a young 
adult  is  15  mm  in  5 minutes  (the  length 
wetted  after  one  minute  will  give  a fairly 
accurate  idea  in  order  to  save  time).  Then 
topical  anesthetic  (Ophthainet)  is  instilled 
into  the  lower  fornix  of  each  eye  and  the 
test  is  repeated  to  assess  the  basic  secretion 
without  local  stimulation — approximately  20- 
30  mm  in  5 minutes. 

Next,  irrigation  of  the  lacrimal  sacs  with 
saline  (Fig.  3)  is  performed.  This  allows  re- 
assessment of  the  puncta,  patency  of  the 
canaliculi,  independently,  the  common  canali- 
culus if  present,  the  lacrimal  sac  and  the 
naso-lacrimal  duct.  Stricture  of  the  canali- 
culus and  degree  of  occlusion  can  be  felt  with 
the  cannula  of  the  syringe.  Clear  reflux 
through  the  upper  punctum  while  irrigating 
via  the  lower  will  suggest  common  canali- 
culus or  sac- junction  obstruction.  In  such  a 
case  the  upper  punctum  should  be  occluded 
with  a dilator  while  the  lower  canaliculus  is 
irrigated,  possibly  with  some  pressure.  Filling 
of  an  atonic  chronically  inflammed  sac  might 
be  noted  and  regurgitation  with  an  admix- 
ture of  mucus  would  be  confirmatory;  the 
site  of  trouble  being  at  the  junction  with  the 
naso-lacrimal  canal.  Irrigation  through  the 
superior  canaliculus  might  be  achieved  when 
the  inferior  passage  is  occluded.  Although  I 
do  not  believe  that  the  upper  passage  is  of 

tSquibb  and  Sons,  New  York,  New  York. 


much  help  in  eliminating  the  tears  in  such  a 
case,  this  approach  might  provide  valuable 
information  about  the  patency  of  the  sac  and 
canal.  Care  in  using  pressure  in  the  irrigation 
is  needed,  apart  from  obvious  considerations 
of  gentleness,  as  occasionally  a canalicular  or 
sac  obstruction  might  have  a ball-valve  effect, 
resulting  in  a very  distended  sac  which  can 
only  be  relieved  surgically. 

The  primary  dye  test^  is  performed  by  in- 
stilling one  drop  of  one  per  cent  fluorescein 
solution  in  the  conjunctival  sac.  A small 
cotton-tipped  applicator,  moistened  with  a 
mixture  of  l.TOOO  epinephrine  and  5 per  cent 
cocaine  solution,  is  introduced  into  the  in- 
ferior meatus  of  the  nose  at  intervals  from 
one  to  five  minutes.  If  the  cotton  comes  out 
stained  with  the  dye  it  is  a positive  test. 

A positive  primary  dye  test  proves  that 
there  is  no  obstruction  in  the  lacrimal  pas-i 
sages  and  the  epiphora  is  due  to  hypersecre- 
tion. If,  after  three  to  five  minutes,  there  is 
no  dye  on  the  cotton,  it  is  a negative  test. 

The  secondary  dye  test  is  performed  if  the 
result  of  the  primary  dye  test  is  negative. 
The  dye  is  washed  from  the  conjunctival  sac, 
the  patient’s  head  is  tipped  forward  far 
enough  for  fluid  to  run  out  from  the  anterior 
nares  into  a white  basin.  One  cubic  centi- 
meter of  normal  saline  is  injected  by  a lacri- 
mal cannula  that  has  been  inserted  as  far 
as  the  internal  common  punctum.  If  the  fluid 
comes  out  of  the  nose  stained  with  the  dye, 
it  is  a positive  test. 

A positive  secondary  dye  test  proves  that 
there  is  no  obstruction  at  the  punctum  nor 
in  the  canaliculus  and  that  the  lacrimal  pumo 
is  functioning  as  far  as  the  tear  sac  which 
fills  with  the  dye.  The  partial  obstruction  is 
in  the  nasolacrimal  duct.  If  there  is  no  dye 
in  the  fluid  from  the  nose,  it  is  a negative  test. 

A negative  secondary  dye  test  proves  that 
no  dye  has  reached  the  tear  sac;  the  primary 
cause  of  the  epiphora  lies  in  the  canaliculi. 

Finally,  irrigation  of  the  lacrimal  passages 
with  radio-opaque  dye  and  viewing  through 
a fluoroscope  and  image  intensifier  will  dem- 
onstrate the  anatomy  of  the  passageways  and 
site  of  obstruction,  as  well  as  any  diverticula 
or  fistulae.  A permanent  record  with  serial 
still-  or  cine-pictures  can  be  made  of  the 
investigation.  Instilling  the  radio-opaque  dye 


for  December  1967 


61 


Fig.  4.  Eversion  of  the  inferior  punctum  and  slight 
ectropion  (after  Duke-Elder^). 


into  the  lower  conjunctival  fornix  before  this 
irrigation  can  give  a fluoroscopic  view  of 
the  physiological  state  and  efficiency  of  the 
lids  and  lacrimal  “pump.” 

Patency  of  the  lacrimal  sac  and  naso-lacri- 
mal  canal  might  only  be  established,  in  the 
case  of  a proximal  occlusion  of  the  passage- 
way, during  surgery,  when  the  sac  is  exposed 
and  saline  can  be  irrigated  directly  by  trans- 
mural injection  via  the  sac  into  the  canal. 
Experience  allows  one  to  avoid  the  use  of 
some  of  the  tests  as  they  can  be  tiresome  for 
an  elderly  patient. 

Eversion  of  the  inferior  punctum  is  com- 
mon in  the  elderly  (Fig.  4).  There  may  be 
some  stenosis  and  surrounding  chronic  con- 
junctivitis. Often  the  sharp  posterior  mar- 
gin of  the  lower  lid  is  lost  in  the  medial 
third  and  the  conjunctiva  is  velvety.  My 
practice  is  to  treat  the  lower  lid  with  Ocu- 
lentum  Chloromycetin*  application  to  the 
exposed  conjunctiva  for  a few  days.  With 
the  lessened  inflammation  and  softening  of 
the  punctum,  its  dilation  and  irrigation  are 
easier.  The  other  lacrimal  function  tests  can 
then  be  completed.  I apply  electro-cautery 
to  the  conjunctiva  inferior  and  infero-lateral 
to  the  punctum  after  local  anesthesia  has 
been  achieved  by  an  injection  of  Xylocaine** 
2 per  cent  subcon junctivally.  I prefer  the 
careful  topical  application  of  a few  crystals 
of  cocaine  directly  to  the  conjunctival  area 
and  two  drops  of  cocaine  4 per  cent,  with 

* Parke-Davis  and  Company,  Detroit,  Michigan. 

**Astra  Pharmaceutical  Products.  Worcestershire,  Mass- 
achusetts. 


adrenalin  1:1000  admixed,  placed  in  the  lower 
fornix  while  the  lower  lid  is  held  away  from 
the  eye  for  a short  time  and  then  the  cocaine 
is  sponged  away.  The  red-hot  cautery  point 
penetrates  the  conjunctiva  for  1 mm  at  about 
3-5  points.  Thereafter  the  patient  is  clearly 
shown  how  to  wipe  away  any  tears  from  the 
eye  by  an  inward  and  upward  dabbing  move- 
ment of  a sponge  to  help  roll  the  lower 
pimctum  in. 

Stenosing  occlusion  of  the  inferior  punc- 
tum may  require  enlargement  of  the  posterior 
wall  of  the  punctum.  This  is  performed  under 
local  anesthesia,  when  1.5  mm  of  the  punctum 
and  adjoining  vertical  portion  of  the  canali- 
culus is  incised  and  a small  v-shaped  or 
rounded  opening  is  fashioned.  It  should  be 
stressed  that  the  old-fashioned  “3-snip  opera- 
tion” which  extended  well  along  the  canalic- 
ulus is  to  be  avoided.  The  capillary  action 
of  the  punctum  and  canaliculus  is  vital  for 
the  efficient  functioning  of  the  passage. 

Mild  ectropion  is  a frequent  cause  of  epiph- 
ora, especially  in  the  elderly.  The  sagging 
lower  lid  may  fall  away  just  sufficiently  to 
destroy  the  capillarity  of  the  punctum.  The 
remainder  of  the  passageway  is  usually  pat- 
ent. If  the  condition  is  not  ameliorated  early, 
the  persistent  dribbling  of  tears  over  the 
skin,  particularly  in  the  low-resistant  tissues 
in  senile  keratotic  skin,  leads  to  excoriation 
and  contracture  with  a vicious  ectropion  cycle 
following.  A V-shaped  excision-shortening  of 
the  lower  lid  margin  (conjunctival  half)  and 
associated  conjunctiva,  with  lateral  hitching 
up  of  the  skin  half  of  the  lid,  works  well. 
Should  skin  contracture  be  present,  then  a 
free  skin- graft  (the  blepharochalasis  of  the 
upper  lids  which  is  invariably  exhibited  is 
an  excellent  donor  site)  will  be  needed  to 
relieve  the  cicatricial  aspect  of  the  ectropion. 

Trauma  and  inflammatory  stricture  plague 
the  canaliculi.  A contusion,  tearing  or  lacera- 
tion of  the  lower  lid,  especially  when  towards 
the  medial  aspect,  frequently  results  in  dis- 
ruption of  the  passageway.  The  optimum  time 
for  repair  is  immediate  and  by  direct  sutur- 
ing. The  punctal  portion  of  the  canaliculus 
is  readily  identifiable;  however,  the  nasal 
part  invariably  retracts  into  the  depths  of 
the  contused,  bloody  tissues.  It  might  be 
demonstrated  by  irrigation  with  methylene 
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blue  dye  through  the  upper  punctum  and 
pressure  over  the  sac.  A fairly  straight- 
forward technic  is  to  pass  a “pig- tail  probe” t 
(Fig.  3)  via  the  upper  punctum  and  with  a 
little  manipulation  out  through  the  distal  part 
I of  the  cut  canaliculus.  A knotted  nylon 
I thread,  after  it  has  been  threaded  through 
0.3  mm  polythene  tubing  (Fig.  3) , is  attached 
to  the  notch  on  the  probe’s  end.  Withdrawal 
of  the  probe  causes  the  tubing  to  follow.  The 
other  end  of  the  tubing  can  be  introduced 
through  the  proximal  part  of  the  canaliculus 
in  a similar  manner  after  the  probe  reaches 
the  site  via  the  inferior  punctum.®  The  ends 
' of  the  cut  canaliculus  are  then  sutured  di- 
! rectly  with  6-0  chromic  catgut  on  an  atrau- 
matic 6 mm  needle.t  Care  must  be  taken 
that  when  the  subcutaneous  tissues  and  the 
skin  wound  are  repaired,  mattress  sutures  are 
used  to  counteract  the  tendency  of  the  lower 
lid  to  pull  laterally  and  cause  the  wound  to 
gape.® 

Entrapment  of  an  eyelash  in  the  lower 
punctum  and  canaliculus  occasionally  is  a 
cause  of  epiphora,  as  is  canaliculitis,  where 
actinomycotic  infection  leads  to  occlusion  of 
an  inflamed  punctum  and  canaliculus  by 
identifiable  mycelial  bodies.  Penicillin  ther- 
apy is  most  effective  together  with  me- 
chanical removal.  In  the  event  delay  before 
surgical  correction  is  sought  or  after  inflam- 
matory stricture  of  the’ canaliculus,  a formal 
exposure  of  the  area  will  be  required  by  an 
incision  similar  to  that  for  dacryocystorhinos- 
tomy, but  more  laterally  placed  than  plastic 
purists  desire  (Fig.  5).  In  the  event  that  the 
offending  area  can  be  excised  and  the  remain- 
ing portions  of  canaliculus  can  be  apposed 
without  tension  or  the  lateral  wall  of  the 
lacrimal  sac  can  be  utilized,  a canaliculor- 
raphy  or  canaliculocystoplasty  can  be  com- 
pleted.^® Should  the  lesion  be  too  extensive, 
a vein-auto-transplant  (Figs.  6,  7)  can  be 
used  to  repair  the  passage.®  A dacrycystorhin- 
ostomy  usually  has  to  be  done  at  the  same 
time.  I prefer  these  technics  to  the  use  of 
Jones^  intubation. 

Chronic  dacryocystitis  invariably  pro- 
duces obstruction  at  the  sac  junction  with 
the  naso-lacrimal  canal  and  a dacryocysto- 

tMedical  Workshop,  Groningen,  Netherlands. 

^Ethicon,  Somerville,  New  Jersey. 


rhinostomy  will  cure  the  condition.  One 
should  make  use  of  the  sac  and  nasal  mucosae 
to  fashion  flaps  for  the  new  passage  through 
the  lateral  nasal  wall.  In  a distended  atonic 
sac,  excess  mucosa  should  be  excised.  The 
sutured  junctions  should  be  kept  apart  for 
about  4-6  weeks  by  using  a soft  uretheral 


Fig.  5.  Lateral  positioning  of  the  incision  for 
canalicular  exposure  also  reveals  osteotomy  and 
anterior  flap  of  nasal  mucosa  fashioned. 


Fig.  6.  Vein  transplant  on  larger  polythene  tube 
about  to  be  transferred  to  smaller  tube  visible  at 
extreme  left. 


Fig.  7.  Proximal  end  of  vein  transplant  sutured 
to  proximal  canaliculus. 
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catheter.  This  is  kept  in  place  by  a deep  stay- 
suture  coming  out  through  the  skin  and  which 
is  taken  out  just  prior  to  removal  of  the 
catheter  via  the  nostril. 

The  commonest  cause  of  epiphora  due  to 
naso-lacrimal  duct  obstruction  is  incomplete 
canalisation  or  persistence  of  the  distal  mem- 
brane in  the  early  postnatal  months.  This  is 
relatively  frequent  and  yet  epiphora  is  not 
common  in  preschool  and  school  children. 
The  trouble  is  often  bilateral,  but  may  be 
far  more  pronounced  on  one  side.  The  mother 
usually  reports  in  the  second  to  sixth  post- 
natal month  that  the  offending  eye  (since 
shortly  after  birth)  often  tears  and  that  a 
mattery  discharge  is  bothersome.  Such 
epiphora  may  be  noted  at  examination  and 
characteristically  a mucoid  rather  than  pus 
deposit  will  be  seen  on  the  lashes,  in  the 
presence  of  a “white,”  non-inflamed  eye. 
Pressure  over  the  lacrimal  sac  usually  pro- 
duces regurgitation  of  clear  fluid  to  muco-pus 
from  the  puncta.  Although  one  knows  that 
the  majority  of  these  children  will  spontane- 
ously achieve  an  open  canal  eventually  it 
will  require  considerable  attention  from  the 
mother  by  sac  expression  to  keep  the  sac 
empty  and  clean.  Furthermore  excoriation  of 
the  skin  commonly  occurs  after  a while.  My 
practice  is  to  demonstrate  to  the  mother 
how  to  express  the  contents  of  the  sac  with 
a correctly  positioned  finger  (nail  cut  short) . 
This  is  to  be  done  two  times  a day.  I order 
the  instillation  of  chloromycetin§  eyedrops 
four  times  a day.  I request  a return  visit  in 
three  weeks  for  review.  Should  improvement 
be  noted  then  the  process  is  continued  for 
a further  period  and  success  is  happily  ac- 
claimed (although  the  duct  has  opened  spon- 
taneously). The  pressure  on  the  sac  helps 
force  fluid  through  the  canal.  Usually,  how- 
ever, the  obstruction  persists  and  I then 
recommend  to  the  mother  on  the  first  or 
second  review  that  probing  (Fig.  3)  would  be 
advantageous.  I remind  her  that  spontaneous 
remission  is  the  natural  course  of  the  disease 
but  also  inform  her  of  the  handling  required. 
I feel  probing  under  light  anesthesia  is 
extremely  effective  and  almost  always  cura- 
tive. It  is  advisable  to  warn  the  mother  that 

§Parke-Davis  and  Company,  Detroit,  Michigan. 
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more  than  one  probing  session  may  be  re- 
quired. It  is  my  experience  that  no  more 
than  two  are  needed.  The  first  procedure 
may  provide  only  partial  clearance.  Expres- 
sion of  sac  contents  and  the  use  of  the  anti- 
biotic drops  should  be  continued  for  a period 
after  the  probing.  As  I never  irrigate  the  sac 
in  these  children,  there  is  no  need  for  intra- 
tracheal intubation  anesthesia,  and  the  child 
can  go  home  within  an  hour  of  recovery  from 
anesthesia.  In  passing  the  probe  along  the 
passages,  it  is  essential  to  use  a delicate  hand 
and  carefully  to  follow  the  proper  anatomical 
angles  and  directions. 

Mid-third  facial  fractures  may  involve  the 
naso-lacrimal  duct  and  need  correction  by 
dacryocystorhinostomy.  Nasal  septal  deflec- 
tion and  mucosal  thickening  and  polyps  are 
causes  of  epiphora  which  will  probably  re- 
quire the  assistance  of  an  otorhinolaryngolo- 
gist.  Chronic  rhinitis,  often  associated  with 
post-nasal  drip  and  allergic/infective  sinusi- 
tis, is  commonly  a persistent  etiologic  factor 
in  production  of  epiphora. 

Occasionally,  a patient  will  complain  of 
the  sensation  of  epiphora  and  in  fact  full 
investigation  will  reveal  hyposecretion  of  the 
lacrimal  glands.  This  pseudoepiphora  is  more 
frequent  in  elderly  ladies  who  tend  to  have 
depressed  thyroid  secretion  and  depressed 
ovarian  function*.  Often  in  this  age  group 
epiphora  is  present  and  thyroid  and  stilboes- 
trol  therapy  alleviates  the  conditions  with 

* Allergan  Pharmaceutical,  Santa  Ana,  California. 

**Alcon  Laboratories,  Inc.,  Fort  Worth,  Texas. 


the  additional  therapy  of  Liquifilm*  eyedrops 
three  times  a day  in  each  eye  in  the  hypo- 
secretion  cases  and  Zincfrin**  eyedrops  three 
times  a day  in  each  eye  in  those  with 
epiphora. 

Summary 

In  summary,  the  emphasis  is  placed  bn  the 
close  correlation  between  anatomico-physio- 
logical  considerations  and  signs  and  symp- 
toms, rather  than  etiology.  Whatever  the 
cause,  a mechanical  interruption  of  the  free 
passage  of  tears  along  fine  channels  results 
in  almost  all  the  conditions  mentioned  pre- 
viously. Surgical  correction  of  disruption  at 
each  anatomical  site  is  usually  associated 
with  a satisfactory  functional  result  and  no 
cosmetic  embarrassment.  While  most  of  the 
conditions  discussed  in  this  communication 
are  probably  best  treated  by  a physician 
restricting  his  practice  to  treatment  of  eye 
diseases,  the  general  practitioner  is  very 
often  confronted  with  the  problem  in  the 
first  instance.  The  treatment  and  advice  given 
by  him  will  invariably  have  an  important 
bearing  on  a successful  outcome.  • 
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Coccidioidomycosis* 


Localized  cutaneous  lesions  of  disseminated  type  treated 
with  Amphotericin  B and  fulguration 


A case  report  is  presented 
with  emphasis  on  diagnosis, 
management  and  drug  toxicity. 

Coccidioidomycosis  occurs  in  endemic  form, 
albeit  usually  subclinically,  within  certain 
areas  of  the  United  States  corresponding  to 
the  Lower  Sonoran  Life  Zone  by  climatic 
characteristics,  and  encompassing  in  spotty 
fashion  parts  of  California,  Arizona,  New 
Mexico,  Texas,  Nevada  and  Utahd  Ophuls  in 
1900  correctly  identified  the  causative  or- 
ganism as  a fungus  rather  than  a protozoan, 
as  was  formerly  believed.  A few  years  later 
he  reviewed  thirteen  cases  of  coccidioidal 
granuloma  recognized  to  that  time.^  Knowl- 
edge of  coccidioidal  infection  was  limited  to 
descriptions  of  the  advanced  stages  with 
granulomatous,  multisystem  involvement,  un- 
til study  of  the  natural  course  of  the  disease 
with  recognition  of  the  primary  pulmonary 
infection  was  begun  by  Dickson  and  Gif- 
ford.^'^  Comprehensive  reviews  have  subse- 
quently been  published  covering  all  aspects 
of  human  infection  with  Coccidioides  immi- 
tis.®'®  Diagnostic  and  prognostic  usefulness  of 
the  coccidioidin  skin  test  was  reported  by 
Smith,  et  al.,  in  1948,^®  and  similar  extensive 
evaluation  of  precipitin  and  complement  fix- 
ing serologic  reactions  in  coccidioidomycosis 
was  compiled  by  Smith,  Saito  and  Simons  in 
1956.“ 

'From  the  Department  of  Medicine,  University  of  New 
Mexico  School  of  Medicine,  and  the  Medical  Service, 
Veterans  Administration  Hospital,  Albuquerque,  New 
Mexico.  Dr.  Zeller  is  Instructor  in  Medicine  at  the  Uni- 
versity of  New  Mexico  School  of  Medicine  and  Assistant 
Chief,  General  Medical  Service  Section  at  the  Veterans 
Administration  Hospital. 


Nicholas  H.  Zeller,  MD,  Albuquerque,  N.  M. 


With  the  discovery  of  the  antifungal  anti- 
biotic Amphotericin  B in  1956,^^  “ there  was 
available  for  the  first  time  an  effective,  al- 
though potentially  toxic,  agent  for  use  in 
certain  types  of  coccidioidal  infection.  Indica- 
tions for  treatment  with  Amphotericin  B, 
dosage  and  routes  of  administration,  duration 
of  therapy,  and  beneficial  results  and  limita- 
tions of  treatment  have  been  fairly  well 
established  for  coccidioidomycosis  as  well  as 
for  other  systemic  mycoses  against  which  the 
agent  is  effective.®-  The  significant 

nephrotoxicity  associated  with  Amphotericin 
B therapy,  which  appears  to  be  dose  related, 
is  a limiting  factor  in  its  use.^®®®  The  renal 
damage,  which  may  be  irreversible  and  even 
fatal,®'  although  not  a deterrent  to  use  of 
the  drug  in  selected  conditions,  makes  careful 
regulation  of  its  administration  essential.  By 
utilizing  Amphotericin  B as  prophylactic 
therapy  against  possible  dissemination  in  cer- 
tain instances  of  primary  coccidioidomycosis, 
or  as  “coverage”  therapy  before  and  after 
surgical  procedures  (such  as  excisions  of  pul- 
monary lesions,  drainage  of  abscesses  or  sinus 
tracts,  etc.)  it  is  possible  to  give  shorter 
courses  of  the  drug  with  resultant  smaller 
total  dosage.®’  There  is  thus  less  likelihood 
of  producing  permanent  renal  damage. 

The  case  reported  is  one  of  a Negro  male 
with  localized  cutaneous  lesions  of  the  dis- 
seminated type  treated  with  low  dosage 
Amphotericin  B before  and  after  fulguration 
of  the  lesions.  The  clinical  result  was  excel- 
lent, and  a favorable  serologic  response  was 
obtained. 
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CASE  REPORT 

I.  J.,  a 43-year-old  Negro  male,  was  admitted 
to  the  Veterans  Administration  Hospital,  Albu- 
querque, New  Mexico,  for  the  first  time  on  Decem- 
ber 23,  1965.  About  two  months  prior  to  admission, 
without  antecedent  trauma,  he  noted  a small  “nick” 
in  the  skin  of  the  left  side  of  the  face  just  anterior 
to  the  ear.  Although  partial  healing  would  at 
times  occur,  there  was  gradual  enlargement  of  the 
lesion,  and  he  could  occasionally  express  a small 
amount  of  white  exudate  from  the  area.  The  lesion 
was  not  painful  and  there  was  no  associated  lymph 
node  enlargement  apparent  to  the  patient.  He  had 
no  constitutional  symptoms,  and  he  had  received 
no  treatment  prior  to  hospitalization.  He  had  re- 
sided in  the  Los  Angeles  area  for  approximately 
six  months  prior  to  the  appearance  of  the  skin 
lesion,  and  during  that  time  had  traveled  in  the 
San  Joaquin  Valley  region  of  California  on  more 
than  one  occasion.  He  denied  any  symptoms  refer- 
able to  a respiratory  or  flu-like  illness  during  this 
period.  He  worked  as  a imion  business  representa- 
tive, and  at  the  time  of  the  present  hospitalization 
had  been  on  his  way  to  the  eastern  part  of  the 
United  States.  The  only  significant  feature  of  his 
past  history  was  that  he  had  been  treated  for 
primary  syphilis  in  1946,  with  penicillin,  and  sub- 
sequent serological  tests  for  syphilis  were  negative. 

Physical  examination  revealed  a well-devel- 
oped, well-nourished  male  of  about  stated  age, 
who  'did  not  appear  ill.  He  was  afrebile.  His  weight 
was  150  pounds,  representing  his  average.  Just 
anterior  to  the  left  ear  there  was  a somewhat  oval, 
verrucous,  hyperpigmented,  slightly  tender  lesion 
measuring  approximately  12  mm.  in  diameter. 
Near  this  lesion  were  two  smaller  discrete  hyper- 
trophic plaques.  None  of 'the  lesions  showed  evi- 
dence of  ulceration.  A few  small  hard  “kernels” 
were  palpated  subcutaneously  just  below  the  angle 
of  the  mandible  on  the  left.  Remainder  of  the 
examination  was  negative  with  no  significant 
lymphadenopathy  and  no  visceral  organomegaly. 

Initial  laboratory  data  revealed  a leukocyte 
count  of  4200  per  cu  mm.  with  47%  lympho- 
cytes and  6%  eosinophils.  Hematocrit  was  42%  and 
hemoglobin,  14.5  grams.  Sedimentation  rate  was  23 
mm  per  hour.  Urinalysis  was  normal.  Blood  urea 
nitrogen  was  10  mg  %,  fasting  blood  glucose,  90  mg 
% , and  there  were  normal  values  for  serum  sodium, 
potassium,  chlorides  and  carbon  dioxide  combining 
power.  Serum  protein  electrophoresis  was  normal. 
Liver  function  studies,  which  included  sulfobro- 
mophthalein  retention,  serum  cholesterol,  bilirubin, 
thymol  turbidity,  alkaline  phosphatase,  glutamic 
oxaloacetic  transaminase  and  cephalin  flocculation, 
were  normal.  Serologic  test  lor  syhilis  (VDRL)  was 
negative,  and  spinal  fluid  examination  was  normal. 
Chest  x-ray  showed  small  hilar  calcifications  but 
was  otherwise  negative,  as  were  x-rays  of  the  skull 
and  facial  bones  and  a metastatic  bone  series. 
Electrocardiogram  showed  no  abnormalities.  Intra- 
cutaneous  tests  were  negative  for  blastomycosis, 
histoplasmosis  and  tuberculosis,  and  positive  for 
coccidioidomycosis  (1:100  dilution)  with  a 10  mm. 


area  of  erythema  and  induration.  The  latter  w^s 
repeated  approximately  two  weeks  later,  ana 
showed  a 15  mm.  area  of  similar  reactivity. 

During  the  first  two  weeks  of  hospitalization 
several  more  small  papular  lesions  appeared  near 
the  original  lesion  with  no  apparent  change  in 
the  appearance  of  the  pre-existing  ones,  and  no 
cnange  in  the  patient's  asymptomatic  clinical  status 
(Fig.  1).  On  January  17,  1966  excisional  biopsy  of 
one  of  the  smaller  satellite  lesions  was  performed. 
Microscopically  the  lesion  contained  diffuse  aggre- 
gates of  acute  and  chronic  inflammatory  cells  as 
well  as  multinucleated  giant  cells.  Considerable 
eosinophilia  was  present.  An  occasional  giant  cell 
contained  a well-defined  coccidioidal  spherule  with 
endospores.  Culture  of  the  lesion  was  positive  for 
Coccidioides  immitis.  Serologic  tests  for  coccidio- 
idomycosis showed  a negative  precipitin  reaction 
and  a positive  complement  fixation  reaction  (2-|-) 
in  a 1:64  dilution. 

Inasmuch  as  the  cutaneous  lesions  were  typical 
of  disseminated,  though  localized  disease,  and  be- 
cause of  the  patient’s  race  and  significant  elevation 
of  the  complement  fixation  titer,  it  was  decided 
to  treat  him  with  Amphotericin  B*  in  low  total 


Fig.  1.  Appearance  of  coccidioidal  lesions  in 
January,  1966  prior  to  treatment. 


dosage  before  and  after  fulguration  of  the  lesions. 
Treatment  was  begun  on  2/23/66  and  completed  on 
5/16/66,  the  patient  receiving  1.020  grams  of 
Amphotericin  B intravenously  during  that  period. 
Within  a week  after  starting  therapy  significant 
regression  in  the  size  of  the  lesions  was  noted.  On 

‘Fungizone — E.  R.  Squibb  and  Sons. 
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3/29/66  fulguration  of  the  small  remaining  lesions 
was  performed.  Coccidioidal  complement  fixation 
titer  was  2+  at  a 1:16  dilution  at  the  conclusion 
of  treatment  and  positive  at  a 1:8  dilution  only  at 
the  time  of  discharge  in  early  July,  1966.  The 
patient’s  appearance  after  treatment  is  shown  in 
Fig.  2.  Telephonic  communication  with  the  patient 
in  October,  1966  indicated  that  he  was  well,  with 
no  new  lesions  or  symptoms.  Unfortunately,  future 
attempts  at  contacting  the  patient  for  purpose  of 
follow  up  evaluation  were  unsuccessful. 

Amphotericin  B was  administered  utilizing  the 
procedure  recommended  by  Winnii  which  included 


Fig.  2.  Appearance  in  June,  1966  after  completion 
of  therapy. 


the  cut-off  technic  to  flush  the  infusion  system 
frequently,  a six-hour  period  of  administration, 
small  initial  dosage,  small  amoimts  of  hydrocorti- 
sone intramuscularly,  heparin  sodium  in  the  infu- 
sion bottle,  and  the  use  of  aspirin  and  an  anti- 
histamine preparation  prior  to  each  infusion.  The 
maximum  dose  given  was  50  mg  at  intervals  of 
48  hours  except  where  the  appearance  of  nephro- 
toxicity made  temporary  cessation  of  therapy  nec- 
essary. Side  effects  were  minimal.  Mild  nausea, 
malaise,  and  headache  occurred  infrequently  dur- 
ing the  early  weeks  of  treatment  and  a localized 
thrombophlebitis  occurred  once. 

Significant  evidence  of  nephrotoxicity  was  en- 
countered. Serum  creatinine  was  less  than  1 mg% 
and  24  hour  endogenous  creatinine  clearance  values 
were  between  130  and  160  ml  per  min.  prior  to 
start  of  therapy.  Temporary  interruptions  in  treat- 
ment were  necessary  for  periods  varying  from  5 
to  18  days  (usually  less  than  one  week)  because 
of  reductions  in  creatinine  clearance  which  reached 
values  as  low  as  47  ml  per  min.  Treatment  was 
not  reinstituted  until  the  clearance  value  ap- 


proached pre-treatment  levels.  Serum  creatinine 
concentration  elevations  did  not  parallel  the  re- 
duced clearance  values  as  a good  indication  of 
renal  toxicity.  Urinary  abnormalities  were  com- 
mon throughout  the  treatment  period  consisting  of 
albuminuria,  microscopic  hematuria,  pyuria  and 
cylindruria.  A tendency  to  formation  of  a dilute 
urine  became  apparent  as  treatment  progressed, 
whereas  prior  to  treatment  routine  morning  urine 
specimens  showed  specific  gravities  as  high  as 
1.036.  Urine  concentration  tests  just  prior  to  dis- 
charge in  July,  1966  still  showed  evidence  of 
impaired  concentrating  ability,  although  urinalyses 
were  normal  and  creatinine  clearance  was  133  ml 
per  min. 

A normocytic,  normochromic  anemia  gradually 
developed  during  the  therapy,  attributed  directly 
to  the  Amphotericin  B administration.  Therapy 
was  not  interrupted  at  any  time  solely  because 
of  the  anemia.  The  hematocrit  reached  a low  level 
of  24.5%  and  hemoglobin  8.6  grams,  just  prior 
to  completion  of  treatment.  Sternal  marrow  was 
hypoproliferative  with  a myeloid-erythroid  ratio 
of  4:1,  and  showed  a slight  increase  in  plasma 
cells  and  abundant  hemosiderin.  No  specific  treat- 
ment of  the  anemia  was  given  and  the  hematocrit 
rose  gradually  to  35%  at  time  of  discharge. 

No  other  evidence  of  toxicity  was  noted.  Serial 
liver  function  studies  remained  normal  and  no  ' 
evidence  of  hypokalemia  developed.  An'  upper 
gastrointestinal  x-ray  series  was  normal,  and  stool 
examinations  were  negative  for  occult  blood.  Serial 
chest  x-rays  remained  unchanged;  an  intravenous 
pyelogram  performed  in  June  1966  was  normal; 
and  repeated  electrocardiograms  showed  no  abnor- 
malities. Weieht  at  time  of  discharge  was  145 
pounds  and  the  patient  was  asymptomatic. 

Discussion 

Coccidioidal  infection  is  produced  by  in- 
halation or  inoculation  of  the  arthrospores  of 
the  vegetative  phase  of  Coccidioides  immitis. 
The  highest  incidence  of  infectivity  corre- 
sponds to  the  dry,  dusty  summer  period  •which 
favors  wind-borne  transmission  of  the  fungus 
in  an  endemic  region.  Within  the  human  or 
animal  the  parasitic  phase  develops  with  for- 
mation of  the  characteristic  doubly  contoured 
spherules  which  reproduce  in  the  tissues  by 
endosporulation.  Person  to  person  transmis-  i 
sion  via  respiratory  secretions  has  not  been 
reported,  but  theoretically  might  occur  as  the 
mycelial  phase  of  the  fungus  has  been  found 
in  the  lungs  of  some  infected  patients,  and 
thus  could  be  a source  of  the  infectious 
arthrospores.®  Interhuman  transmission  via 
growth  of  the  fungus  on  a cast  covering  a 
draining  coccidioidal  lesion  has  been  re- 
ported.^® 
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Prolonged  exposure  is  not  required  for 
infection,  and  brief  contact  with  fungus- 
containing  dust  during  travel  through  an 
endemic  region  may  be  sufficient  to  cause 
infection.  Among  non-immune  persons  resid- 
ing in  an  endemic  area  an  infectivity  rate, 
as  manifested  by  development  of  sensitivity 
to  intradermal  coccidioidin,  approaching  25 
per  cent  per  year  is  possible,  and  ultimately 
nearly  100  per  cent  of  such  a population 
would  be  reactors.^® 

In  approximately  70  per  cent  of  those 
acquiring  a primary  pulmonary  infection  the 
process  is  subclinical  and  no  medical  atten- 
tion is  sought.  In  the  remaining  30  per  cent 
respiratory  symptoms  with  cough  and  chest 
pain  occur,  and  chills,  fever,  malaise,  head- 
ache, muscular  soreness  and  arthralgia  are 
present  in  varying  severity.  Chest  x-rays  may 
show  changes  consistent  with  a penumonitis 
with  or  without  evidence  of  hilar  adenopathy. 
Skin  lesions  of  erythema  nodosum  or  ery- 
thema multiforme  develop  two  or  three 
weeks  following  the  initial  symptoms  in  25 
per  cent  of  cases,  predominantly  females, 
and  within  three  to  four  weeks  a positive  re- 
action to  intradermal  coccidioidin  is  present. 
In  most  patients  all  manifestations  of  the 
primary  infection  will  subside  spontaneously 
with  only  symptomatic  therapy,  although 
x-ray  changes  may  persist  for  weeks  or 
months.  A small  number  will  show  progres- 
sive pulmonary  disease,  and  about  5 per  cent 
develop  residual  pulmonary  lesions  consisting 
of  thin-walled  cavities  or  coccidioidal  gran- 
ulomata.®  Initial  infection  usually  confers 
lasting  immunity,  although  a second  exposure 
of  sufficient  magnitude  may  cause  exogenous 
reinfection. 

Dissemination  following  primary  coccidi- 
oidal infection  occurs  in  about  one  of  every 
1000  cases,  with  Negroes  showing  a much 
greater  susceptibility  to  dissemination.®  Preg- 
nancy may  favor  dissemination,  as  well  as 
steroid  therapy,  although  the  latter  has  been 
used  in  small  doses  to  suppress  the  allergic 
manifestations  associated  with  primary  coc- 
cidioidal infections  without  any  apparent 
untoward  effects.  Untreated  disseminated 
coccidioidomycosis  is  associated  with  a mor- 
tality approaching  50  per  cent.  It  is  usually 
multisystemic,  although  the  meninges®  or  the 


skin^’’  may  be  the  only  manifestation  of  dis- 
semination in  a particular  case.  In  1946  Forbus 
and  Bestebreurtje  reported  a pathologic  study 
of  95  cases  of  the  disseminated  type  indicating 
the  frequency  of  involvement  of  the  various 
organ  systems.  Following  pulmonary  and 
lymph  node  extension,  spleen,  skin  and  sub- 
cutaneous tissues,  liver,  kidneys,  bones,  men- 
inges, adrenals,  and  myocardium  were  in- 
volved in  decreasing  order  of  frequency.® 

Proper  utilization  of  the  precipitin  and 
complement  fixing  serologic  reactions  is  most 
helpful  and  necessary  in  assessing  the  signifi- 
cance of  the  infection,  need  for,  and  response 
to,  treatment.  Although  mild  or  subclinical 
primary  infection  may  not  show  a serologic 
response,  percipitins  will  appear  within  three 
weeks  in  the  majority  of  patients  with  symp- 
tomatic infection,  and  are  usually  no  longer 
demonstrable  after  several  months.  Comple- 
ment fixing  antibodies  appear  later  than  the 
precipitins  and  persist  longer.  In  asympto- 
matic residual  pulmonary  lesions  serologic 
reactions  are  of  value  diagnostically  only  if 
positive.  Significant  titers  of  complement  fix- 
ing antibodies  are  present  in  practically  all 
cases  of  disseminated  coccidioidomycosis,  and 
skin  reactivity  is  frequently  no  longer  pres- 
ent. A complement  fixing  titer  of  1:64  or 
higher  is  indicative  of  dissemination,  and 
changing  titers  are  useful  in  evaluating  treat- 
ment response  or  failure.  Complement  fixing 
antibodies  are  present  in  the  spinal  fluid 
only  if  meningitis  is  present,  and  thus  are 
diagnostic.  Immunodiffusion  tests  using  por- 
tions of  Coccidioides  immitis  extracts  have 
more  recently  been  described,  with  the  same 
general  applicability  as  the  precipitin  and 
complement  fixation  reactions  although  more 
quickly  performed.^®- 

The  fungus  may  be  recovered  on  occasion 
from  sputum,  though  more  often  from  ma- 
terial obtained  at  time  of  biopsy,  excision,  or 
drainage  of  coccidioidal  lesions.  It  gives  a 
characteristic  fluffy,  white  growth  on  Sabou- 
raud’s  medium,  and  additional  confirmation 
may  be  obtained  by  guinea  pig  or  mouse 
inoculation.  Biopsies  show  tubercle  formation 
and  foreign  body  giant  cells.  Appropriate 
staining  will  demonstrate  the  spheres  of  Coc- 
cidioides immitis. 
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Criteria  for  diagnosis  of  primary  cutane- 
ous coccidioidomycosis  were  formulated  by 
Wilson,  et  al.,  in  1953.^“  Included  were  a 
history  of  inoculating  trauma  and  absence  of 
preceding  pulmonary  infection,  appearance 
of  a characteristic  chancriform  lesion  with 
regional  lymphadenitis  following  a short  in- 
cubation period  (1-3  weeks),  and  spontaneous 
healing  of  the  cutaneous  manifestations  with- 
in a few  weeks.  In  addition  the  syndrome 
should  be  characterized  by  positive  intra- 
dermal  and  precipitin  reactions,  and  comple- 
ment fixation  reaction  in  low  titer  only.  Long 
considered  a rather  benign  disease,  Winn  has 
recently  shown  the  potentialities  for  dissem- 
ination from  a primary  cutaneous  focus.’^^ 

Specific  therapy  with  Amphotericin  B is 
indicated  in  progressive  pulmonary  infection 
with  increasing  elevation  of  the  complement 
fixation  titer,  or  when  associated  with  factors 
favoring  dissemination,  such  as  dark-skinned 
race  or  pregnancy.  Instances  of  primary  cu- 
taneous coccidioidomycosis  in  which  there  is 
evidence  of  impaired  resistance  with  signifi- 
cantly elevated  complement  fixation  titers 
should  probably  also  be  treated.  The  presence 
of  disseminated  coccidioidomycosis,  in  spite 
of  its  variable  course,  is  practically  always 
an  indication  for  treatment. 

Early  studies  with  Amphotericin  B have 
generally  shown  that  the  oral  route  of  ad- 
ministration is  of  little  value  with  poor  ab- 
sorption and  inadequate  blood  levels  of  the 
drug  obtained.  Intramuscular  administration 
is  also  ineffective  and  poorly  tolerated  by  the 
patient.  Intravenous  Amphotericin  B admin- 
istration. has  become  the  method  of  choice,  in 
conjimction  with  intrathecal  administration 
in  cases  with  meningitis.  Optimum  dosage  is 
around  one  mg  per  Kg  of  body  weight,  ad- 
ministered at  48-hour  intervals,  this  level 
being  attained  by  gradual  increments.  Dura- 
tion of  therapy  is  usually  governed  by  the 
clinical  response  and  the  fall  in  complement 
fixation  titer,  although  renal  toxicity  may 
necessitate  termination  before  a serologic 
“cure”  is  obtained.  Treatment  is  customarily 
for  shorter  periods  when  Amphotericin  B is 
used  for  “coverage”  or  prophylactic  therapy, 
and  markedly  prolonged,  though  intermittent, 
with  meningeal  involvement. 

Side  effects  of  intravenous  Amphotericin 


B administration  are  frequent,  including 
fever,  chills,  headache,  malaise,  nausea  and 
localized  thrombophlebitis.  They  can  be  mini- 
mized by  employing  the  “cut-off”  technic, 
supplemental  use  of  aspirin,  antihistamines 
and  small  doses  of  hydrocortisone  and  he- 
parin sodium.  The  major  toxic  effects  of 
Amphotericin  B are  hypokalemia,  anemia  and 
renal  damage.  The  hypokalemia,  which  may 
be  related  to  nephrotoxicity,  can  reach  very 
low  levels  requiring  oral  or  intravenous 
potassium  administration.  Anemia  is  normo- 
cytic,  normochromic,  and  if  sufficiently  se- 
vere is  corrected  with  transfusions.  The  renal 
damage  is  the  most  important  of  the  toxic 
effects  and  appears  to  be  related  to  total 
dosage  of  drug  administered.  Clinically,  ab- 
normalities of  urine,  consisting  of  proteinuria, 
microscopic  hematuria  and  cylindruria,  ap- 
pear soon  after  therapy  is  begun.  Elevations 
of  blood  urea  nitrogen  and  serum  creatinine 
concentrations  follow,  but  for  purposes  of 
following  the  degree  of  worsening  or  im-  : 
provement  of  renal  function,  frequent  deter-  i 
minations  of  the  endogenous  creatinine  clear- 
ance are  much  more  accurate.^^  Histologic 
toxic  changes  are  glomerular  and  tubular,  * 
with  nephrocalcinosis  being  frequently  pres- 
ent. Renal  damage  after  administration  of  a 
large  total  dosage  of  Amphotericin  B may  be 
progressive  even  after  cessation  of  treatment, 
as  gradual  release  of  the  drug  from  body  j 
tissues  causes  prolonged  effect  on  the  kidney. 
Minute  amounts  of  Amphotericin  B have 
been  demonstrated  in  the  kidneys  of  one 
patient  a year  after  treatment  was  termi- 
nated.^^ 

Summary 

A case  is  reported  of  disseminated  coc- 
cidioidomycosis, with  lesions  limited  to  the 
left  facial  region,  which  was  treated  with 
low  dosage  intravenous  Amphotericin  B and 
fulguration  of  the  lesions.  The  clinical  result 
was  excellent  with  a favorable  serologic  re- 
sponse. 

Nephrotoxicity  of  Amphotericin  B was 
apparent  during  the  period  of  drug  adminis- 
tration, and  evidence  of  impaired  concentrat- 
ing ability  of  the  kidneys  was  present  two 
months  after  completion  of  treatment.  • 
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Leiomyosarcoma  of  spermatic  cord* 


Report  of  a case  and  summary  of  the  literature 


Stanley  Weitzner,  MD,  Albuquerque,  N.  M. 


Neoplasms  of  the  spermatic  cord  are  infre- 
quently encountered.  The  spermatic  cord  is 
rarely  the  site  of  leimyosarcoma.  The  first 
case  was  recorded  in  1907  by  Patel  and 
Chalier/  and  since  then,  twenty  additional 
cases^'^’’  have  appeared  in  the  literature. 

A case  of  leiomyosarcoma  of  the  spermatic 
cord  with  5-year  survival  and  a summary  of 
the  literature  are  presented. 

CASE  REPORT 

A 51 -year-old  Caucasian  male  was  hospitalized 
for  a painless,  minimally  tender,  slowly  growing 
mass  bf  golf-ball  size  in  the  right  scrotum  of  one 
year’s  duration.  The  patient  had  gonorrhea  treated 
with  penicillin  in  1944  and  a right  hydrocelectomy 
in  1957. 

Physical  examination  disclosed  a hard  7.0  x 5.0 
cm.  mass  in  the  lower  portion  of  the  right  sper- 
matic cord,  which  was  distinct  from  the  testis,  and 
a 2.0  X 1.5  cm.  soft  nodule  near  the  right  external 
inguinal  region.  The  remainder  of  the  physical 
examination  was  not  remarkable. 

Routine  clinical  laboratory  studies  were  within 
normal  limits.  An  intravenous  pyelogram  disclosed 
good  function,  but  with  tortuosity  of  the  ureters 
and  suggestion  of  dilatation  of  the  right  pelvis. 

A right  orchiectomy  with  high  ligation  of  the 
cord  was  performed  on  February  19,  1962. 
Pathology 

Specimen  grossly  was  a testicle  with  attached 
spermatic  cord  measuring  21  x 15  x 6 cm.  in 
greatest  dimensions.  1.5  cm.  above  the  testicle  was 
a multilobulated,  firm,  encapsulated  tumor  mea- 
suring 7x5x6  cm.  with  a superior  distinct  1.5  x 
1.5  cm.  similar  nodule.  The  cut  surface  of  the 
tumor  was  gray-white  with  scattered  foci  of 
necrosis  (Fig.  1).  The  testis  and  epididymis  mea- 
sured 5x3  cm.  and  externally  and  on  cut  surfaces 
were  not  remarkable. 

Bv  microscopic  examination  the  neoplasm  con- 
sisted of  interlacing  fascicles  and  whorls  of  smooth 
muscle  fibers  with  small  scattered  foci  of  fibrosis 
and  necrosis.  The  nuclei,  for  the  most  part,  were 

‘From  the  Department  of  Pathology,  V.  A.  Hospital  and 
University  of  New  Mexico  School  of  Medicine,  Albuquer- 
que. 


Fig.  1.  Gross  appearance  of  cut  surface  of  spermatic 
cord  neoplasm  and  the  testis. 


moderately  pleomorphic  with  varying  degrees  of 
hyperchromaticity.  There  were  occasional  mitotic 
figures  and  giant  nuclear  forms  (Figs.  2 and  3). 
In  several  areas,  the  nuclei  were  fairly  uniform 
and  with  no  remarkable  degree  of  polymorphism. 
Masson  trichrome  stains  confirmed  the  tumor  to 
be  of  smooth  muscle  nature  with  scattered  foci 
of  fibrosis. 

Sections  of  testis,  epididymis  and  vas  deferens 
were  not  remarkable. 

The  diagnoses:  Leiomyosarcoma,  low-grade,  of 
right  spermatic  cord.  Testis,  epididymis  and  vas 
deferens,  right. 

Course:  A bilateral,  radical  retroperitoneal 
lymph  node  dissection  and  appendectomy  were 
performed  ten  days  later.  No  tumor  was  noted 
grossly  or  microscopically  in  the  lymph  nodes. 
The  postoperative  course  was  not  remarkable.  The 
patient  was  discharged  two  weeks  later. 

The  patient  is  alive  and  in  fair  health  as  of 
mid-April,  1967,  five  years  and  two  months  follow- 
ing surgery.  There  is  no  apparent  recurrence  of 
tumor  or  metastasis. 

Comment 

The  histopathologic  features  of  the  neo- 
plasm in  this  case  were  those  of  leiomyosar- 
coma and  the  presence  of  only  an  occasional 
mitosis  indicated  low-grade  malignancy. 
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Fig.  2.  Section  of  tumor  showing  typical  pattern  of 
interlacing  fascicles  of  neoplastic  smooth  muscle 
fibers.  H&E  X 64. 


Fig.  3.  Higher  power  showing  prominent  nuclear 
pleomorphism  of  smooth  muscle  fibers.  H&E  X 250. 

Stout^®  and  Novak^®  in  respective  studies  of 
leiomyosarcoma  of  the  superficial  soft  tissue 
and  the  uterus  have  both  shown  that  the 
higher  the  degree  of  mitotic  activity  the 
greater  the  clinical  malignancy  of  the  tumor. 
The  low-grade  of  malignancy  in  this  case  is 
supported  by  the  survival  of  the  patient  with 
no  evidence  of  recurrence  or  metastasis  five 
years  following  surgery.  Also,  the  patient 
described  only  slight  increase  in  size  of  the 
tumor  during  the  one  year  he  noted  its  pres- 
ence. In  several  areas  the  neoplastic  cells 
were  essentially  uniform  and  devoid  of  re- 
markable nuclear  pleomorphism  or  anaplasia, 
thus  appearing  to  be  more  representative  of 
leiomyoma  than  leiomyosarcoma.  It  is,  there- 
fore, postulated  that  the  leiomyosarcoma  in 
this  case  arose  in  a pre-existing  leiomyoma. 
Several  previous  authors  have  suggested  a 
similar  origin  in  their  cases.®’  ®’  It  is 

noteworthy  that  leiomyosarcomata  of  the 


uterus  with  good  prognosis  are  those  consid- 
ered to  have  developed  in  a leiomyoma  and 
with  few  or  no  mitoses.^” 

The  exact  site  of  origin  of  leiomyosarcoma 
of  the  spermatic  cord  is  unknown.  Whether 
it  arises  from  undifferentiated  mesenchymal 
cells  or  smooth  muscle  cells  in  the  cremaster 
muscle,  the  vas  deferens  or  abundant  blood 
vessels  is  debatable.  The  period  of  major 
growth  of  the  neoplasm,  if  not  its  duration, 
in  this  case  may  be  fairly  well  estimated  to 
be  a maximum  of  five  years,  since  the  patient 
underwent  right  hydrocelectomy  four  years 
prior  to  the  discovery  of  the  right  spermatic 
cord  tumor,  or  five  years  prior  to  its  excision. 

It  is  most  unlikely  that  a neoplasm  of  signifi- 
cant size  would  have  passed  undetected  at 
hydrocelectomy  or  in  the  immediate  post- 
operative period. 

The  age  of  the  twenty-two  patients  with 
leiomyosarcoma  of  the  spermatic  cord  ranges 
from  15  years  to  78  years.  Fifteen,  or  almost 
70  per  cent,  occurred  in  the  group  40-69  years 
of  age.  The  other  seven  cases  are  essentially  ' 
evenly  distributed  throughout  the  other  dec- 
ades. It  is  of  interest  that  none  occurred  in 
infancy  or  childhood.  When  recorded,  the 
right  and  left  spermatic  cords  were  involved 
in  ten  and  six  instances  respectively.  Seven 
patients  were  Caucasian,  two  Negro,  and  one 
Chinese.  Follow-up  information  was  available 
for  seventeen  cases.  Of  the  nine  patients 
known  to  be  alive,  three  survived  five,  eleven 
and  twenty-two  years  respectively.  The  other 
six  were  alive  from  several  months  to  three  ! 
years,  and  therefore  cannot  be  considered  in 
any  long  term  evaluation.  Six  of  the  eight 
known  deceased  patients  expired  within  two 
and  one-half  years  following  diagnosis,  the 
other  two  at  four  and  seven  years  respec- 
tively. A ninth  patient  was  presumed  to  be 
dead,  but  no  data  is  available.  At  the  time  of 
death,  eight  of  the  patients  had  either  docu- 
mented or  clinical  evidence  of  tumor  dissem- 
ination. The  liver  and  lungs,  as  would  be 
expected,  were  most  commonly  involved,  but 
the  ileum,  pleural  cavities,  pericardium,  inter- 
costal muscles  and  mediastinal  lymph  nodes 
were  also  sites  of  metastases.  Local  recur- 
rence occurred  in  four  of  the  deceased  pa- 
tients. Two  other  patients  developed  local 
recurrence  early,  but  following  excision  were 
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known  to  be  alive  at  three  years  and  twenty- 
two  years  respectively. 

The  treatment  has  varied  somewhat.  When 
recorded,  eleven  patients  had  orchiectomy 
with  high  ligation  of  the  cord,  and  five  others 
had  simple  enucleation  of  the  neoplasm  ini- 
tially, with  three  subsequently  undergoing 
orchiectomy  and  high  ligation  of  the  cord. 
Seven  of  the  patients  also  received  radiation 
therapy  and  three  others  had  retroperitoneal 
lymph  node  dissection.  It  is  difficult  to  ade- 
quately evaluate  any  of  the  various  modes  of 
treatment,  since  the  series  is  so  small  and 
data  concerning  follow-up  and  therapy  are 
incomplete  for  some  cases.  The  role  of  x-ray 
therapy  cmd  retroperitoneal  lymph  node  dis- 
section is  debatable,  but  sarcomas  metastasize 
by  lymphatics  in  some  instances  and  at  least 
local  spread  or  retroperitoneal  involvement 
may  be  obviated  by  their  use. 


The  efficacy  of  radiation  therapy,  retro- 
peritoneal lymph  node  dissection,  and  per- 
haps eventually  chemotherapy,  in  addition 
to  orchiectomy  and  high  ligation  of  the  cord, 
hopefully  will  become  established  following 
study  of  an  adequate  number  of  cases. 

Summary 

A case  of  leiomyosarcoma  of  the  spermatic 
cord  in  a 51-year-old  man  with  five-year 
survival  and  no  evidence  of  recurrence  or 
metastasis  following  orchiectomy  with  high 
ligation  of  the  cord  and  retroperitoneal  lymph 
node  dissection  is  presented.  The  possibility 
of  the  tumor  having  developed  within  a pre- 
existing leiomyoma  is  discussed.  The  avail- 
able data  on  age  incidence,  follow-up  and 
therapy  for  the  twenty-two  recorded  cases 
are  summarized.  • 
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AISNOUNCIISG 

A new  folder,  “What  Is  An  Otolaryngologist?’’  defines  and  describes  the  scope  of  modern 
otolaryngology  in  simple  terms,  bringing  into  focus  all  aspects  of  the  specialty.  Physicians 
will  be  particularly  interested  in  the  newer  activities  of  many  practitioners  in  this  field — 
over  and  beyond  the  mundane  nosebleeds,  tonsillectomies  and  adenoidectomies.  These  cover 
practice  in  tumor  surgery,  microsurgery  of  the  ear,  and  plastic  reconstructive  surgery. 

This  brochure  should  be  most  useful  for  distribution  by  physicians  in  their  reception 
rooms.  Available  to  physicians  at  cost — $2.50  per  100.  They  can  be  obtained  by  writing  to; 
Jack  R.  Anderson,  M.D.,  1111  Tulane  Ave.,  New  Orleans,  La.  70112. 
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If  it  doesn’t 
work  in  a week, 
forget  it. 


Contraindications:  Edema;  danger  of  cardiac  de- 
compensation; history  or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  senile  or  when 
other  potent  drugs  are  given  concurrently.  Large 
doses  of  Butazolidin  alKa  are  contraindicated  in 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase  in 
prothrombin  time.  Instances  of  severe  bleeding 
have  occurred.  Pyrazole  compounds  may  potenti- 
ate the  pharmacologic  action  of  sulfonylurea,  sul- 
fonamide-type agents  and  insulin.  Carefully  ob- 
serve patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Before  prescribing,  carefully  select 
patients,  avoiding  those  responsive  to  routine 
measures  as  well  as  contraindicated  patients. 
Obtain  a detailed  history  and  a complete  physi- 
cal and  laboratory  examination,  including  a 
blood  count.  The  patient  should  not  exceed  recom- 
mended dosage,  should  be  closely  supervised  and 
should  be  warned  to  discontinue  the  drug  and  re- 


port immediately  if  fever,  sore  throat,  or  mouth 
lesions  (symptoms  of  blood  dyscrasia):  sudden 
weight  gain  (water  retention):  skin  reactions:  black 
or  tarry  stools  or  other  evidence  of  intestinal  hem- 
orrhage occur.  Make  regular  blood  counts.  Discon- 
tinue the  drug  immediately  and  institute  counter- 
measures if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear. 
Use  greater  care  in  the  elderly  and  in  hyperten- 
sives. 

Adverse  Reactions:  The  most  common  are  nausea, 
edema  and  drug  rash.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary  salt, 
reduction  in  dosage  or  use  of  diuretics.  In  elderly 
patients  and  in  those  with  hypertension  the  drug 
should  be  discontinued  with  the  appearance  of 
edema.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  The 
patient  should  be  instructed  to  take  doses  imme- 
diately before  or  after  meals  or  with  milk  to  mini- 
mize gastric  upset.  Mild  drug  rashes  frequently 
subside  with  reduction  of  dosage.  However,  rash 
accompanied  by  fever  or  other  systemic  reactions 
usually  requires  withholding  medication.  Purpuric 
rash  has  also  been  reported.  Agranulocytosis,  ex- 
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In  rheumatoid  arthritis,  Butazolidin  alka  needs 
only  a week’s  trial.  If  It  doesn’t  work  in  a week, 
forget  it. 


A short  trial  period  may  spare  patients  weeks  of 
discomfort.  That’s  one  reason  why  Butazolidin  alka 
seems  a good  choice  when  aspirin  fails. 


It’s  not  for  every  patient.  Check  carefully  the 
Contraindications,  Warning,  and  Precautions 
shown  below. 

And  adverse  reactions  may  occur. The 
most  common  are  nausea,  edema  and 
rash.  Rarely,  agranulocytosis  has  been 
reported.  All  adverse  reactions  are 
listed  below,  too. 

You’ll  know  quickly  If  it  works. 

And  most  of  the  time,  it  will. 


foliative  dermatitis,  Stevens-Johnson  syndrome,  or 
a generalized  allergic  reaction  similar  to  serum 
sickness  may  occur  and  require  permanent  with- 
drawal of  medication.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have 
been  reported.  While  not  definitely  attributable 
to  the  drug,  a causal  relationship  cannot  be  ex- 
cluded. Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  us©, 
reversible  thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Rheumatoid  Arthritis:  Initial:  3.  to  6 cap- 
sules or  tablets  daily  in  3 or  4 equal  doses.  Trial 
period:  1 week.  Maintenance  dosage  should  not 
exceed  4 capsules  or  tablets  daily;  response  is 
often  achieved  with  1 or  2 capsules  or  tablets  daily. 
6509-V(B)R2 

For  complete  details,  please  see  full  prescribing 
information. 


Butazolidin^  aika 

Capsules:  phenylbutazone,  100  mg.;  dried  alumi- 
num hydroxide  gel,  100  mg.;  magnesium  trisilicate, 
150  mg.;  homatropine  methylbromide,  1.25  mg. 

Aiso  avaiiabie:  Butazolidin®,  phenylbutazone: 
Tablets  of  100  mg. 
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An  uncommon  steroid 
for  common  inflammatory  dermatoses 


! 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 
Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0,01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone  1 .0%.The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed, 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  queintity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar 


fluocinolcme  acetonide 


For  everyday  topical  steroid  therapy 

Syna]aro.or^ 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Aoailability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5.  1 5 and  60  Cm.  tubes  and  425 
Gm.  jars.  Cream  0.01%—  15.  45  and  60  Gm.  tubes 
and  120  Gm.  jars.  Solution  0.01%  — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 


fluocinolone  ecoionido—  an  original  eiaroid  from 
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AS  YOU  LIKE  IT 


A medical  potpourri 


Compiled  by  Andrew  M.  Babey,  MD,  Las  Cruces,  New  Mexico 


1.  “Every  patient  with  renal  failure  should  have 
a determination  of  serum  calcium.  If  a patient  has 
a high  BUN  and  a normal  calcium,  watch  out. 
Repeat  it  a number  of  times.  If  he  has  a high 
BUN  and  calcium  elevation,  he  probably  has  a 
disorder  of  calcium  metabolism  that  may  well 
be  the  cause  of  the  renal  insufficiency  and  may 
be  at  least  partly  remediable”  Reiman,  Arnold 
S.,  M.D.,  Quoted  from  Internist  Observer,  Nov., 
1964,  p.  6. 

2.  “As  a n.’eliminary  generalization  it  can  be 
stated  that  if  hypoglycemia  (i.e.,  blood  sugar 
below  50  mg./ 100  ml.)  is  not  manifested  until 
after  the  first  two  hours  in  a glucose  tolerance 
test,  it  is  not  likely  to  be  due  to  an  insulinoma. 
In  fact,  if  this  were  the  only  condition  we  were 
interested  in,  we  would  not  need  to  carry  the  test 
beyond  the  second  hour,  which  would  save  a lot 
of  trouble.  We  would,  however,  miss  alimentary 
hypofglycemia  and  reactive  hypoglycemia.  Again, 
if  we  only  did  intravenous  glucose  tolerance  tests 
we  would  miss  alimentary  hypoglycemia  as  well 
as  the  flat  tolerance  curve,  both  of  which  it  is 
important  to  characterize.  For  these  reasons  an 
oral  tolerance  test,  lasting  for  at  least  three  and 
preferably  six  hours,  is  preferred  as  the  first 
diagnostic  step.”  Abelson,  Denis  M.,  M.D.,  Hypo- 
glycemia, Medical  Science,  December,  1966,  p.  25. 

3.  “Most  patients  who  have  taken  insulin  for 
some  time  develop  antibodies  capable  of  binding 
varying  amounts  of  the  hormone.  Therefore,  when 
a large  dose  has  been  given  it  is  prudent  to  bear 
in  mind  that  the  beneficial  effect  of  a single  in- 
jection of  glucose  may  be  transitory,  as  insulin 
may  continue  to  be  released  from  the  binding 
sites  for  many  hours.”  Ibid,  p.  27. 

4.  “Unaccountable  decreases  in  insulin  require- 
ments are  sometimes  seen  in  longstanding  diabetes, 
and  may  rarely  go  on  to  apparent  clinical  cure. 
Sometimes  the  “improvement”  merely  presages 
the  onset  of  the  Kimmelstiel- Wilson  syndrome  of 
hypertension,  proteinuria,  retinitis  and  neuropathy. 
In  a small  number  of  patients  we  find  that  hypo- 
pituitarism, hypothyroidism  or  Addison’s  disease 
has  arisen  coincidentally,  and  removed  one  or 
more  of  the  anti-insulin  factors.  A fourth,  very 
rare  cause  of  amelioration  of  the  diabetic  state 
is  the  development  of  a pancreatic  insulinoma.” 
Ibid,  p.  27. 


5.  “A  flat  oral  glucose  tolerance  test  could  be 
due  to  (1)  laboratory  error;  (2)  islet  overactivity, 
either  mild  (as  in  early  diabetes)  or  severe  (as 
in  insulinoma);  and  (2)  malabsorption.  Ibid.,  p. 
29. 

6.  “Why  is  it  that  in  a large  organ  like  the  liver, 
infected  with  a virus  which  produces  little  or  no 
necrosis  of  the  liver,  there  is  an  astronomic  in- 
crease in  the  serum  enzyme,  whereas  when  the 
same  noxious  influence  causes  a fulminant  disease 
of  the  liver  with  destruction  of  the  liver  and 
atrophy  of  the  liver,  there  is  little  increase  in 
enzyme? 

The  obvious  explanation  is  that  it  requires  the 
intact  viable  cell  infected  with  the  virus  or  some 
other  noxious  influence  to  produce  more  and  more 
enzyme,  and  that  once  the  liver  cell  is  destroyed 
it  can  no  longer  produce  enzyme,  and  therefore 
the  body  fluid  enzymes  do  not  rise.  Typically, 
clinically,  one  sees  marked  increases  in  enzyme 
in  uncomplicated  hepatitis  and  relatively  insigni- 
ficant enzyme  rises  in  patients  who  have  acute 
atrophy  from  fulminant  hepatitis.”  Wroblewski, 
Felix,  M.D.,  The  Role  of  Enzymes  in  Diagnosis, 
The  Physician’s  Panorama,  May,  1967,  p.  14. 

7.  “In  the  absence  of  evidence  of  bacterial  endo- 
carditis, splenomegaly  in  a patient  with  congestive 
heart  failure  should  arouse  suspicion  of  constric- 
tive pericarditis.”  Resnik,  W.  H.,  M.D.,  Harrison, 
T.  R.,  M.D.,  “Pericarditis,”  Disorders  of  the  Heart, 
Principles  of  Internal  Medicine,  Fifth  Edition, 
Pub.:  McGraw-Hill,  p.  851. 

8.  “Given  a clinical  picture  resembling  cirrhosis 
but  with  the  added  feature  of  distended  neck 
veins,  careful  search  for  calcification  of  the  peri- 
cardium by  chest  films,  with  the  patient  in  the 
oblique  position,  should  be  carried  out  and  may 
disclose  a curable  or  remediable  form  of  heart 
disease.  Since  calcification  occurs  in  only  about 
50  per  cent  of  these  cases,  exploration  of  the  peri- 
cardium is  justifiable  if  the  clinical  picture  is 
suggestive  enough.”  Ibid.,  p.  851. 

9.  “The  lesson  to  be  learned  is  that  when  a patient 
has  progressive,  disabling,  and  unresponsive  con- 
gestive failure,  and  particularly  if  he  displays 
any  of  the  phenomena  of  constrictive  heart  dis- 
ease, however  minimal  they  may  be,  the  only 
decisive  method  of  determining  whether  or  not 
constrictive  pericarditis  is  responsible  is  by  ex- 
ploration of  the  pericardium.”  Ibid.,  p.  852. 
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10.  “Tolbutamide  has  a half-life  averaging  5.6 
hours  and  sustains  effective  blood  levels  for  12 
to  18  hours  before  it  is  converted  to  an  inactive 
compound.  Chlorpropamide  has  a half-life  of  35 
hours  and  may  maintain  effective  blood  levels  for 
four  to  six  days  imtil  it  is  excreted,  still  in  the 
active  form.  The  primary  metabolic  product  of 
acetohexamide  also  has  hypoglycemic  activity.  Al- 
though the  combined  half-life  of  both  acetohexa- 
mide and  its  primary  metabolite  has  been  cal- 
culated at  four  to  five  hours,  their  duration  of 
action  is  said  to  be  12  to  24  hours.  Experience  has 
demonstrated  that  a single  daily  dose  of  chlor- 
propamide or  acetohexamide  will  generally  con- 
trol blood  glucose  levels  throughout  the  24-hour 
period.  Tolbutamide,  on  the  other  hand,  often 
requires  at  least  two  daily  doses  to  maintain  ade- 
quate control.”  Wood,  Francis  C.,  Jr.,  M.D.,  Wil- 
liams, Robert  H.,  M.D.,  Oral  Drug  Therapy  of 
Diabetes  Mellitus,  G.P.,  Vol.  XXXIII,  No.  4,  April 
1966,  p.  130. 

11.  “ . . . Patients  who  are  starting  sulfonylureas 
should  be  followed  more  closely  since  there  is 
a proportionally  higher  incidence  of  hypoglycemic 
shock  during  the  first  week  of  therapy.  This  com- 
plication has  occurred  abruptly,  however,  after 
over  a year  of  apparently  stable  control  of  tol- 
butamide. Complicating  factors  in  the  course  of 


the  patient’s  general  health,  such  as  operation, 
trauma,  starvation  or  alcoholism,  may  predispose 
to  severe  reaction.”  Ibid.,  p.  131. 

12.  “Two  aspects  of  hypoglycemic  coma  caused 
by  the  sulfonylureas  should  be  emphasized.  First, 
the  onset  may  be  characterized  by  the  gradual 
appearance  of  central  nervous  system  impairment 
without  sympathetic  nervous  warning.  In  this 
respect,  the  onset  of  hypoglycemia  is  similar  to 
that  seen  with  insulinoma.  Any  patient  receiving 
sulfonylurea  therapy  who  develops  focal  neurologic 
signs  or  drifts  into  coma  should  have  an  imme- 
diate blood  glucose  determination.  Second,  sul- 
fonylurea hypoglycemia  may  last  for  a week  or 
more.  Even  if  the  patient  is  revived  with  intra- 
venous glucose,  he  should  be  followed  carefully 
for  several  days  in  order  to  prevent  recurrence 
of  hypoglycemia  and  development  of  possible  fatal 
brain  damage.”  Ibid.,  pp.  131-132. 

13.  “One  can  never  assume  the  obvious  when 
dealing  with  the  Maya  who  excelled  in  the  im- 
practical but  failed  in  the  practical.  What  mental 
quirks  (from  our  point  of  view)  led  the  Maya 
intelligentsia  to  chart  the  heavens,  yet  fail  to 
grasp  the  principle  of  the  wheel;  to  visualize 
eternity,  as  no  other  semicivilized  people  has 
ever  done,  yet  ignore  the  short  step  from  corbeled 


more  than  a fig  leaf 
was  lost . . . 

Adam  and  Eve  didn’t  appreciate  what  they  had 
in  the  Garden  so  they  went  their  own  way  and 
you  know  what  happened! 

The  climate,  the  beauty  of  the  Black  Hills,  the 
recreational  facilities  and  the  people  of  this  area 
make  it  a paradisical  location. 

' J Spell  out  everything  you  would  like  for  yourself 

and  family  as  a place  to  live  and  practice  and 
you  will  come  close  to  finding  it  here. 

The  mystery  is  why  more  doctors  haven’t  dis- 
covered this  garden  spot  themselves  and  estab- 
lished practice  here. 

We  have  need  for  two  internists  and  an  opthal- 
mologist.  If  you  are  unhappy  where  you  are  and 
would  like  to  consider  a change,  let  us  hear  from 
you. 

Rapid  City  Medical  Center 

728  Columbus  Box  1991 

Rapid  City,  S.  D.  57701 
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to  true  arch;  to  count  in  millions,  yet  never  learn 
to  weigh  a sack  of  corn?”  Thompson,  J.  Eric  S., 
The  Rise  and  Fall  of  Maya  Civilization,  1st  Ed., 
1954,  p.  13. 

14.  “The  most  important  part  of  the  roentgenologic 
examination  is  the  demonstration  of  calcium  and 
a clear  delineation  of  its  pattern  by  tomography 
or  spot  Bucky  films.  The  presence  of  calcium 
within  a solitary  pulmonary  nodule  strongly  (but 
not  absolutely)  suggests  benignancy.  This  is  es- 
pecially true  when  the  pattern  of  calcification  is 
one  of  diffuse  stippling,  a large  central  core,  total 
calcification,  a calcified  inner  or  outer  ring  or 
concentric  rings.  A few  flecks  of  calcium  or 
bizarre  and  eccentric  patterns  of  calcification  may 
be  noted  in  malignant  solitary  nodules.”  Katz, 
Sol,  M.D.,  The  Solitary  Pulmonary  Nodule,  G.  P., 
Vol.  XXXV,  No.  4,  Apr.  1967,  p.  9. 

15.  An  important  problem  in  each  case  (of  coc- 
cioidomycosis)  is  whether  or  not  dissemination  is 
occurring.  Continuation  of  symptoms  with  a per- 
sistent elevation  of  the  sedimentation  rate  for 
more  than  six  weeks  along  with  sex  and  race 
predilection  and  presence  or  absence  of  the  al- 
lergic skin  manifestations  are  of  help  in  deciding 
this  point.  In  addition,  a high  or  rising  comple- 
ment-fixation titer  with  a reversion  of  the  skin 
test  from  positive  to  negative  suggests  dissemina- 
tion.”' Quoted  from  the  Eighteenth  Annual  Sym- 
posium of  Pulmonary  Diseases,  Sept.  20-24,  1965, 
Fitzsimons  General  Hospital,  p.  226. 

IS.  “Knowledge  is  proud  that  he  has  learned  so 
much 

Wisdom  is  humble  that  he  knows  no  more.”  Quoted 
from  Cowper,  William,  The  Task,  Book  VI. 

17.  “The  widespread  enthusiasm  for  anticoagu- 
lant drug  therapy  in  myocardial  infarction  has 


extended  into  the  field  of  cerebral  vascular  disease. 
However,  recent  studies  have  not  supported  the 
benefits  of  this  therapy  and  the  danger  of  possible 
cerebral  hemorrhage  in  patients  with  hypertension 
is  now  recognized.  Most  individuals  with  cerebral 
vascular  disease  are  elderly.  They  follow  instruc- 
tions poorly  and  often  do  not  take  anticoagulants 
as  directed.  Although  anticoagulants  might  re- 
duce the  frequency  of  transient  ischemic  attacks, 
they  apparently  do  not  prevent  cerebral  infarction 
in  patients  with  this  condition.  In  addition, 
ischemic  episodes  (contrary  to  recent  publicity) 
are  relatively  uncommon  and  studies  of  their 
natural  history  indicate  that  the  prognosis  is  bet- 
ter than  once  believed  since  a stroke  does  not 
necessarily  follow.”  Greenhouse,  Arnold  H.,  M.D., 
Modern  Concepts  in  Cerebral  Vascular  Disease, 
G.P.,  VoL  XXXV,  No.  5,  May  1967,  p.  105. 

18.  “This  country  is  now  spending  very  large 
and  steadily  increasing  amounts  of  money  and 
effort  on  medical  care  and  health.  We  should 
review  and  consider  what  return  is  expected  from 
these  funds  and  efforts,  and  more  particularly 
what  return  is  actually  received  from  them.  Lon- 
gevity and  health  are  expected  but  only  longevity 
(which  has  a positive,  though  partial,  correlation 
with  health)  can  be  measured  with  reasonable 
accuracy.  . . Longevity,  measured  as  the  average 
remaining  lifetime,  increased  markedly  in  this 
country  in  each  decade  from  1900  to  1950  but 
appears  to  have  reached  a plateau  about  1954, 
since  when  there  has  been  no  increase  for  males 
and  only  a slight  increase  for  females.  . . It  is 
probable  that  we  could  either  halve  or  double 
the  money  now  being  spent  on  health  without 
significantly  affecting  our  longevity.”  Forbes, 
William  H.,  M.D.,  Longevity  and  Medical  Costs, 
New  England  Journal  of  Medicine,  July  13,  1967, 
p.  78. 


AMDOC?  AMDOC?  JUST  WHAT  IS  AMDOC? 

AMDOC  (short  for  AMerican  DOCtor)  is  a non-profit  corporation.  It  is  not  a govern- 
ment agency.  AMDOC  is  not  religiously  oriented.  It  is  a person-to-person  medical  and 
educational  service.  AMDOC  arranges  assignments  in  foreign  medieine.  ARflDOC’s  roster  of 
hospitals  in  foreign  areas  contains  numerous  requests  for  general  practitioners,  specialists 
and  allied  personnel.  Their  skills  are  acutely  needed  in  locations  in  Central  and  South 
America,  the  Far  East,  Southeast  Asia  and  Africa. 

AMDOC  receives  applications  from  physicians,  dentists  and  allied  personnel  for  foreign 
assignments.  They  offer  to  serve  as  volunteers  for  periods  from  one  month  to  three  months 
or  longer  without  compensation.  They  finance  their  own  transportation.  Their  motivation 
may  be  a desire  for  broader  experience  or  for  giving  of  themselves,  or  both.  It  can  be  a 
challenging,  rewarding  and  exhilarating  experience.'  It  is  also  fim.  AMDOC  encourages 
family  participation  as  a means  of  education  in  basic  international  human  understanding. 

AMDOC’s  assignments  are  acceptable  for  educational  credit  by  the  American  Academy 
of  General  Practice. 

Write  Dennis  G.  Karzag,  Executive  Secretary  of  AMDOC,  27  East  Canon  Perdido  Street, 
Santa  Barbara,  California  93101,  for  more  details  and  copy  of  AMDOC’s  publication  which 
'informs  its  readers  of  current  programs  and  reports  of  physicians  returning  from  abroad. 
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Medical  Center 


204$  FRANKLIN  STREET 
DENVER,  COLORADO  80205 


DEL  ARMSTRONS,  Resident  Monoger 

PHONE  297-5458 


Do  your 
present 

office  facilities 
give  you  everything 
you  want, 

Doctor? 

If  Updating  Your  Housing  Would 
Be  Helpful  to  Your  Practice, 

Then  It’s  Time  to  Think  About  . . . 


Franklin 
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Shadow  or  substance 


Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 


I Apothegm 

I They  stood  aloof,  the  scars  remaining, 

i Like  cliffs  which  had  been  rent  asunder 

A dreary  stream  now  flows  between. 

1 — Coleridge 

Clinical  data 

A husky  17-year-old  boy  developed  hematuria 
two  weeks  after  an  upper  respiratory  infection. 
Right  upper  quadrant  and  flank  discomfort  were 
present.  Physical  examination  showed  only  right 
upper  abdominal  and  costovertebral  angle  ten- 
j demess.  In  the  past,  the  patient  had  noted  ear 
infections  and  nose  bleeds;  an  appendectomy  had 
i been  performed  three  years  earlier.  One  brother 
I had  recent  fever  and  severe  headaches;  another 
I brother  had  proved  toxoplasmosis. 

Thn  urine  showed  full  fields  of  red  and  white 
blood  cells  and  a coagulase-positive,  penicillin- 
sensitive  staphylococcus  was  cultured.  Treatment 
for  presumed  pyelonephritis  was  instituted,  but 
microscopic  hematuria  persisted  for  several  weeks. 
Radiologic  study 

Intravenous  pyelography  showed  a right  hy- 
dronephrosis. The  proximal  half  of  the  right 
ureter  was  dilated  and  a partial  obstruction  dem- 
onstrated. This  was  confirmed  by  the  retrograde 
study  (Fig.  1). 

Discussion 

An  exploratory  procedure  revealed  an  adhesive 
mass  enmeshing  the  ileum,  cecum  and  right  ure- 
ter. These  structures  were  dissected  free.  The 
post-operative  course  and  short  follow-up  period 
were  uneventful. 

It  seemed  reasonable  to  infer  that  the  appendi- 
citis three  years  earlier  was  the  source  of  the 
present  difficulty.  Whether  a complicated  ap- 
pendicitis with  perforation  was  followed  by  an 
adhesive  process,  or  whether  the  ureter  was  in- 
jured during  surgery,  will  never  be  known.  How- 
ever, ureteral  injuries  during  operations  are  not 
too  rare.  These  can  occur  from  hemostat  applica- 
tion, ligation  or  transection,  excision  of  a segment 
or  kinking  by  a ligature,  according  to  Higgins.^ 
However,  of  his  87  cases,  none  followed  an  appen- 
dectomy. Campbell^  reported  ureteral  injuries  in 


Fig.  1 

about  3 per  cent  of  all  gynecologic  surgery.  One 
of  his  cases  did  follow  an  appendectomy. 

St.  Martin,  quoted  by  Higgins,^  says  that  30 
per  cent  of  cases  are  asymptomatic,  and  in  15 
per  cent  of  cases  the  pathological  changes  are 
recognized  only  after  the  introduction  of  infec- 
tion, causing  attacks  of  pyelonephritis  or  pyone- 
phrosis. Perhaps  this  was  the  situation  in  the 
patient:  an  accidental  cystitis  triggering  an  as- 
cending infection  and  producing  the  “dreary 
stream.” 

Acknowledgment:  I am  indebted  to  Drs.  Wil- 
fred Friedman  and  Valerie  Friedman  for  permis- 
sion to  use  this  material. 
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' Higgins,  C.  C.:  Ureteral  Injuries  During  Surgery.  J.A.M.A.  199:82-88,  Jan.  9,  1967. 

- Campbell,  M.  F. : Urology,  Vol.  1,  2nd  Edit.,  W.  B.  Saunders  Co.,  Phila.  and  London,  1964, 
pp.  822-829. 
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An  Exclusive  FIRST  Banking 

Service  for  the 

Rocky  Mountain  Region 

For  doctors,  dentists,  businessmen  and 
individuals  who  want  more  meaningful  and 
accurate  record-keeping. 
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COMPLETE  RECORD  KEEPING  THAT 
DOES  THE  JOB  AS  EASY  AS  1-2-3 

Q QUICKLY 
Q UNDERSTANDABLY 
^ INEXPENSIVELY 

All  you  do  is  write  in  pre-determined  code  ^ 
numbers  - furnished  by  you  to  The  First  - 
on  your  checks  and  deposit  slips. 

Leave  the  rest  to  The  First.  You'll  receive  full 
monthly  and  year-to-date  reports  of 
disbursements  and  receipts  - 
in  dollar  amounts  and  percentages. 

From  the  system  that  never  lets  you  down  . . . 
offered  by  the  Bank  that  never  lets  you  down. 

For  Complete  RecordAccount  Information, 
Phone  266-221 1 Extension  665 

Another  FIRST  from  the  BANK 
THAT  NEVER  LETS  YOU  DOWN  I 


The  First 
^ National  Bank 
of  Denver 


17th  and  WELTON 


86 


Rocky  Mountain  Medical  Journal 


♦ 

f 

t 

t 

f 

V 

1 


i 

* 

I 

k. 

] 

t 


> 

r: 

I 

»' 

T 

I 


Minutes  of  the  House  of  Delegates, 

Utah  State  Medical  Association 

Seventy-third  Annual  Session,  Salt  Lake  City, 
Utah,  September  12-13,  1967 
FIRST  SESSION 
September  12,  1967 

The  Seventy-Third  Annual  Meeting  of  the 
House  of  Delegates  of  the  Utah  State  Medical 
Association  was  called  to  order  at  9:25  a.m.  in  the 
Empire  Room  of  Hotel  Utah,  Salt  Lake  City,  Utah, 
by  the  Speaker  of  the  House  of  Delegates,  J.  Clare 
Hayward,  M.D.,  and  the  following  proceedings 
were  had: 

Invocation  given  by  Ralph  E.  Jorgenson,  M.D. 

Minutes  of  the  Tenth  Interim  Session  which 
were  printed  in  the  June,  1967,  issue  of  the  Rocky 
Mountain  Medical  Journal  were  approved. 

Report  of  the  President — 

Paul  M.  Clayton,  M.D. 

With  the  exception  of  our  negotiations  with 
the  State  Division  of  Welfare,  our  drive  for  pay- 
mention  the  basis  of  usual  and  customary  fees  has 
begun  to  see  results.  A year  ago  we  suggested  that 
you  begin  billing  all  patients  on  this  basis  whether 
you  were  paid  accordingly  or  not,  in  order  that 
data  could  be  assembled. 

On  January  1,  1967,  Blue  Shield  announced  a 
pilot  program  of  usual  and  customary  fees  with 
Hercules  Powder  Company  as  the  study  group. 
In  May,  1967,  an  agreement  was  reached  with  the 
Department  of  Defense  to  cover  dependents  of 
the  armed  forces  on  the  usual  and  customary  fee 
basis.  On  August  1 Blue  Shield  announced  the 
coverage  of  the  United  States  Steel  under  a usual 
and  customary  fee  program,  and  at  the  same  time, 
they  pointed  out  that  all  paid-in-full  contracts 
negotiated  after  September  1,  1967,  will  be  on  the 
usual  and  customary  fee  basis. 

The  principle  of  payment  on  a usual  and  cus- 
tomary fee  basis  frees  the  doctor  from  the  eco- 
nomic bondage  of  a fixed  fee  schedule,  and  it  elim- 
inates the  tedious  and  time-consuming  efforts 
required  to  change  a printed  fee  schedule,  particu- 
larly when  in  negotiations  with  labor  groups  or 
governmental  units. 

In  the  future  if  a doctor  wishes  to  adjust  his 
fees,  and  if  he  makes  such  an  adjustment  appli- 
cable to  all  patients  regardless  of  whether  or  not 
they  are  covered  by  Blue  Shield  or  commercial 
insurance,  he  may  make  the  change  without  con- 
sulting the  Fee  Schedule  Committee  or  any  other 
Association  body.  If  the  new  fee  is  within  the 
range  of  customary  charges  in  the  area  for  similar 
services  by  the  vast  majority  of  physicians,  it  will 
be  recognized. 


A year  ago  from  this  same  rostrum  I stated 
it  is  time  we  stopped  running  scared.  I must  con- 
fess that  many  times  during  the  past  year  I have 
wondered  whether  I could  follow  my  own  advice. 
The  forces  behind  the  push  to  socialism  and  social- 
ized medicine  have  intensified  their  efforts  to 
where  to  have  a conservative  viewpoint  automati- 
cally classifies  one  as  an  extremist.  In  spite  of  the 
many  roadblocks  thrown  up  to  divert  our  own 
plans  and  efforts  to  push  government  control  of 
medicine  in  the  name  of  poverty  and  other  human- 
itarian fronts,  we  have  managed  to  hold  our  head 
up  and  at  least  slow  the  rush  into  the  waiting  arms 
of  the  “all  benevolent  welfare  state.” 

As  I indicated  in  my  written  report,  we  ex- 
pected to  have  the  State  Division  of  Welfare  adopt 
our  usual  and  customary  fee  concept.  This  never 
came  about,  and  instead,  we  were  asked  to  accept 
a four  per  cent  reduction  in  what  we  have  already 
been  getting.  In  a recent  meeting  we  were  advised 
we  could  well  expect  further  cuts,  especially  if  the 
copper  strike  persists.  I was  also  informed  that  the 
number  of  welfare  recipients  could  not  be  reduced 
— that  under  both  state  and  federal  law,  welfare, 
including  medical  care,  had  now  become  a basic 
right  just  as  an  elementary  education  has  become 
a right.  We  told  the  Governor  that  we  could  not 
bind  the  individual  doctor  to  accepting  any  cut 
in  fee  payments.  Further,  we  explained  to  him  that 
as  a matter  of  policy,  this  House  of  Delegates  last 
March  had  agreed  that  all  doctors  should  continue 
to  treat  and  care  for  all  patients  regardless  of 
their  ability  to  pay  and  that  they  would  contract 
directly  with  the  patient  or  his  family  concerning 
payments,  thus  bypassing  entirely  the  Division  of 
Welfare  and  its  social  workers. 

You  have  heard  it  said  that  the  doctor  is  off 
his  pedestal,  that  his  standing  in  the  eyes  of  the 
community  has  fallen.  If  this  is  true,  one  reason 
for  it  is  that  the  Welfare  Division  is  taking  credit 
for  what  the  doctor  does  by  telling  his  patient 
that  the  bill  is  paid  by  the  state.  Unfortimately, 
professors  at  the  universities  now  teach  their 
students  that  the  present  welfare  state  is  true 
Christian  charity.  Nothing  could  be  further  from 
the  truth.  Christ’s  teachings  were  for  the  indi- 
vidual to  follow.  When  the  government  takes  our 
money  in  taxes  and  redistributes  it  among  the 
so-called  poverty  group,  no  one  benefits.  If  we 
as  individuals  give  of  our  money,  our  time  and  our 
efforts  for  the  benefit  of  others,  then  we  both 
benefit,  and  this  is  true  Christian  charity. 

In  the  final  analysis,  this  is  a battle  for  men’s 
minds.  Management  of  people  is  what  this  is  all 
about.  Those  in  political  power  do  not  believe  that 
the  majority  of  the  people  can  spend  their  money 
wisely.  They  are  convinced  that  a few  intellectuals 
at  the  top  can  do  better  for  the  people  than  the 
people  can  do  for  themselves.  These  government 
planners  are  mentally  bankrupt.  Their  answer  for 
all  our  social  problems,  whether  it  be  education, 
medical  care,  poverty  or  racism,  is  to  spend  more 
money.  In  their  admitted  philosophy,  money  can 
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cure  anything,  but  in  tneir  unadmitted  philosophy 
is  their  ultimate  goal  to  control  men’s  minds.  That 
old  Russian  mastermind  Lenin  said,  “As  long  as 
capitalism  and  socialism  exist,  we  cannot  live  in 
peace.  In  the  end  one  or  the  other  will  triumph. 
A funeral  dirge  will  be  sung  either  over  the  Soviet 
Republic  or  over  world  capitalism.  There  is  no 
peaceful  coexistence.” 

I am  sure  that  during  the  past  year,  many  of 
you  have  asked,  “Why  does  he  keep  up  this  cru- 
sade?” Frankly,  I have  asked  myself  this  very 
question  many  times,  and  the  answer  I don’t  know 
unless  it  is  because  I so  deeply  believe  in  the 
dignity  of  man  and  in  his  inherent  right  to  guide 
his  own  destiny  unfettered  by  laws  that  would 
make  him  vassal  to  the  state  for  his  very  basic 
wants.  Sometimes  I get  very  lonely  on  this  soap 
box,  but  I won’t  get  off,  that  is  until  you  younger 
men  take  up  the  fight  and  crowd  me  off,  for 
remember  this  is  your  fight  too.  I can’t  fight  it 
alone.  Drew  can’t  nor  your  Board  of  Trustees  nor 
even  this  House.  The  fight  is  bigger  than  any  one 
of  us  and  we  must  all  join  in  it.  If  we  don’t,  we 
lose. 

Report  of  Executive  Secretary — 

Mr.  Harold  Bowman 

In  addition  to  my  written  report,  I have  one 
comment  to  make.  We  are  now  reaching  the  point 
where  we  will  be  asked  to  elect  another  delegate 
to  the  AMA.  It  looks  as  if  we  will  become  a two- 
delegate  state  by  the  first  of  the  year.  The  count 
is  made  on  December  31.  and  there  is  a good 
possibility  that  we  will  need  to  elect  a second  dele- 
gate at  the  next  annual  session. 

I would  like  to  introduce  Mr.  Hoyt  W.  Brewster, 
new  Assistant  Executive  Secretary,  to  members  of 
the  House.  I would  also  like  to  introduce  Mr. 
Raymond  Miller,  new  AMA  Field  Representative. 
Report  of  Delegate  to  AMA — 

Drew  M.  Petersen,  M.D. 

As  you  know,  the  116th  Annual  Convention  of 
the  American  Medical  Association  was  held  in 
Atlantic  City  from  June  18  to  June  22,  1967.  The 
House  and  Reference  Committees  met  during  this 
time,  and  there  was  100  per  cent  attendance  of 
delegates  for  both  Tuesday  and  Wednesday,  and 
on  the  final  day  the  attendance  stood  at  240  out 
of  242.  I think  this  proves  that  our  colleagues  in 
the  AMA  House  of  Delegates  are  extremely  dedi- 
cated, hard-working  men. 

President  Charles  L.  Hudson  from  Cleveland, 
Ohio,  retiring  president,  opened  the  session  on 
Sunday  and  I would  like  to  quote  the  following 
remarks  from  his  speech: 

“Take  the  initiative  and  apply  local  solutions 
to  local  problems  in  order  to  persuade  people  that 
the  proper  function  of  government  is  to  confine  its 
activity  to  the  support  of  private  enterprise  rather 
than  to  act  as  a competitor.” 

Dr.  Milford  Rouse,  the  122nd  president, , also 
spoke  at  the  Inauguration  on  Tuesday,  and  made 
somewhat  the  same  remarks.  I think  their  basic 
philosophy  is  frmdamentally  the  same  as  ours. 


One  of  the  important  subjects  that  was  brought 
up  was  the  stand  on  therapeutic  abortion,  and  I 
think  this  was  a very  timely  subject.  A few  of 
the  states  have  already  altered  their  legislation 
regarding  this.  I would  like  to  read  to  you  the 
established  policy  of  the  AMA: 

“Recognizing  that  there  are  many  physicians 
who,  on  moral  or  religious  grounds,  oppose  thera- 
peutic abortion  under  any  circumstances,  the  AMA 
is  opposed  to  induced  abortion  except  when: 

“(1)  There  is  documented  medical  evidence 
that  continuance  of  the  pregnancy  may  threaten 
the  health  or  life  of  the  mother,  or 

“(2)  There  is  documented  medical  evidence 
that  the  infant  may  be  bom  with  incapacitating 
physical  deformity  or  mental  deficiency,  or 

“(3)  There  is  documented  medical  evidence 
that  continuance  of  a pregnancy,  resulting  from 
legally  established  statutory  or  forcible  rape  or 
incest  may  constitute  a threat  to  the  mental  or 
physical  health  of  the  patient; 

“(4)  Two  other  physicians  chosen  because  of 
their  recognized  professional  competence  have  ex- 
amined the  patient  and  have  concurred  in  writing; 
and 

“(5)  The  procedure  is  performed  in  a hospital 
accredited  by  the  Joint  Commission  on  Accredita- 
tion of  Hospitals. 

“It  is  to  be  considered  consistent  with  the 
principles  of  ethics  of  the  American  Medical  Asso- 
ciation for  physicians  to  provide  medical  informa- 
tion to  State  Legislatures  in  their  consideration  of 
revision  and/or  the  development  of  new  legislation 
regarding  therapeutic  abortion.” 

I would  like  to  read  a statement  regarding  gov- 
ernment health  programs,  as  passed  by  the  AMA 
House  of  Delegates: 

“The  House  made  it  a policy  regarding  the 
Title  XIX  program  that  the  medical  profession 
take  a firm  stand  in  the  support  of  this  approach 
in  improving  the  health  and  delivery  of  health 
care  services  to  the  needy  of  the  nation,  and  sug- 
gested that  the  medical  profession  seek  such 
changes  in  federal  regulations  as  will  improve  this 
program;  that  organized  medicine  take  a leading 
role  in  formulating  this  program  in  the  states  and 
at  the  local  level  and  that  it  incorporate  in  the 
planning  the  use  of  existing  voluntary  mechanisms 
such  as  private  insurance  carriers  wherever  feasi- 
ble, utilizing  the  usual  and  customary  fee  principle, 
thus  bringing  within  the  main  stream  of  present 
medical  cost  systems  the  provision  of  quality 
health  care  for  all  of  America.” 

Regarding  medicine  and  osteopathy,  I don’t 
think  this  needs  too  much  comment  except  to  say 
that  apparently  the  medical  profession,  at  least  on 
an  AMA  level,  is  working  diligently  to  actually 
try  to  convert  many  of  the  osteopathic  schools  into 
Class  A medical  schools,  and  basically  in  the  long 
run  absorb  this  practice  of  medicine,  at  least  so 
that  it  will  no  longer  be  considered  as  a cult. 

One  item  that  came  up  for  considerable  discus- 
sion was  the  AMA  disability  insurance  program. 
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The  committee’s  report,  as  adopted,  recommended 
that  the  House  authorize  the  Board  to  make  every 
effort  to  continue  the  AMA  members  group  dis- 
ability insurance  program  with  the  same  premium 
benefits  structure.  I believe  the  carrier  has  been 
changed  because  Continental  Casualty  felt  that 
they  could  no  longer  assume  the  responsibility. 
The  contract  should  provide  ample  assurance  that 
the  disability  claimants  be  treated  equitably  and 
justly.  If  the  premium  structiire  remains  the  same, 
this  will  be  a difficult  problem  to  solve.  The  carrier 
should  guarantee  benefits  and  premiums  for  a 
period  of  at  least  five  years  in  order  to  insure  the 
stability  of  the  program.  A continuous  or  ongoing 
review  of  the  entire  program  should  be  main- 
tained. The  insured  and  other  members  should  be 
made  aware  that  such  review  may  reveal  in  the 
future  the  necessity  for  revision  of  the  program 
at  the  end  of  the  five-year  period.  It  was  recom- 
mended that  information  regarding  operation  of 
the  program,  its  financial  aspects  and  the  process- 
ing of  claims  should  be  available  to  the  Board  at 
any  time.  It  was  further  recommended  that  an 
AMA  disability  insurance  review  committee  should 
be  continued  and  should  provide  a mechanism  for 
claims  review. 

The  AMA’s  policy  regarding  tobacco  and  health, 
and  promising  vigorous  continuation  of  its  mea- 
sures for  corrective  action,  was  reaffirmed. 

The  House  requested  that  the  Joint  Commission 
on  Accreditation  of  Hospitals  encourage  the  ac- 
ceptance wherever  possible  of  physicians  elected 
or  appointed  by  the  medical  staff  to  the  Board 
of  Trustees  with  full  voting  rights  as  the  most 
effective  form  of  liaison  between  the  medical  staff 
and  the  hospital  governing  authorities. 

Report  of  Treasurer — 

Ralph  C.  Richards,  M.D. 

The  Treasurer’s  report  included  a review  of 
the  expenditures  for  the  previous  year,  and  a rec- 
ommended budget  for  1967-68.  The  budget  was 
approved  as  presented. 

Report  of  President  of  Woman’s  Auxiliary — 

Mrs.  Rex  T.  Thomas 

A reaffirmation  of  the  long-time  purpose  of 
the  Auxiliary  is  inherent  in  the  program  plans 
and  emphasis  for  the  coming  year.  The  stability 
of  our  organization  is  maintained  by  the  firm 
continuity  of  its  purposes  and  program.  We  build 
on  the  past  but  we  are  constantly  searching  for 
the  new  approaches  and  new  ideas  we  need  for 
interest  and  growth. 

We  constantly  receive  help  and  direction  from 
our  national  officers  and  chairmen.  This  past  sum- 
mer Mrs.  Frank  Daughters,  our  immediate  past- 
president,  and  I attended  meetings  of  the  44th 
Annual  National  Convention  in  Atlantic  City.  We 
were  briefed  on  every  facet  of  medical  auxiliary 
work  and  how  it  all  stems  from  the  local  auxil- 
iaries. Mrs.  Asher  Yaguda,  in  her  President’s  Ke- 
port,  gave  an  idea  of  the  broad  scope  of  activities 
indulged  in  by  members  of  the  auxiliary.  She 


noted  that  $600,000  has  been  raised  by  the  state 
auxiliaries,  exclusive  of  their  donation  to  AMA- 
ERF.  She  also  explained  the  new  orientation 
course.  We  are  especially  proud  to  report  that 
one  of  our  state  members,  Mrs.  George  Gasser  of 
Logan,  Utah,  was  elected  a director  of  the  National 
Auxiliary.  She  has  been  serving  as  our  regional 
director  of  AMA-ERF  for  the  past  two  years. 

On  the  state  level,  things  have  been  moving 
along  at  a merry  clip  since  the  installation  of  new 
officers  on  May  15.  New  chairmen  of  committees 
have  been  appointed  and  have  been  busily  engaged 
in  collecting  and  readying  material  for  our  School 
of  Instruction  which  was  held  on  July  17. 

Weber  County  Auxiliary  has  been  working 
with  the  World  Medical  Relief  in  sending  medical 
supplies  and  some  drugs  for  distribution  to  the 
world’s  needy.  Utah  County  is  ready  to  set  up  a 
similar  program  as  they  have  two  doctors  on  the 
ship  “Hope,”  and  one  leaving  soon  for  Viet  Nam. 
We  will  continue  to  help  these  dedicated  physi- 
cians throughout  the  world  in  their  fight  against 
disease,  pestilence  and  pain. 

We  feel  the  auxiliary  as  a group  has  much  to 
offer,  and  we  offer  you,  our  doctors,  assistance 
in  whatever  projects  you  deem  necessary  for  the 
good  of  your  profession.  We  truly  hope  this  will 
be  a rewarding  period  for  each  of  us  as  individuals, 
and  a year  of  strength  and  expansion  for  the 
Auxiliary  as  we  work  for  the  betterment  of  health 
services. 

Report  of  President  of  Utah  Chapter  to  Student 
American  Medical  Association — Mr.  Roger  Davis 

In  March  of  this  year  the  Utah  chapter  of  the 
Student  American  Medical  Association  held  its 
annual  elections.  This  year,  for  the  first  time,  we 
decided  to  have  a faculty  advisor.  Dr.  Alexander 
M.  Schmidt  served  in  this  capacity  until  being 
called  to  Washington;  since  that  time  Dr.  Tom 
King,  Associate  Dean,  has  been  acting  as  our  ad- 
visor. 

This  year  a new  program  was  launched  by  the 
Utah  chapter  of  SAMA  which  is  aimed  at  serving 
the  entire  student  body.  We  began  last  April  with 
a seminar  entitled,  “Medicine  and  the  Military.” 
This  program  was  designed  to  acquaint  the  medi- 
cal students  with  their  military  obligations,  and 
to  also  acquaint  them  with  the  programs  available 
to  them  under  the  armed  forces.  The  program  was 
held  at  the  University  of  Utah  Union  Building, 
which  was  also  attended  by  representatives  from 
the  Army,  Navy,  and  Air  Force. 

Because  there  has  been  little  provision  made 
for  sexual  education  at  the  College  of  Medicine, 
on  October  18  we  will  hold  the  first  College  of 
Medicine  seminar  on  this  subject.  We  have  invited 
Dr.  Edward  Litton,  Chief  of  Psychiatry  at  the 
Mayo  Clinic,  to  be  our  guest  speaker.  We  have 
also  asked  Dr.  Howard  Sharp,  Chief  of  Obstetrics 
and  Gynecology  at  the  LDS  Hospital,  and  Dr.  C.  H. 
Hardin  Branch,  Chief  of  Psychiatry  at  the  Univer- 
sity of  Utah  College  of  Medicine,  to  be  participants. 
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During  the  first  week  in  January,  we  are  plan- 
ning the  first  science  forum  in  which  all  medical 
students  who  have  worked  on  summer  research 
projects  will  be  invited  to  present  their  papers. 
The  meeting  will  be  conducted  just  as  your  scien- 
tific meetings.  We  will  have  a special  guest  speaker 
to  highlight  the  event,  as  well  as  a luncheon  for 
all  the  participants.  At  the  end  of  the  day  awards 
will  be  given  for  outstanding  papers.  This  is  the 
first  such  seminar  in  the  history  of  the  school. 

Next  spring  we  are  planning  a medical-legal 
program  in  conjunction  with  the  law  students.  We 
are  thinking  of  possibly  holding  a mock  trial  with 
medical  students  acting  as  witnesses  and  the  law 
students  can  try  the  case.  This  also  has  never 
been  done  before  at  the  College  of  Medicine. 

Our  membership  this  year  reached  an  all-time 
high  with  84  per  cent  of  the  freshmen  class  signing 
up.  We  are  planning  an  even  higher  percentage 
of  this  fall’s  freshmen.  We  are  financed  through 
membership  dues,  which  are  $10  per  member,  five 
of  which  goes  to  the  national  organization,  and 
five  of  which  stays  here  in  support  of  all  of  our 
activities.  We  are  appreciative  of  the  financial 
contribution  made  by  your  organization  to  help 
finance  our  trip  to  the  national  convention  in 
Chicago  last  spring.  Last  May  our  president  and 
vice  president  attended  this  national  convention. 
The  president  was  elected  to  serve  on  SAMA’s 
Medical  Education  Committee  at  that  time.  He 
has  also  recently  returned  from  the  annual  Chapter 
Presidents  Convention  in  Chicago  where  he  was 
selected  to  be  the  new  editor  of  the  national  maga- 
zine, “The  New  Physician.” 

On  a national  level  the  medical  students  are 
becoming  more  and  more  conscious  of  medical 
problems  existing  in  our  communities.  The  stu- 
dents want  to  know  about  the  problems  and  want 
to  participate  in  their  solution.  They  are  demand- 
ing that  such  information  be  contained  in  medical 
school  curriculum.  National  SAMA  has  established 
an  ad  hoc  committee  to  study  the  possibility  of 
setting  up  community  health  projects  throughout 
the  country.  We  are  exploring  the  possibilities 
here  in  Salt  Lake.  National  SAMA  is  also  becom- 
ing very  much  involved  in  medical  education.  It 
will  sponsor  the  first  national  congress  in  medical 
education  to  be  held  this  winter  in  Philadelphia. 
The  American  Association  of  Medical  Colleges  and 
the  Council  on  Medical  Education  at  the  AMA 
will  also  participate  with  us. 

Following  discussion  of  several  new  items  of 
business,  which  included  a proposal  patterned 
after  the  AMA  to  grant  official  representation  to 
the  specialty  societies  in  the  USMA  House  of  Dele- 
gates, thus  permitting  each  society  one  delegate, 
the  first  session  adjourned  for  the  convening  of 
reference  committees  and  the  Board  of  Trustees. 


SECOND  SESSION 
September  13, 1967 

The  Chairman  of  the  Credentials  Committee 
reported  a quorum  in  attendance,  and  the  Second 
Session  was  declared  in  order. 

The  Nominating  Committee  offered  the  follow- 
ing candidates:  President-elect,  Garner  B.  Meads, 
M.D.,  and  Homer  E.  Smith,  M.D.;  Honorary  Presi- 
dent, Wilford  J.  Reichmann,  M.D.;  Secretary,  Allan 
H.  Barker,  M.D.,  and  Alan  E.  Lindsay,  M.D.;  Dele- 
gate and  Alternate  Delegate  to  the  AMA,  Ralph  E. 
Jorgenson,  M.D.,  and  Drew  M.  Petersen,  M.D.; 
Speaker  and  Alternate  Speaker  of  the  USMA 
House  of  Delegates,  William  R.  Christensen,  M.D., 
and  J.  Clare  Hayward,  M.D.  It  was  moved,  second- 
ed and  approved  that  the  report  of  the  Nominating 
Committee  be  accepted.  Tellers  were  appointed, 
and  delegates  were  instructed  to  cast  their  ballots. 

A motion  was  then  offered  by  C.  Basil  Williams, 
M.D.,  to  the  effect  that  those  reports  which  require 
no  official  action,  and  are  read  for  information 
purposes  only,  be  listed  by  the  Reference  Commit- 
tee by  title  and  ordered  filed  without  any  motion 
being  necessary.  This  motion  vms  seconded  and 
unanimously  approved  by  the  House. 

Reference  Committee  chairmen  then  made  rec- 
ommendations pertaining  to  the  various  reports 
submitted  by  officers  and  committee  chairmen  of 
the  USMA: 

USMA  President’s  Report 

The  Reference  Committee  unanimously  urged  the  for- 
mation of  a Utah  Medical  Foundation  for  Research  and 
Planning  which  was  recommended  by  President  Clayton 
in  order  that  the  Association  can  keep  ahead  of  govern- 
mental interference  in  providing  medical  care  for  the 
people  of  Utah.  Dr.  Clayton  was  also  commended  for 
his  devotion  and  skillful  handling  of  the  Association’s 
affairs  during  his  year  as  president. 

AMA  Delegate’s  Report 

Drew  M.  Petersen,  M.D.,  was  complimented  for  the  fine 
manner  in  which  he  has  skillfully  carried  USMA’s  mes- 
sages to  the  national  level,  and  for  the  excellent  manner 
in  which  he  had  condensed  so  much  material  for  the 
USMA  Delegates’  review. 

USMA  Secretary’s  Report 

Russell  M.  Nelson,  M.D.,  was  congratulated  for  the 
excellent  way  in  which  he  has  carried  out  his  function  in 
arranging  for  the  oustanding  scientific  sessions  during  his 
three  years  as  Secretary. 

V/ Oman’s  Auxiliary  Report 

’The  Reference  Committee  congratulated  Mrs.  Rex  T. 
Thomas,  USMA  Woman’s  Auxiliary  President,  for  her 
devotion  and  ability  in  conducting  the  business  of  her 
group. 

Executive  Secretary’s  Report 

Attention  was  called  to  the  fine  and  detailed  report 
prepared  by  Mr.  Harold  Bowman,  Executive  Secretary. 

Advisory  Committee  to  the  Woman’s 
Auxiliary  Report 

The  Reference  Committee  recommended  that  President 
Clayton’s  suggestion  of  making  the  past-president  chair- 
man of  this  important  group  be  affirmatively  acted  upon. 
Unanimous  agreement  was  also  expressed  with  Dr.  Clay- 
ton’s recommendation  that  $20  per  physician  family  is 
adequate  for  AMA-ERF. 
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Measles  Immunization  Report 

The  Reference  Committee  expressed  commendation  to 
C.  Clark  Welling,  M.D.,  for  his  fine  efforts  in  the  measles 
immunization  campaign,  in  which  he  reached  a 96.5  per 
cent  effective  coverage  of  those  susceptible  to  measles. 

Cardiovascular  Committee  Report 

The  Reference  Committee  declined  to  recommend  ap- 
proval of  this  report,  indicating  that  physicians  in  the 
State  of  Utah  should  be  kept  abreast  of  developments  in 
the  cardiovascular  area,  as  follows:  (1)  Utah  physicians 
should  be  kept  informed  as  to  the  current  problems  of 
rheuriiatic  fever  in  Utah,  and  (2)  physicians  should  be 
be  kept  currently  abreast  as  far  as  the  Intermountain 
Regional  Medical  Program’s  cardiovascular  activities  are 
concerned. 

Utilization  Committee  Report 

The  chairman  of  the  Reference  Committee  asked  that 
the  scope  of  this  committee  be  redefined  due  to  lack  of  a 
sufficient  and  informative  report.  It  was  felt  in  this  day 
of  Medicare  and  utilization  committees  that  a detailed 
report  should  be  forthcoming. 

Rehabilitation  Committee  Report 

The  Reference  Committee  recommended  that  the  report 
be  returned  to  the  committee  chairman  for  further  clarifi- 
cation of  his  ideas  concerning  development  of  the  rehabili- 
tation program  here  in  the  State  of  Utah.  Mr.  Bowman, 
Executive  Secretary,  pointed  out  the  fact ' that  the  chair- 
man of  this  committee  had  called  several  committee 
meetings,  but  each  time  he  was  the  only  one  present. 

Component  Society  Reports 

The  Reference  Committee  chairman  commended  the 
councilors  for  their  fine  reports,  but  singled  out  particu- 
larly the  Box  Elder  County,  Salt  Lake  County,  South- 
eastern Utah  County  and  Southern  Utah  County  Societies 
as  having  exceptionally  detailed  and  comprehensive  re- 
ports. It  was  also  reported  with  dismay  that  the  Southern 
Utah  County  Medical  Society  was  losing  a large  percentage 
of  their  physician  membership. 

The  following  resolutions  were  approved  by 
the  House  of  Delegates  of  the  Utah  State  Medical 
Association: 

SEWAGE  CONTROL  AND  WATER  PURIFICATION 
WHEREAS,  it  is  recognized  that  good  health  safeguards 
are  dependent  upon  water  purification  and  sewage  control, 
and 

WHEREAS,  adequate  supervision  of  these  two  functions 
is  not  now  possible  under  current  laws  and  regulations, 
and 

WHEREAS,  some  community  water  supplies  and  sewage 
disposals  are  below  standard;  now  therefore, 

BE  IT  RESOLVED,  that  the  Utah  State  Medical  Asso- 
ciation go  on  record  requesting  that  the  State  Health 
Department  draft  necessary  regulations,  or  legislation,  if 
necessary,  requiring  that  developers  of  subdivisions  in 
suburban  or  rural  areas  be  required  to  present  plans  for 
water  supply  and  sewage  disposal  and  to  have  such  plans 
reviewed  and  approved  by  competent  local  and  state 
engineers  and  sanitarians. 

CARE  OF  WELFARE  PATIENTS 
WHEREAS,  welfare  patients  under  the  care  of  the 
Department  of  Health  and  Welfare  are  often  not.  accorded 
continuity  of  medical  care  due  to  departmental  misunder- 
standings, and 

WHEREAS,  Information  presented  to  the  medical  pro- 
fession often  is  in  conflict  with  the  laws  and  regulations, 
and 

WHEREAS,  patients  are  often  referred  to  a hospital  in 
spite  of  objections,  and 

WHEREAS,  free  choice  of  physicians  at  hospitals  is 
adequately  spelled  out  in  the  Medicare  law;  now  therefore 
BE  IT  RESOLVED,  that  the  Department  of  Welfare  be 
requested  by  the  Utah  State  Medical  Association  to  inform 
welfare  and  social  workers  of  the  proper  regulations  and 
laws  pertaining  to  welfare  patients  so  that  physicians 
may  continue  care  of  such  patients. 

THERAPEUTIC  ABORTION 

WHEREAS,  the  American  Medical  Association  and  sev- 
eral of  the  states  have  updated  their  policy  with  respect 
to  abortions,  and 


WHEREAS,  the  AMA  policy  is  in  keeping  with  modem 
scientific  knowledge  and  contains  the  necessary  safeguards 
and  permits  the  physician  to  exercise  h’s  personal  co’i- 
science  and  medical  judgment  in  the  best  interest  of  his 
patient,  and 

WHEREAS,  the  following  was  established  as  policy  of 
the  American  Medical  Association: 

“.  . . Recognizing  that  there  are  many  physicians  who, 
on  moral  or  religious  grounds,  oppose  therapeutic  abortion, 
under  any  circumstances,  the  American  Medical  Associa- 
tion is  opposed  to  induced  abortion  except  when: 

“(1)  There  is  documented  medical  evidence  that  con- 
tinuance of  the  pregnancy  may  threaten  the  health  or  life 
of  the  mother,  or 

“(2)  There  is  documented  medical  evidence  that  the 
infant  may  be  bom  with  incapacitating  physical  deformity 
or  mental  deficiency,  or 

“(3)  There  is  documented  medical  evidence  that  con- 
tinuance of  a pregnancy,  resulting  from  legally  established 
statutory  or  forcible  rape  or  incest  may  constitute  a threat 
to  the  mental  or  physical  health  of  the  patient; 

“(4)  Two  other  physicians  chosen  because  of  their 
recognized  professional  competence  have  examined  the 
patient  and  have  concurred  in  writing;  and 

“(5)  The  procedure  is  performed  in  a hospital  accred- 
ited by  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals. 

“It  is  to  he  considered  consistent  with  the  principles  of 
ethics  of  the  American  Medical  Association  for  physicians 
to  provide  medical  Information  to  State  Legislatures  in 
their  consideration  of  revision  and/or  the  development 
of  new  legislation  regarding  therapeutic  abortion.’’ 

NOW  THEREFORE  BE  IT  RESOLVED,  that  the  updated 
policy  of  the  American  Medical  Association  as  contained 
herein  be  adopted  by  the  House  of  Delegates  of  the  Utah 
State  Medical  Association  as  policy. 

PUBLICATION  OF  RVS 

WHEREAS,  inasmuch  as  there  is  a sweeping  transition 
toward  the  usual,  customary,  and  reasonable  fee  concept, 
in  an  effort  to  permit  physicians  to  establish  their  own 
fee  schedule  as  contrasted  to  a fixed  fee  schedule,  and 

WHEREAS,  successful  implementation  of  this  fee  con- 
cept in  Utah  with  such  organizations  as  Hercules  Powder, 
United  States  Steel,  dependents  of  military  personnel,  and 
Medicare,  as  well  as  other  groups,  has  been  achieved, 
and 

WHEREAS,  there  seems  to  be  many  favorable  implica- 
tions toward  adoption  of  this  type  of  schedule  as  against 
the  fixed  fee  schedule,  both  for  the  physician  and  the 
patient,  and 

WHEREAS,  sufficient  time  needs  to  be  provided  for 
proper  implementation  and  trial  of  such  a program;  now 
therefore 

BE  IT  RESOLVED,  (1)  That  the  entire  membership  of: 
the  Utah  State  Medical  Association  be  notified  that  the 
1963  RVS  is  now  null  and  void,  and  (2)  that  all  insurance 
carriers  and  other  third-party  payees  be  notified  that  the 
1963  RVS  is  null  and  void  and  will  no  longer  serve  as  a 
basis  for  payment  of  medical  fees,  but  that  usual  and 
customary  fees  will  be  charged,  and 

BE  IT  FURTHER  RESOLVED,  that  the  1967  State 
Medical  Association  Procedural  Guide  be  published.  Tliis 
will  consist  of  the  code  numbers  and  procedural  descrip- 
tions, but  will  not  list  a relative  value  figure  nor  a con- 
version factor.  This  procedural  guide  will  be  formulated 
by  the  presently-constituted  Fee  Schedule  Committee. 

REMOVAL  OF  THE  REFERRAL  REQUIREMENT  FOR 
THE  UNIVERSITY  OF  UTAH  COLLEGE  OF  MEDICINE 

WHEREAS,  the  University  Hospital  is  having  difficulty 
maintaining  an  adequate  census  despite  the  fact  that  this 
problem  does  not  seem  to  be  shared  by  the  hospitals  ol 
the  area,  and 

WHERE.AS,  an  inadequate  census  seriously  impairs  the 
ability  of  the  University  of  Utah  College  of  Medicine  to 
carry  out  its  function  and  also  results  in  a financial  deficit 
which  is  a burden  to  the  taxpayer  of  the  state,  and 

WHEREAS,  it  is  in  keeping  with  the  highest  traditions 
of  the  medical  profession  to  aid  in  the  education  and 
training  of  medical  students,  nursing  students,  and  other 
paramedical  personnel,  and  the  University  Hospital  plays 
an  important  role  in  this  educational  process,  and 

WHEREAS,  many  medical  schools  no  longer  require 
that  patients  in  their  teaching  hospitals  must  be  referred 
to  the  staff,  and 
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WHEREAS,  the  present  rule  requiring  referrals  is  one 
which  was  self-imposed  by  the  faculty  and  passed  by  the 
Board  of  Regents  in  1946  and  is  a rule  which  can  be  made, 
changed  or  waived  only  by  the  Board  of  Regents,  and 
WHEREAS,  the  waiver  of  this  rule  requiring  referrals 
would  aid  in  maintaining  an  adequate  census,  and  thereby 
materially  aid  the  school  in  carrying  out  its  fuctions;  now 
therefore 

BE  IT  RESOLVED,  that  the  House  of  Delegates  go  on 
record  as  recommending  to  the  Board  of  Regents  of  the 
University  of  Utah  that  the  present  rule  be  modified  to 
permit  removal  of  the  referral  requirement  for  (1)  Faculty, 
Staff,  Employees,  Students,  and  their  dependents,  of  the 
University  of  Utah;  and  (2)  emergency-room  cases  in 
which  difficulty  is  encountered  in  contacting  the  private 
physician. 

Members  of  the  House  of  Delegates  were  then 
informed  of  the  results  of  the  election,  as  follows; 
Homer  E.  Smith,  M.D.,  President-elect 
Wilford  J.  Reichmann,  M.D.,  Honorary  President 
Alan  E.  Lindsay,  M.D.,  Secretary 
Drew  M.  Petersen,  M.D.,  AMA  Delegate 
Ralph  E.  Jorgenson,  M.D.,  Alternate  AMA  Delegate 
J.  Clare  Hayward,  M.D.,  USMA  Speaker  of  the  House 
William  R.  Christensen,  M.D.,  Alternate  Speaker 

Drew  M.  Petersen,  M.D.,  incoming  president, 
then  reported  that  the  following  members  of  the 
Utah  State  Medical  Association  had  passed  away 
since  the  last  session  of  the  House  of  Delegates 
held  on  March  22,  1967; 

Dean  A.  Moffat,  M.D.,  Salt  Lake  City,  Utah 
Richard  S.  Tanner,  M.D.,  Salt  Lake  City,  Utah 
Robert  D.  Carlson,  M.D.,  Ogden,  Utah 
A.  N.  Leonard,  M.D.,  Salt  Lake  City,  Utah 

A moment  of  silence  was  accordingly  observed. 

President  Paul  A.  Clayton  then  presented  his 
retiring  remarks  to  members  of  the  House  of  Dele- 
gates, stating  that  he  would  support  Dr.  Drew 
Petersen  in  every  way  possible.  He  then  turned 
the  gavel  of  the  presidency  over  to  Dr.  Petersen. 
President  Petersen’s  message  follows; 

LET’S  KEEP  RUNNING  STRAIGHT 
Drew  M.  Petersen,  M.D. 

It  is  indeed  a privilege  and  honor  for  me  to  appear 
before  you  as  your  president  for  1967-68.  I only  hope  that 
I can  live  up  to  the  confidence  that  you  have  shown. 
To  me  this  position  is  one  of  great  importance,  especially 
in  these  trying  times.  I know  that  it  will  require  a great 
deal  of  work,  patience,  understanding,  and  I only  hope 
that  we  will  be  able  to  be  practical,  thoughtful,  and 
perhaps  come  up  with  some  sound,  workable  solution  to 
some  of  our  problems. 

I want  to  use  this  opportunity  to  congratulate  Dr.  Paul 
Clayton,  your  past-president,  for  a job  extremely  well 
done.  Gentlemen,  he  has  served  you  well,  with  distinction, 
with  purpose,  and  with  a great  deal  of  understanding  and 
foresight.  I think  it  would  be  most  fitting  for  us  at  this 
time  to  show  our  appreciation  to  him  with  a standing 
ovation. 

I am  sure  that  I express  the  deep  feeling  and  thanks 
of  all  the  members  of  this  State  Society  to  him  for  a job 
well  done.  Also,  in  the  Board  meeting  yesterday  commen- 
dation was  given  to  Dr.  Russell  Nelson,  the  Secretary,  for 
the  fine  job  he  has  done  during  the  past  three  years. 

As  you  remember  last  year.  Dr.  Clayton  entitled  his 
speech  “Stop  Running  Scared.”  I think  perhaps  we  might 
entitle  this  one  as  a correlary,  “Let’s  Keep  Running 
Straight.” 

I am  sure  that  you  are  all  aware  of  the  great  variety 
of  laws,  regulations,  projects,  studies,  and  the  like  which 
seem  to  be  spawning  utter  confusion  in  the  minds  of 
most  of  us.  I wonder  if  it  would  not  be  worthwhile  to 
review  or  just  summarize  some  of  these  activities  that  are 
presently  in  progress  and  which  I know  and  you  know 
would  reshape  delivery  of  health  care  as  we  know  it 
today.  Some  of  these  are  extremely  frightening,  some  are 
irritating,  some  are  interesting,  but  all  of  them  deserve 
understanding  so  that  our  medical  profession  can  maintain 
the  quality  of  medical  care  even  in  the  face  of  the  most 
inevitable  erosion  occasioned  by  bureaucracy. 


Medicine  has  as  one  of  the  key  responsibilities  in  the  f. 
immediate  future  the  maintenance  of  quality  of  the  ' | 
product  it  delivers.  Certainly  you  are  all  aware  of  the  ! 
federal  legislation  of  recent  years.  Let  me  just  briefly 
throw  out  a few  and  see  how  confused  you  can  get. 
Medicare  and  Medicaid;  Public  Law  89-97;  Regional  Medi- 
cal Planning;  Public  Law  89-239  or  the  so-called  DeBakey 
Program.  Less  well  known  perhaps  is  the  recently-enacted 
Comprehensive  Health  Planning  Legislation,  Public  Law 
89-749,  which  provides  money  for  each  of  the  states  to 
establish  comprehensive  health  planning  groups  with  at 
least  half  of  the  Advisory  Council  being  composed  of 
representatives  of  the  consumers  of  health  service.  This 
consumer  representation,  as  strong  as  it  obviously  is,  is 
becoming  extremely  popular  in  all  sorts  of  federal  activi- 
ties at  the  present  time. 

The  Office  of  Economic  Opportunity  Program,  OEO, 
or  the  Anti  Poverty  Program,  is  another  arm.  This  one  has 
just  really  begun  but  it  is  extremely  subtle.  They  creep 
in  and  many  times  they  are  set  up  in  even  new  buildings, 
new  methods  of  delivering  health  care  without  the  medical 
profession  knowing  anything  about  it.  These  are  usually 
brought  in  by  federal  agencies  and  they  bring  in  complete 
medical  care  teams  to  a community  where  they  think 
the  local  resources  are  felt  to  be  either  inadequate  or 
improperly  placed.  With  the  help  of  some  physicians,  the 
thinking  and  direction  that  these  were  taking  were 
deviated  to  a certain  extent,  and  they  have  come  to  some- 
what of  a screeching  halt  at  the  present  time,  but  we 
know  that  they  will  arise  again,  although  our  planning 
should  be  in  it. 

We  all  know  the  part  that  has  been  played  in  the  past, 
and  I am  sure  in  the  future  and  certainly  in  the  present 
situation  of  the  AFL-CIO  and  many  other  labor  organiza- 
tions as  regards  health  services.  Of  course,  it  goes  without 
saying  that  both  local  and  national  medical  associations 
have  done  a great  deal  in  attempting  to  help  guide  these 
various  programs  and  to  institute  some  of  our  own  basic  ' 
ideas.  Regardless  of  what  the  bureaucrats  and  others 
may  think,  we  as  doctors  have  more  knowledge  about  ! 
the  field  of  health  care  and  its  delivery  than  anyone 
else.  I think  it  behooves  them,  if  they  are  interested  in 
maintaining  the  quality  of  care,  that  they  perhaps  listen 
a little  more  intently  to  the  medical  profession.  Needless 
to  say,  it  behooves  us  to  maintain  effective  contact  and 
communication  with  all  groups,  no  matter  how  odd  their 
suggestions  or  ideas  may  seem.  In  this  way  we  can 
attempt  to  strengthen  the  good  aspects  of  the  program 
and  perhaps  make  suggestions  while  staving  off,  as  much 
as  possible,  the  undesirable  and  unsatisfactory  aspects  in 
the  light  of  our  professional  experience.  We,  as  physicians, 
must  not  show  apathy  in  regards  to  this  type  of  legisla- 
tion. It  is  sometimes  our  apathy  that  is  the  most  dangerous 
problem  of  all,  I am  sure  that  any  vacuums  of  local 
medical  leadership  can  only  lead  to  development  and 
administration  of  programs  by  parties  who  did  not  have 
knowledge  of  the  problems  of  the  practice  of  medicine. 

So,  in  order  to  cope  with  the  problems  of  tomorrow,  the 
physician  must  not  only  be  wise,  but  a competent  physi- 
cian, an  office  manager,  an  accountant,  insurance  agent, 
and  a politician.  He  must  be  informed.  All  of  us  must 
try  to  maintain  a good,  workable  knowledge  regarding 
such  legislation.  We  must  continue  to  maintain  informa- 
tion about  changing  patterns  of  medicine  and  medical 
education  such  as  the  Millis  Report,  the  Folsom  Report, 
the  Report  of  the  Ad  Hoc  Committee  on  Medical  Education 
of  the  American  Medical  Association.  We  must  learn  to 
understand  the  words  and  concepts  such  as  usual  and 
customary  charges,  quality  control,  utilization,  primary 
physician,  family  physician,  comprehensive  care,  area- 
wide planning  and  a host  of  other  terms  which  are  new 
to  us.  This  last  field  is  one  in  which  we  as  physicians 
must  play  an  active  role — that  is  area-wide  planning.  We 
must  continue  to  study  the  blueprints  of  programs  which 
are  being  developed  by  the  many  social  planners  and 
the  so-called  do-gooders.  It  seems  to  me  that  the  key 
to  the  future  of  medicine  lies  in  the  individual  participa- 
tion by  not  a handful  of  physicians  but  by  all  physicians. 

Let  me  take  this  opportunity  to  plead  with  not  only 
you  who  are  present,  but  to  those  who  are  not  present 
and  are  members  of  our  State  Society  to  take  an  active 
part  in  your  local  community  and  in  the  medical  affairs 
there  and  on  the  state  level.  Let  us  become  more  active 
in  the  field  of  health  legislation,  area-wide  planning, 
medical  education,  and  last  but  not  least,  the  political 
field.  I would  like  to  take  this  opportunity  to  suggest  to 
you  that  we  all  become  active  participants  in  UMPAC  and 
AMPAC,  our  national  and  local  political  action  committees. 
Many  of  the  legislatures,  not  only  on  a local  level  but 
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on  a national  level,  are  well  aware  of  the  support,  backing 
and  strength  that  these  political  action  committees  have 
created.  If  you  are  not  already  a member  of  either  one 
of  these,  I suggest  that  you  lend  not  only  your  financial 
support,  but  your  active  support  and  encourage  your  other 
colleagues  to  do  the  same.  Remember,  November  of  ’68 
is  just  around  the  comer,  and  I am  sure  that  ’68  is  going 
to  be  a tremendous  year  of  decision.  What  was  is  past, 
what  is  is  passing,  but  what  will  be  it  is  in  our  power  to 
direct. 

I would  like  to  say  a few  words  at  this  time  about 
Blue  Shield.  Gentlemen,  whether  you  know  it  or  not,  our 
own  Blue  Shield  plan  is  probably  one  of  the  better  ones 
in  the  nation.  We  as  doctors  must  assist  our  plan  in 
helping  provide  medical  service  at  a reasonable  cost.  I 
believe  that  our  Blue  Shield  plan  does  this  not  only  for 
the  public,  but  for  our  profession.  If  it  is  to  continue  to 
provide  this  service  for  us  and  our  patients,  we  must 
certainly  be  on  guard  to  constantly  preserve  its  financial 
integrity.  It  is  my  feeling  that  the  usual  and  customary 
fee  concept  which  our  plan  is  using  in  negotiating  with 
all  groups  can  be  made  a workable  plan  if  we  will  help 
make  it  so.  I certainly  hope  that  when  we  use  the  usual 
and  customary  fee,  that  the  product  we  have  is  not  too 
expensive  to  the  Utah  consumer.  If  we  do  happen  to 
price  ourselves  out  of  the  market,  I am  sure  that  our 
so-called  friendly  but  at  times  unfriendly  federal  govern- 
ment would  be  most  happy  to  interfere.  Needless  to  say, 
in  using  the  usual,  customary  and  reasonable  fee  concept. 
Blue  Shield  must  have  some  sort  of  a profile  or  a reason- 
able basis  upon  which  to  judge  the  usual  and  customary 
fee.  It  is  my  understanding  that  such  a profile  is  being 
obtained  at  this  time  on  each  stockholder  of  Blue  Shield. 
My  personal  feeling  is  that  all  participating  physicians 
should  cooperate  to  the  utmost  in  making  our  Blue  Shield 
even  more  outstanding,  and  also  in  protecting  its  financial 
integrity. 

The  Board  of  Trustees  yesterday  appointed  a committee 
to  study  the  organization  of  our  State  Medical  Associa- 
tion as  to  its  basic,  fundamental,  organizational  setup. 
Most  of  the  time  we  go  from  year  to  year  and  let  this 
sort  of  thing  slide  by,  but  I feel  perhaps  now  it  is  time 
for  us  to  sit  down  and  cogitate  our  present  situation,  its 
organizational  structure,  from  the  standpoint  of  its  com- 
mittees, administration,  function  of  the  House,  Reference 
Committees,  etc.  As  Dr.  Schricker  has  mentioned,  many 
of  the  appointed  committees  have  duplicating  functions 
and  overlapping  activities,  and  I think  it  is  time  we  took 
a hard  look  at  this. 

As  you  know,  an  Assistant  Executive  Secretary  has 
been  appointed — namely  Mr.  Hoyt  Brewster.  There  has 
been  too  much  work  for  one  man  and  his  office  staff 
to  accomplish.  We  hope  that  the  duties  and  activities  of 
our  executive  secretary  and  his  assistants  will  be  well 
integrated  with  each  assuming  part  of  the  responsibility. 

I would  like  to  take  this  opportunity  to  review  with 
you  some  facts  concerning  the  American  Association  of 
Medical  Assistants.  This  organization  is  growing  by  leaps 
and  bounds.  I am  sure  that  all  of  you  are  aware,  or 
should  be  aware,  of  this  good  right  arm,  namely  the 
Medical  Assistants  Organization.  These  right  hands  may  be 
your  medical  secretary,  your  nurse,  the  administrator,  the 
lab  technician,  the  receptionist,  or  whatnot.  This  organ- 
ization deserves  our  utmost  support,  especially  on  a local 
level.  I want  to  take  this  opportunity  to  encourage  all 
of  you,  if  your  assistants  are  not  already  members  of 
this  organization,  to  have  them  join.  I can  say  without 
fear  of  contradiction  that  on  a national  level,  this  organ- 
ization is  held  in  very  high  esteem.  I feel  that  our  medical 
assistants  do  care  a great  deal  about  the  private  practice 
of  medicine  as  we  know  it  now,  and  how  you  as  an 
individual  physician  feel.  I am  sure  that  most  of  them 
have  the  same  feelings  as  we  do  about  the  private  practice 
of  medicine  and  the  free  enterprise  system.  I recently  had 
the  opportunity  of  reading  a poem  which  was  anonymously 
submitted  by  one  of  the  members  of  the  American  Medical 
Assistants  Group,  and  I would  like  to  take  this  opportunity 
to  read  it  to  you: 

“A  woman  knocked  at  the  heavenly  gate,  her  face  was 
scarred  and  old 

As  she  stood  before  the  man  of  state  for  admission  to 
the  fold. 

What  have  you  done,  St.  Peter  asked,  to  gain  admission 
here? 

I have  been  a doctor’s  assistant,  sir,  for  many  and  many 
a year. 

The  pearly  gates  swung  open  wide  as  St.  Peter  touched 
the  bell. 


Come  in  and  choose  your  harp  my  dear,  you  have  had 
your  share  of  hell.” 

Heaven  knows  what  we  would  do  without  them. 

Just  a few  words  about  the  Utah  State  Medical  Auxil- 
iary. The  members  of  this  organization  are  the  ones 
that  are  dearest  to  our  hearts  and  minds.  Their  contribu- 
tion throughout  the  years  in  aiding  our  cause  cannot 
be  estimated,  but  I assure  you  it  has  been  great.  I have 
felt  for  many  years  that  we,  as  a State  Medical  Society, 
have  not  worked  closely  enough  with  our  Auxiliary.  The 
suggestion  made  this  morning  that  the  past  president  be 
appointed  the  chairman  of  this  committee  has  already 
been  acted  upon  by  your  Board  of  Trustees.  I think  that 
this  will  give  us  a much  closer  liaison  with  our  auxiliary. 
I think  they  would  welcome  further  direction  from  us 
and  would  accept  it  with  open  arms.  I want  to  take  this 
opportunity  to  thank  them  and  congratulate  them  for  the 
work  that  they  have  done  without  fanfare  over  the  many 
years. 

A few  words  about  county  medical  societies.  The 
county  medical  organization  or  societies  are  the  local  or- 
ganizations which  make  up  our  State  Association.  The 
county  societies  and  their  activities  should  be  strengthened. 
There  should  be  closer  cooperation  and  liaison  between 
the  state  and  county  societies.  Sometimes  it  appears  that 
our  right  arm  doesn’t  know  what  the  left  one  is  doing, 
and  vice  versa.  Therefore  I would  like  to  encourage  all 
the  presidents  and  councilors  of  the  various  component 
societies  who  are  present  here  today  to  make  all  attempts 
to  strengthen  your  local  organization,  and  if  your  State 
Society  can  be  of  any  aid  to  you,  please  feel  free  to  ask 
for  it. 

I would  like  to  wax  a bit,  in  closing,  on  some  philo- 
sophical thoughts  concerning  these  United  States  of 
America  and  the  direction  in  which  she  is  rapidly  running. 
There  was  an  editorial  which  recently  appeared  in  the 
Ogden  Standard  Examiner,  which  I am  sure  that  many 
of  you  did  not  have  the  opportunity  to  read.  It  was 
entitled,  “There’s  Bound  to  Be  a Change.” 

“One  of  these  days,  the  good  people  of  the  United  States 
of  America  will  be  heard  and  heeded. 

“One  of  these  days,  not  too  distant,  they  will  show  in 
unmistakable  terms  that  they  are  fed  up  with  the  slurs 
at  home  and  abroad  which  question  our  honorable 
national  intentions  and  goals. 

“One  of  these  days  they  will  tire  of  supporting  petty 
tyrants  who  insult  our  nation,  our  flag,  and  our  honor 
with  impunity — indeed  are  often  rewarded  for  their 
attacks. 

“One  of  these  days  Americans  will  tire  of  the  sedition 
that  too  often  passes  for  free  speech  in  our  nation, 
especially  on  our  campuses. 

“One  of  these  days  the  point  of  tolerance  will  be  passed 
on  the  street  where  criminality  and  anarchy  too  often 
erupt  in  the  name  of  freedom  of  assembly. 

“One  of  these  days  no  self-respecting  American,  and 
he  is  in  the  majority,  will  stand  for  the  insults  to  God 
through  the  attacks  on  religion  that  occur  daily,  or 
through  the  emergence  of  cults  of  pseudo  religion  that 
need  the  crutch  of  dope. 

“One  of  these  days  good  Americans  will  scorn  the 
thought  that  there  is  virtue  in  radical  behavior  for  the 
sake  of  being  an  oddball,  or  that  there  is  virtue  in 
ordinary  dirt. 

“One  of  these  days  good  Americans  will  show  segments 
of  the  publishing  industry  that  filthy  treatises  and 
smut  have  no  place  in  the  American  way  of  life. 

“One  of  these  days  Americans  will  stand  up  in  favor 
of  capitalism  which  has  given  them  individually  and 
collectively  the  best  life  that  any  human  has  known 
since  life  began. 

“One  of  these  days  Americans  will  insist  that  national 
resources  be  husbanded  and  meted  out  efficiently,  not 
squandered  on  unmitigated  futile  sociological  slop  and 
sentimental  hogwash. 

“One  of  these  days  Americans  will  tire  of  the  fact  that 
they  cannot  even  believe  what  their  top  officials  in 
Washington  say. 

“One  of  these  days  they  will  insist  that  crime  be 
punished  as  crime  should  be,  so  it  is  safe  to  walk  the 
streets  anywhere  at  any  time  of  day  or  night. 

“One  of  these  days  Americans  will  insist  that  our  de- 
fenses be  so  strong  that  no  possible  question  can  be 
raised  about  their  adequacy. 

“One  of  these  days  Americans  will  insist  that  while 
American  men  are  dying  in  Vietnam,  the  nation  should 
follow  a policy  of  winning  that  war  as  rapidly  as 
possible. 
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"One  of  these  days  Americans  will  demand  that  if  they 
are  paying  the  piper  they  also  shall  call  the  tune;  that 
their  hard-earned  dollars  should  not  support  genera- 
tions on  welfare  or  people  who  can  work  and  will  not. 

“One  of  these  days,  in  short,  Americans  will  insist  that 
we  stop  drifting  mentally  and  morally  and  that  we 
return  to  the  principles  that  have  made  the  United 
States  of  America  strong.  It  will  not  be  an  uncertain 
trumpet. 

"One  of  these  days  had  better  come  soon  because  any 
one  of  these  days  may  be  much  later  than  we  believe 
for  preserving  the  America  we  love. 

“One  of  these  days  ...” 

The  above  was  originally  printed  in  the  San  Diego  Union. 

Our  country  has  never  needed  us  to  get  more  involved 
than  today,  not  just  in  the  field  of  health  care,  but  as 
citizens.  Never  has  there  been  a greater  call  for  the 
individual  citizen  to  involve  himself  in  his  government, 
in  its  problems,  in  the  ills  of  society,  and  in  the  travail 
of  their  fellow  men.  Don’t  hesitate  to  raise  your  voice  for 
heaven’s  sake,  for  your  profession’s  sake,  and  for  your 
country’s  sake.  Involve  yourself.  Don’t  let  it  be  on  your 
conscience  that  this  dream  was  shattered  because  you 
failed  to  do  your  part  to  be  worthy  of  your  heritage.  Each 
of  us  must  realize  the  importance  of  what  can  be  ac- 
complished by  performing  our  part  of  the  task. 

Now,  gentlemen,  with  your  help,  counsel,  and  wise 
judgment,  I am  sure  that  I speak  for  the  other  officers 
of  your  State  Organization  when  I say  that  we  wili  do  our 
best  for  our  organization.  Thank  you. 

There  being  no  further  business,  the  Seventy- 
Third  Annual  Meeting  of  the  House  of  Delegates 
of  the  Utah  State  Medical  Association  was  ad- 
journed at  11:10  a.m.,  September  13,  1967. 


USMA  Briefs 

Election  of  Dr.  Wallace  L.  Chambers,  Salt 
Lake  City  physician,  to  the  national  board  of 
directors  of  the  American  Cancer  Society  was 
recently  announced  from  New  York  City.  Dr. 
Chambers  has  served  as  Utah’s  professional  dele- 
gate to  the  national  society  for  the  past  three 
years.  As  a member  of  the  ACS  board  of  directors, 
he  will  assist  in  policy  making  for  the  organization. 
Dr.  Chambers  has  also  served  as  chairman  of  the 
national  committee  for  the  Utah  Division  of  ACS. 

Three  well-known  Utah  physicians  were  par- 
ticipants on  the  progam  of  the  American  Heart 
Association’s  annual  scientific  meeting  held  re- 
cently in  San  Francisco.  Dr.  Homer  R.  Warner 
addressed  the  conference  on  “Computer  monitor- 
ing of  heart  function  in  patients  after  surgical 
operations.”  Dr.  C.  Hihnon  Castle,  coordinator  of 
the  Intermountain  Regional  Medical  Program,  par- 
ticipated on  a panel  on  the  “manpower  shortage 
in  patient  care.”  Dr.  Russell  M.  Nelson  spoke  to  the 
subject,  “Chest  obstruction.” 

At  a recent  meeting  of  the  Salt  Lake  Area 
United  Health  Foundation,  Dr.  Richard  J.  Nelson, 
Salt  Lake  City  physician,  was  elected  President 
of  the  organization.  He  succeeded  Mr.  H.  F.  Kretch- 
man,  editorial  writer  for  the  Salt  Lake  Tribune. 
The  Foundation  was  organized  in  1964  to  “direct 
and  extend  the  federated  giving  concept  to  various 
health  services  and  agencies  in  the  Salt  Lake  area.” 


Dr.  Morrell — 88 — Retires  (Again) 

Dr.  Joseph  R.  Morrell,  prominent  Ogden  physi- 
cian, is  retiring  again  from  medical  practice.  Since 
1956  he  has  been  head  of  the  medical  dispensary 
at  Defense  Depot,  Ogden,  which  position  was  of- 
fered him  after  he  had  successfully  prevailed  in  a 
bout  with  illness — an  illness  which  had  occasioned 
his  first  retirement  in  1945.  He  had  completed  40 
years  in  private  practice  in  Ogden  at  that  time. 

Service  has  been  the  key  word  in  Dr.  Morrell’s 
life  almost  from  the  time  he  was  bom  88  years 
ago  in  Logan,  Utah.  His  pre-medical  training  was 
had  at  the  Utah  State  Agricultural  College  and 
he  completed  his  medical  work  at  Rush  Medical 
College,  receiving  his  degree  in  1904.  He  recalls 
vividly  the  fact  that  the  Ogden  General  Hospital 
at  that  time  had  a patient  capacity  of  35. 

Dr.  Morrell  has  served  as  division  surgeon  for 
both  the  Union  Pacific  and  Southern  Pacific  Rail- 
roads and  local  surgeon  for  the  Denver  and  Rio 
Grande  Western.  He  also  served  as  a member  of 
the  Utah  Board  of  Examiners  for  over  20  years, 
as  a delegate  from  the  USMA  to  the  House  of 
Delegates  of  AMA,  and  as  President  of  the  Utah 
State  Medical  Association  in  1924. 

Civic  interests  and  community  betterment  have 
also  had  much  of  Dr.  Morrell’s  attention.  Most 
noteworthy  of  these  efforts  were  35  years  spent  to 
obtain  a full-time  health  unit  for  the  City  of  Og- 
den. The  present  health  center  attests  to  his  service 
in  its  behalf.  He  also  received  the  Distinguished 
Service  Award  from  Utah  State  University  in 
1958. 

Hearts  and  Husbands 

The  recent  appearance  of  Dr.  Paul  Dudley 
White  in  connection  with  the  Utah  Heart  Associa- 
tion’s “Hearts  and  Husbands”  day  was  acclaimed 
by  the  entire  community  of  Salt  Lake  City  as  being 
an  outstanding  event.  The  estimated  attendance 
was  in  excess  of  10,000  persons. 

Dr.  White  delivered  his  message  in  language 
understandable  to  the  lay  mind  which  contributed 
greatly  to  the  interests  of  his  listeners.  He  dis- 
cussed the  prevention  of  heart  attack  and  con- 
sidered also  the  matters  of  what  to  do  following 
a heart  attack  as  it  pertained  to  work,  exercise, 
diet  and  sex.  The  audience  was  invited  to  submit 
questions,  which  they  did  enthusiastically.  These 
were  discussed  by  Dr.  White  and  a panel  comoosed 
of  Allan  H.  Barker,  M.D.,  Hiroshi  Kuida,  M.D., 
Harold  V.  Liddle,  M.D.,  Homer  R.  Warner,  M.D., 
and  Ernest  L.  Wilkinson,  M.D.,  moderator.  Salt 
Lake  City  physicians. 

Much  favorable  reaction  has  been  in  evidence 
since  the  presentation  of  this  fine  program  and  the 
Utah  State  Medical  Association  joins  the  commu- 
nity and  state  in  expressing  appreciation  to  the 
Utah  Heart  Association  for  arranging  it.  In  addi- 
tion to  having  provided  an  interesting  and  inform- 
ative evening,  it  undoubtedly  will  result  in  long- 
range  helpful  contributions  to  the  health  well- 
being of  this  area,  particularly  as  it  pertains  to 
the  heart. 
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Patients  Needed  for  Emphysema  Study 

Patients  are  needed  for  a long-term  study  of 
the  role  of  infection  in  emphysema  which  is  being 
conducted  at  the  University  of  Utah  Medical 
Center  with  financial  support  of  the  U.S.P.H.S. 
Patients  entered  into  the  study  will  have  an 
initial  intensive  and  complete  clinical  evaluation, 
pulmonary  function  tests  and  viral  and  bacterial 
isolation  and  serologic  studies,  all  at  no  cost  to  the 
patient.  Periodic  follow-up  examinations  of  a simi- 
lar nature  will  be  carried  out  both  during  quies- 
cent periods  and  acute  exacerbations  for  many 
years.  Patients  should  be  preferably  men  between 
the  ages  of  40  and  55  years  with  chronic  bronchitis, 
i.e.,  a productive  cough  on  most  days  for  at  least 
three  months  in  the  year  for  not  less  than  two 
successive  years.  Referred  patients  will  remain  in 
the  care  of  their  private  physicians  who  will  be 
supplied  with  complete  reports  of  studies.  For 
referral  of  patients  and  further  information,  please 
contact  Dr.  A.  D.  Renzetti,  Jr. 


Abstract  of  Minutes* 

House  of  Delegates  of 

The  Colorado  Medical  Society 


97th  Annual  Session 
September  20-23,  1967 

The  House  of  Delegates  held  three  meetings  at 
its  97th  Annual  Session  at  the  Broadmoor  Hotel 
in  Colorado  Springs.  Speaker  M.  L.  Gibson  and 
Vice-Speaker  John  Wood  alternated  in  presiding 
throughout. 

FIRST  MEETING 
Wednesday,  September  20,  1967 

The  House  was  called  to  order  by  Speaker 
Gibson  at  10:00  a.m.  Dr.  Thomas  Foley,  member 
of  the  Committee  on  Medicine  and  Religion,  de- 
livered the  Invocation: 

Dear  God,  bless  this  meeting  of  the  House  of  Delegates 
of  the  Colorado  Medical  Society.  Please  God  bless  these 
good  men  and  good  women.  Bless  them  and  help  them  to 
achieve  their  full  potential  for  good.  May  each  member  of 
this  great  society  continue  to  practice  medicine  with  that 
combination  of  science,  morality,  and  service,  that  is  in 
your  image. 

President  Myron  C.  Waddell  led  the  House  in 
the  Pledge  of  Allegiance.  Dr.  Terry  J.  Gromer, 
Sergeant-at-Arms,  reported  96  Delegates  present, 
including  substitute  Alternates  accredited  by  the 
Credentials  Committee.  (See  detailed  roll  call  at 
the  end  of  these  minutes.) 


President  Waddell  presented  Mrs.  Walter 
Herold,  President  of  the  CMS  Woman’s  Auxiliary. 
Mrs.  Herold  introduced  Mrs.  Karl  Ritter,  President 
of  the  Woman’s  Auxiliary  to  the  AMA,  who  ad- 
dressed the  House.  President  Waddell  then  recog- 
nized the  Presidents  and  Presidents-elect  of  the 
component  societies. 

Vice-Speaker  Wood  introduced  Dr.  Matthew 
Gibson,  v/ho  delivered  the  opening  address  to  the 
House  and  reminded  the  delegates  that  the  actions 
taken  at  this  meeting  reflect  on  them  and  all  of 
organized  medicine.  Dr.  Gibson  announced  the 
appointment  of  Drs.  John  Chamberlain  to  the 
Reference  Committee  on  Scientific  Work,  and 
Donald  Cook  to  the  Reference  Committee  on  Pro- 
fessional Relations. 

Speaker  Gibson  read  the  following  letter  from 
Dr.  I.  E.  Hendryson,  member  of  the  AMA  Board 
of  Trustees. 

September  15,  1967 

To:  THE  ELECTED  OFEICERS  AND  MEMBERS  OF  THE 
HOUSE  OF  DELEGATES  OF  THE  COLORADO  MEDICAL 
SOCIETY 

Mr.  Speaker  and  Members  of  the  House  of  Delegates: 

I regret  not  being  able  to  attend  this  annual  meeting  of 
the  Colorado  Medical  Society  in  person.  The  meeting 
of  the  AMA  Board  of  Trustees  in  Chicago  prevents  my 
being  here.  This  will  be  the  first  meeting  of  this  House 
that  I have  not  attended  since  1948. 

I am  taking  this  method,  however,  of  extending  my 
personal  greetings  to  you,  for  I am  still  a member  of  the 
Colorado  Medical  Society  and  the  ties  that  have  developed 
through  the  long  years  of  work  and  association  in  the 
Society  give  me  a deep  sense  of  compulsion  to  explain 
my  absence. 

Beyond  that,  it  is  necessary  that  I express  to  this 
House  my  deep  appreciation  to  its  elected  officers,  its  staff, 
the  entire  AMA  delegation  for  all  of  their  hard  work 
and  devoted  effort  in  effecting  my  re-election  to  the 
Board  of  Trustees  of  the  American  Medical  Association. 

I have  tried  as  best  I can  to  thank  all  of  them  indi- 
vidually, but  I should  like  to  again  acknowledge  their 
efforts  and  report  to  you  that  their  total  effort  was 
wonderful  to  behold  and  it  indeed  was  very  productive. 

If  I were  to  mention  the  nostalgia  that  is  deep  in  me 
now,  I would  then  proceed  to  a point  of  becoming  maudlin. 

Forgive  my  absence,  please,  my  heart  (scarred  though 
it  may  be)  is  with  you.  With  best  personal  wishes,  as 
always. 

Sincerely, 

IRVIN  E.  HENDRYSON,  M.D. 

Minutes  of  the  Colorado  Winter  Clinics  were 
approved  as  published  in  the  May,  1967  issue  of 
the  Rocky  Mountain  Medical  Journal. 

Reports  of  Officers,  Board,  Councils  and  Com- 
mittees were  received  as  published  in  the  official 
Handbook  and  were  referred  to  the  indicated  Ref- 
erence Committee.  Dr.  Gibson  announced  the  fol- 
lowing changes  in  Reference  Committee  assign- 
ments: Report  C of  the  Board  of  Trustees  and 
Report  A of  the  Committee  on  Socio-Economics 
were  referred  to  the  Reference  Committee  on 
Insurance  and  Prepayment  Plans.  Report  G of  the 
Board  of  Trustees  was  referred  to  the  Reference 
Committee  on  Professional  Relations. 

Dr.  Roth,  Chairman  of  the  Judicial  Council, 
submitted  a supplemental  report  recommending 
that  Dr.  I.  E.  Hendryson  be  granted  Honorary 
Membership  in  the  Society  and  this  recommenda- 
tion was  unanimously  approved  by  the  House. 


for  December  1967 


95 


President  Waddell,  on  behalf  of  the  Board  of 
Trustees,  submitted  two  nominations  for  Certifi- 
cates of  Service,  both  of  which  were  confirmed. 
They  were: 

Franklin  G.  Ebaugh,  M.D.,  Distinguished 
Teacher  and  Innovator 

Irvin  E.  Hendryson,  M.D.,  Tireless,  Dedicated 
Medical  Leader 

Resolutions  1 through  5 were  introduced  and 
referred  to  appropriate  Reference  Committees. 

Dr.  Hermann  B.  Stein,  Historian,  made  the  fol- 
lowing Necrology  Report: 

Fellow  Physicians  and  Friends: 

As  another  year  is  ending  for  the  Colorado  Medical 
Society,  we  remember  those  who  have  departed  this  life, 
and  may  I quote  from  a beautiful  prayer  which  is  spoken 
in  unison  each  Sabbath  eve  in  every  synagogue  and 
temple : 

"All  who  mourn  the  loss  of  loved  ones,  and,  at  this 
hour,  remember  the  goodness,  the  hope  and  the  sweet 
companionship  that  have  passed  away  with  them,  give  ear 
to  the  word  of  comfort  spoken  in  the  name  of  Grod.  Only 
the  body  has  died  and  has  been  laid  in  the  dust.  The 
spirit  lives  and  will  live  forever  in  the  shelter  of  God’s 
love  and  mercy.  But  in  this  life,  also,  the  loved  ones 
continue  in  the  remembrance  of  those  to  whom  they  were 
precious.  Every  act  of  goodness  they  performed,  every 
true  and  beautiful  word  they  spoke  is  treasured  up  and 
becomes  an  incentive  to  conduct,  by  which  the  living 
honor  the  dead." 

Sadly  we  mention  the  names  of  our  departed  physician 
brothers — 

Vetalis  V.  Anderson,  April  26,  1967 
Delford  H.  Boal,  October,  1966 
Harry  C.  Bryan,  March  18,  1967 
O.  J.  Butterfield,  November  6,  1966 
Augustine  S.  Cecchlni,  August  6,  1967 
William  W.  Chambers,  April  15,  1967 
Robert  L.  Downing,  December,  1966 
Charles  S.  Elder,  December  19,  1966 
Edgar  A.  Eiliff,  October  31,  1966 
John  R.  Evans,  August  22,  1967 
L.  McCarty  Fairchild,  November,  1966 
Glenn  O.  Giffin,  November  20,  1966 
D.  Dean  Gillespie,  August  28,  1967 
Guy  H.  Hopkins,  November,  1966 
H.  Paul  Johnson,  May  5,  1967 
W.  Wiley  Jones,  January  13,  1967 
George  P.  Lingenfelter,  August  11,  1967 
Byron  H.  Lord,  February  26,  1967 
Joseph  J.  Mahoney,  November,  1966 
Robert  L.  Marsh,  November  9,  1966 
Fordyce  H.  McCabe,  May  6,  1967 
Aidan  M.  Mullett,  March  20,  1967 
Lorenzo  D.  Quick,  November,  1966 
Joseph  F.  Prinzing,  June  15,  1967 
James  L.  Ryan,  June  25,  1967 
Ralph  E.  Switzer,  February,  1967 
Atha  Thomas,  January  12,  1967 
Elmer  L.  Timmons,  February  20,  1967 
Donald  A.  Turner,  November,  1966 
Earl  Underwood,  October,  1966 
Harold  Von  Detten,  December,  1966 
James  H.  White,  October  21,  1966 

The  following  individuals  addressed  the  House 
and  appropriate  reference  of  the  address  was  made 
in  each  instance: 

President  Myron  C.  Waddell,  Presidential  Ad- 
dress, referred  to  the  Reference  Committee  on 
Board  of  Trustees  and  Executive  Office; 

Roy  L.  Cleere,  M.D.,  Director  of  the  Colorado 
State  Department  of  Public  Health;  Report  labeled 
A was  referred  to  the  Reference  Committee  on 
Legislation  and  Public  Relations,  and  Report  B to 
the  Reference  Committee  on  Professional  Rela- 
tions; 

Cyrus  W.  Anderson,  M.D.,  President  of  the 


Meridian  Fund,  referred  to  the  Reference  Commit- 
tee on  Board  of  Trustees  and  Executive  Office. 

Marcus  B.  Bond,  M.D.,  reported  on  the  Amigos 
de  Las  Americas  Project,  which  was  referred  to 
the  Reference  Committee  on  Board  of  Trustees 
and  Executive  Office. 

George  Buck,  M.D.,  made  a report  regarding 
the  Empire  Casualty  Company  and  this  report  was 
referred  to  the  Reference  Committee  on  Insurance 
and  Prepayment  Plans. 

Dr.  John  J.  Conger,  Vice  President  for  medical 
affairs  and  Dean  of  the  University  of  Colorado 
School  of  Medicine,  made  a special  report  which 
was  referred  to  the  Reference  Committee  on  Scien- 
tific Work  with  the  exception  of  that  portion  of 
the  report  dealing  with  paramedical  services  which 
was  referred  to  the  Reference  Committee  on  Pro- 
fessional Relations. 

Paul  Muckle,  technical  exhibitor,  spoke  about 
the  exhibitors’  problems  and  aims. 

Actions  of  the  House  on  reports  and  resolutions 
will  be  detailed  in  the  minutes  of  the  second 
meeting. 

Speaker  Gibson  asked  if  there  was  unfinished 
business  and  the  Secretary  read  individually  all 
the  Constitutional  changes  which  had  been  held 
over  since  the  1966  Annual  Session.  All  were  voted 
upon  and  passed  individually  as  published  in  the 
Handbook. 

SECOND  MEETING 
Friday,  September  22,  1967 

The  House  was  called  to  order  at  2:00  p.m.  by 
Speaker  Gibson.  Eighty-two  Delegates  were  pres- 
ent, including  substitute  Alternates  accredited  by 
the  Credentials  Committee.  (See  detailed  roll  call 
at  the  end  of  these  minutes.)  Reading  of  the 
minutes  of  the  first  meeting  was  dispensed  with 
on  motion. 

There  were  no  additional  reports  from  Officers, 
Board  and  Councils.  Speaker  Gibson  called  upon 
President  Waddell  to  present  the  50-year  pins 
to  Drs.  Walter  A.  Ohmart,  Elwood  B.  Lynch  and 
Calvin  N.  Caldwell.  Dr.  Constantine  Kemper  had 
received  his  pin  at  the  banquet  the  previous  eve- 
ning. Immediately  following  the  presentation  of 
the  50-year  pins.  Dr.  Waddell  again  called  upon 
Dr.  Calvin  N.  Caldwell  and  presented  him  with 
the  Annual  Robins  Award  for  outstanding  com- 
munity service. 

President  Waddell  presented  the  Certificate  of 
Service,  which  was  unanimously  supported  by  the 
House  at  its  first  meeting,  to  Dr.  Franklin  Ebaugh. 
Definitive  Actions 

Reports  of  Reference  Committees  were  pre- 
sented, with  actions  by  the  House  as  follows: 
Reference  Committee  on  Board  of  Trustees 
and  Executive  Office 

Approved  Board  of  Trustees  Report  A “Prog- 
ress Report”  and  Report  B “Budget  for  the  1967-68 
Fiscal  Year”  as  carried  in  the  Handbook. 

Approved  Report  F of  the  Meridian  Fund  as 
printed  and  approved  the  Supplemental  Report 
of  the  Meridian  Fund  with  the  deletion  of  that 
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portion  of  paragraph  2 on  page  2 beginning  with 
the  words  “as  an  investment  vehicle.  . . 

Approved  Board  of  Trustees  Report  J “Centen- 
nial Committee”  and  Report  K “Annual  Audit”  as 
published. 

Approved  Board  of  Trustees  Supplemental  Re- 
port of  the  Society’s  Project  Viet  Nam  Committee 
but  felt  that  it  would  be  impractical  at  this  time 
for  the  Medical  Society  to  adopt  a hospital  or 
facility  in  Viet  Nam,  nor  should  the  Society  offer 
to  supply  a certain  number  of  physicians  for 
Project  Viet  Nam.  This  choice  should  be  the  pri- 
vate, personal  option  of  the  individual  practicing 
physician. 

Approved  Board  of  Trustees  Report  M and 
made  the  following  comments  about  the  Amigos 
program. 

“Your  Committee  heartily  commends  Dr.  Mar- 
cus Bond  for  his  great  effort  and  hard  work  in 
organizing,  training,  and  supervising  the  20  teen- 
agers who  went  to  Central  America  on  the  Amigos 
de  Las  Americas  Project  this  past  July.  The  Com- 
mittee also  warmly  thanks  Miss  Kathy  Boyd  for 
her  talk  at  the  first  meeting  of  your  House. 

“Your  Committee  found  that  everyone  who 
spoke  at  our  hearing  greatly  favored  the  general 
concept  and  worthiness  of  this  project.  Everyone 
seemed  to  agree  that  the  goodwill  and  extremely 
favorable  publicity  has  been  a boon  to  the  State 
Society,  and  their  image. 

“Your  Reference  Committee  is  aware  that  cer- 
tain members  of  our  Society  are  opposed  to  spend- 
ing of  Society  money  for  this  project.  At  the  same 
time,  we  know  that  they  are  in  no  way  opposed 
to  the  project  in  principle. 

“Your  Committee  was  increasingly  impressed 
by  the  advantages  of  this  program  and  feels  that 
it  would  be  most  improvident  to  lose  the  goodwill 
fostered  by  this  program.  Your  Committee  has 
full  confidence  in  the  discretion  of  the  Board  of 
Trustees  -to  give  limited  financial  support  to  this 
project  in  cooperation  with  the  private  and  busi- 
ness supporters.” 

A motion  was  made  and  defeated  to  change  the 
last  line  of  the  last  paragraph  to  read  “give  limited 
medical  support”  rather  than  “limited  financial 
support.” 

Approved  Reports  A and  B of  the  Foundation 
Advocate  as  published. 

Approved  Report  A of  the  Executive  Secretary 
and  the  comments  made  by  Dr.  Waddell  in  his 
outgoing  address  and  reiterated  the  next  to  the 
last  paragraph  of  Dr.  W^addell’s  talk  dealing  with 
“the  formation  of  a foundation  to  build  or  obtain 
a facility  which  would  house  all  organizations 
interested  in  health  care.” 

Approved  the  remarks  made  by  Mr.  Paul 
Muckle  concerning  the  problems  confronting  the 
technical  exhibitors. 

Approved  Resolution  No.  5,  “Colorado  Blue 
Shield,”  which  resolved,  “That  the  President  of 
the  Colorado  Medical  Society  be  directed  to  ap- 
point an  ad  hoc  committee  to  conduct,  with  the 


information  now  available,  an  investigation  of 
Colorado  Blue  Shield  and  especially  of  the  rela- 
tionship of  the  Colorado  Medical  Society  to  the 
Colorado  Blue  Shield  and  to  its  administration, 
this  Committee  to  report  its  findings  and  recom- 
mendations for  action  at  the  next  interim  session 
of  the  House  of  Delegates.” 

Reference  Committee  on  Legislation 
and  Public  Relations 

Approved  Board  of  Trustees  Report  D and  the 
Supplemental  Report  D of  the  Board  of  Trustees 
dealing  with  the  Amigos  de  las  Americas  Program. 
The  Reference  Committee  recommended  continu- 
ing the  sponsorship  of  this  program. 

Approved  Board  of  Trustees  Report  E “Resolu- 
tion No.  4 United  Mine  Workers  (MW67)”  and 
agreed  that  this  Society  cannot  legally  urge  its 
members  as  individuals  or  as  a group  to  cease 
participation  in  such  a program;  however,  if  a 
member  is  dissatisfied  with  such  a system  he  can 
withdraw  from  any  further  participation.  Educa- 
tion and  enlightenment  of  the  physician  and  the 
public  at  the  local  level  appear  to  be  our  best 
weapons  against  such  systems. 

Approved  Board  of  Trustees  Report  I “Viola- 
tions of  PL  89-97,”  as  published. 

Approved  the  Progress  Report  A of  the  Council 
on  Legislation  and  noted  in  the  discussion  of  HB- 
1447  that  in  the  next  session  of  the  Legislature, 
a bill  may  be  introduced  to  authorize  physicians 
and  perhaps  other  professions  (except  lawyers 
who,  by  Supreme  Court  rule,  are  so  already  author- 
ized) to  set  up  a corporate  structure  for  the  prac- 
tice of  their  professions.  Recommended  that  the 
Council  on  Legislation  should  carefully  study  this 
matter,  considering  any  benefits  as  well  as  disad- 
vantages to  the  medical  profession.  In  the  event 
that  legislation  is  introduced  on  this  subject,  they, 
in  consultation  with  the  Board  of  Trustees  and 
legal  counsel,  should  take  such  steps  as  they  may 
deem  proper  to  insure  the  adoption  of  legislation 
acceptable  to  the  medical  profession,  and  to  pre- 
vent any  statutory  authorization  which  might 
lead  to  lay  control  over  the  practice  of  medicine. 

The  Committee  noted  with  interest  the  discus- 
sion of  the  Pharmacy  Bill  that  was  introduced 
and  which  did  not  pass  at  this  last  session.  The 
Committee  felt  that  the  Colorado  Hospital  Associa- 
tion should  be  included  in  the  deliberations  of 
the  Medical  Society  and  Pharmaceutical  Associa- 
tion in  the  introduction  of  a pharmaceutical  bill 
which  would  be  satisfactory. 

Approved  Report  A of  the  Council  on  Medical 
Service,  “State  Welfare  Department  Affairs  Com- 
mittee” and  stated  that  every  effort  should  be 
made  by  our  Society  through  its  State  Welfare 
Department  Affairs  Committee  and  Council  on 
Legislation  to  be  a guiding  influence  in  the  medi- 
cal aspects  of  the  Title  XIX  program. 

Approved  Part  1 of  Report  C of  the  Council 
on  Medical  Service  “Medical  Advisory  Committee 
to  the  Health  Facilities  Planning  Council.”  The 
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Committee  felt  that  continued  physician  involve- 
ment in  such  area-wide  planning  is  most  necessary 
and  urges  further  close  scrutiny  and  cooperation 
by  the  CMS  Advisory  Committee  to  this  important 
Council. 

Approved  Section  2 of  the  above  report  dealing 
with  the  Crippled  Children’s  Program  and  reiter- 
ated the  previous  position  of  our  House  of  Dele- 
gates made  at  both  the  1966  Annual  Session  and 
the  1967  Winter  Clinics  urging  the  adoption  by 
the  Crippled  Children’s  Division  of  the  State 
Health  Department  of  the  principle  of  “Free 
Choice  of  Licensed  Physician  in  the  Care  of  Gov- 
ernment-Sponsored Programs,  not  excluding  Crip- 
pled Children.”  The  Committee  felt  this  principle 
of  free  choice  is  most  important  and  that  continued 
efforts  should  be  made  to  involve  the  local  physi- 
cian in  this  program  should  the  patient  and  doctor 
so  desire.  This  is  necessary  not  only  for  the  initia- 
tion of  proper  therapy  but  for  continuing  the 
necessary  follow-up  treatment  of  these  difficult 
problems. 

Disapproved  Resolution  No.  3 “State  Medical 
Examiners  System”  since  legislation  would  be  nec- 
essary to  carry  out  such  a resolution,  but  referred 
it  to  the  Council  on  Legislation  for  their  study 
and  report  to  the  House  of  Delegates  at  the 
Interim  Session  of  the  House. 

Received  with  interest  a section  of  Dr.  Roy 
Cleere’s  remarks  dealing  with  Public  Law  89-749 
and  again  stated  that  physician  and  society  par- 
ticipation in  this  state-wide  planning  of  health 
facilities  is  of  the  greatest  importance. 

Reference  Committee  on  Insurance 
and  Prepayment  Plans 

Approved  Board  of  Trustees  Report  C “Physi- 
cians Fee  Index  Study”  and  charged  the  Board  of 
Trustees  with  the  responsibility  as  to  when  to 
repeat  such  a survey  in  order  to  keep  the  informa- 
tion current  and  flexible.  Also  suggested  that  some 
information  might  be  presented  in  the  Rocky 
Mountain  Medical  Journal  and  Colorado  Medicine. 

Approved  Report  B of  the  Council  on  Inter- 
professional Relations  “Professional  Insurance  and 
Retirement.”  The  House  amended  the  Reference 
Committee  report  by  deleting  the  suggestion  of 
referring  future  reports  to  another  Reference  Com- 
mittee. 

Approved  Report  A of  the  Committee  on  Socio- 
Economics  as  published. 

Approved  the  special  report  of  Dr.  Buck 
“Changing  Trends  in  the  Field  of  Malpractice  In- 
surance.” It  was  the  opinion  of  the  Committee 
that  the  Board  of  Trustees  through  its  various 
channels  such  as  the  Legislative  Council  or  Medico- 
legal Committee  might  start  investigating  and 
considering  the  possibility  of  putting  into  our 
legislature  a statute  similar  to  the  one  mentioned 
in  Alaska  which  negates  the  doctrine  of  res  ipsa 
loquitor. 

Approved  Report  B of  the  Committee  on  Socio- 
Economics,  Part  One,  dealing  with  the  Blue  Shield 
Advisory  Committee  as  published. 


Approved  Part  Two  of  Report  B of  the  Com- 
mittee on  Socio-Economics  as  published. 

Reference  Committee  on  Professional  Relations 

Approved  Board  of  Trustees  Report  H “Health 
Careers  Council”  and  urged  exploration  and  im- 
plementation of  avenues  to  raise  needed  monies 
from  both  individual  sources  as  well  as  medical 
society  coffers. 

Considered  Board  of  Trustees  Report  O “An- 
cillary Pediatric  Personnel”  and  concluded  that 
our  Society  should  remain  neutral,  open-eyed  and 
interested  at  this  time.  Recommended  that  explora- 
tions of  the  feasibility  and  ramifications  of  the 
program  be  supported  by  the  Colorado  Medical 
Society  provided  that  the  Medical  Society  repre- 
sentatives and  representatives  of  the  Medical 
School  work  together  from  this  time  forth  on 
the  problems.  It  should  be  emphasized  that  this 
support  does  not  necessarily  indicate  either  ap- 
proval or  disapproval  of  the  concept  as  a whole. 

Considered  Report  G of  the  Board  of  Trustees 
“Utilization  Review  Committees  in  ECF’s”  and 
agreed  with  statements  1,  2,  3,  4,  6 and  7 of  the 
Report.  The  Committee  recommended  deletion  of 
paragraph  five  as  well  as  a concerted  effort  to 
remove  this  subject  from  the  law.  Reference  Com- 
mittee commented  that  utilization  review  should 
be  confined  only  to  evaluating  the  medical  need 
for  admission  or  retention  in  the  facility.  The 
timing  of  visits  is  primarily  a matter  between 
physician  and  patient  and  can  vary  widely.  Efforts 
to  establish  rigid  times  for  visits  should  be  re- 
sisted. 

The  committee  made  the  following  recommen- 
dations; 

A)  Consideration  of  medical  need  must  be  sep- 
arated from  consideration  of  financial  need,  insur- 
ance benefits,  and  social  pressures.  When  these 
problems  arise,  referral  to  the  appropriate  social 
and  welfare  agencies  should  be  made. 

B)  Nursing  Home  Administrators  should  be 
periodically  reminded  and  if  necessary  reported 
to  the  fiscal  agent  if  they  intervene  in  the  physi- 
cian determination  of  need.  Only  the  physician 
can  evaluate  these  needs;  it  is  not  a right  for  all 
patients  to  enter  an  extended  care  facility. 

C)  Payment  for  services  on  Utilization  Review 
Committees  in  ECF’s  should  be  determined  by 
local  action,  and  is  properly  not  a matter  for  State 
Society  direction. 

Approved  Report  A of  the  Judicial  Council 
“Progress  Report”  with  the  suggestion  that  the 
Judicial  Council  consider  the  additional  recom- 
mendation of  the  Reference  Committee: 

“In  the  event  the  patient  insists  upon  use  of 
the  card,  and  if  he  would  normally  pay  in  install- 
ments, the  physician  should  offer  to  submit  the 
bill,  to  the  third  party,  in  monthly  installments.” 

Approved  Report  A of  the  Grievance  Commit- 
tee “Progress  Report”  as  published. 

Approved  Report  A of  the  AMA  Delegation 
and  the  report  carried  in  the  Rocky  Mountain 
Medical  Journal  with  the  recommendation  that  the 
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AMA  Delegation  be  instructed  to  seek  amendment 
of  the  policy  statement  to  require  that  therapeutic 
abortions  be  performed  in  a hospital  that  is  li- 
censed and  certified  by  the  state,  the  Joint  Com- 
mission requirement  being  deleted.  There  was  a 
motion  made  to  delete  this  recommendation  but 
it  was  defeated. 

Approved  Reports  B and  C of  the  AMA  Delega- 
tion as  published. 

Approved  Report  A of  the  Council  on  Inter- 
professional Relations  “Progress  Report”  as  pub- 
lished. The  Reference  Committee  understood  that 
the  State  Department  of  Public  Health  is  presently 
engaged  in  a study  to  revise  Nursing  Home  Stand- 
ards. The  Committee  recommended  that  the  Medi- 
cal Society  request  the  State  Department  of  Public 
Health  to  supply  the  Medical  Facilities  Committee 
with  a copy  of  the  draft  prior  to  Health  Depart- 
ment adoption  for  Medical  Society  study  and  rec- 
ommendations. 

Disapproved  Report  D of  the  Council  on  Medi- 
cal Service  “Rules  and  Regulations  for  Medical 
Practice  in  Small  Hospitals,”  and  made  the  follow- 
ing comments: 

“We  are  all  interested  in  good  community 
health  care.  We,  as  a profession,  also  realize  that 
the  type  of  care  rendered  in  the  small  outlying 
communities  is  of  necessity  different  than  metro- 
politan care.  Most  physicians  like  to  keep  abreast 
of  technological  and  scientific  advances  and  in 
general  like  to  shoot  the  breeze  and  discuss  the 
events  of  the  day.  As  the  State  Society’s  legislative 
body  we  really  have  little  idea  of  the  problems 
and  desires  of  the  physician  who  practices  in  the 
areas  removed  from  metropolitan  centers.  We  all 
are  impressed  by  the  good  and  goodwill  that 
projects  like  ‘Amigos  de  las  Americas’  and  ‘Project 
Viet  Nam’  have  enjoyed.  Why  not  ‘Project  Rural 
Colorado’?  We  would  suggest  that  a committee  of 
our  rural  physicians  be  activated  to  discuss  and 
request  needs  that  our  State  Society  might  provide. 
We  would  also  suggest  that  Dr.  Zeigel  visit  these 
areas  first  when  he  makes  his  rounds  of  the  com- 
ponent societies  and  that  he  ask  opinions  of  such 
a program,  as  well  as  attempting  to  find  out  just 
what  their  local  needs  might  be. 

“If,  for  example,  a periodic  visit  from  a con- 
sultant would  be  appreciated,  then  let  our  Society 
arrange  for  such  help.  Such  a program  might  fit 
in  neatly  with  the  Heart,  Cancer,  Stroke  Program 
and  should  certainly  be  discussed  with  Dr.  Hilde- 
brand. It  might  be  that  over  the  long  haul  an 
active  rural  program  of  the  State  Society  could 
stimulate  some  young  G.P.’s  to  go  into  practice  in 
areas  that  otherwise  might  not  be  considered  due 
to  remoteness  from  academic  centers  and  stimula- 
tion.” 

Approved  Report  A of  the  Interorganizational 
Advisory  Council  as  published. 

Anproved  Report  B of  Dr.  Roy  Cleere  “Title 
XVHI”  as  presented  to  the  House. 

Considered  Dr.  Conger’s  remarks  dealing  with 
paramedical  matters  and  recommended  that  any 


such  program  and  study  should  evolve  from  joint 
Medical  Society-Medical  School  planning. 

Approved  Report  A of  the  Council  on  Scientific 
Education  “Progress  Report”  as  published. 

Approved  Report  E of  the  Council  on  Scientific 
Education  “Cancer  Committee”  and  recommended 
continuing  the  Conference  in  1969. 

Approved  Report  B of  the  Council  on  Scientific 
Education  “Report  of  the  1967  Colorado  Winter 
Clinics”  and  suggested  that  consideration  be  given 
to  one  speaker,  on  Friday  evening,  on  a timely 
topic  of  general  interest. 

Approved  Report  C of  the  Council  on  Scientific 
Education  “Committee  on  Medical  Quackery”  as 
published. 

Approved  the  remarks  of  Dr.  Conger  as  given. 
Reference  Committee  on  Public  Health 

Approved  Report  B of  the  Council  on  Medical 
Service  “Committees  on  Blood,  Disaster  Medical 
Care  and  Medical  Aspects  of  Sports”  as  printed. 

Approved  Report  A of  the  Council  on  Public 
Health  “Progress  Report”  with  the  following 
changes; 

Final  Sentence  of  Paragraph  1,  Page  4.  Delete 
“age  of  twelve  months”  and  substitute  “between 
the  ages  of  nine  and  twelve  months”  so  the  sen- 
tence would  read:  “The  Committee  supports  the 
program  of  vaccination  for  every  child  between 
the  ages  of  nine  and  twelve  months.” 

The  last  paragraph  on  Page  4 be  changed  to 
read  as  follows:  “The  Council  endorses  the  Com- 
mittee’s recommendation  to  urge  inoculation  for 
measles  between  nine  and  twelve  months  for 
every  child,  and  inoculation  against  diphtheria, 
pertussin  and  tetanus,  and  tuberculin  skin  testing 
by  the  age  of  twelve  months  as  is  presently  done.” 

The  last  sentence  in  the  final  paragraph  on 
Page  6 be  changed  to  read:  “At  the  present  time 
a Legislative  Commission  is  studying  the  problem 
and  it  is  hoped  that,  without  the  pressure  of  time, 
a reasonable  and  well-thought-out  piece  of  legisla- 
tion will  be  developed.”  And  add  the  following 
sentence:  “The  Medical  Society  offers  its  assistance 
in  drafting  legislation  which  it  can  support.” 

Approved  Report  D of  the  Council  on  Scien- 
tific Education  “Papanicalaou  Smear  Program”  as 
printed. 

Disapproved  Resolution  No.  1 “Mandatory  Im- 
munization of  School  Children”  introduced  by  the 
La  Plata  County  Medical  Society  since  immuniza- 
tion should  be  given  at  an  optimum  age  and  since 
this  resolution  would  not  affect  the  pre-school 
child  w'here  it  is  most  needed,  and,  also,  since  the 
requirement  of  compulsory  immunization  general- 
ly opposes  the  tenets  of  the  A.M.A.,  implementa- 
tion of  this  resolution  would  not  be  in  the  best 
interests  of  the  Society. 

Approved  Resolution  No.  2 “Interagency  Coun- 
cil on  Smoking  and  Health”  introduced  by  Dr. 
Roger  S.  Mitchell. 

Approved  Resolution  No.  4 “Rural  Traffic  Acci- 
dents” as  submitted  by  the  Council  on  Public 
Health. 
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Reference  Committee  on  Constitution, 

By-Laws  and  Credentials 

Approved  Report  A of  the  Organization  Study 
Committee  “Amendments  to  the  Constitution  and 
By-Laws”  as  published. 

Agreed  with  the  suggestion  in  Report  B of  the 
Organizational  Study  Committee  that  Component 
Society  Presidents  sit  as  ex-officio  members  of 
the  House  of  Delegates  without  vote.  This  would 
require  a change  in  Section  2 of  Article  Five  of 
the  Constitution  and  is  considered  unfinished  busi- 
ness. 

Approved  the  suggestion  that  Component  So- 
ciety officers  be  installed  at  about  the  same  time 
of  the  year  and  urged  that  Delegates  be  instructed 
to  convey  this  message  to  their  respective  societies. 

Approved  recommendation  that  the  Society’s 
fiscal  year  be  changed  from  August  1 through 
July  31. 

THIRD  MEETING 
Saturday,  September  23,  1967 

The  House  convened  at  8;20  a.m.,  September 
23,  1967  and  40  Delegates,  including  substitute 
alternates  were  seated.  On  motion,  the  House  dis- 
pensed with  reading  of  minutes  of  the  second 
meeting. 

President  Waddell  awarded  the  Certificate  of 
Service  to  Dr.  I.  E.  Hendryson,  who  then  addressed 
the  House. 

Election  of  Officers 

There  were  no  new  nominations  from  the  floor 
for  any  of  the  offices  to  be  filled  and  the  following 
names  proposed  by  the  Nominating  Committee 
were  elected  by  acclamation: 

President-elect:  William  M.  Covode,  M.D., 
Denver 

Vice  Preisdent:  Carl  H.  McLauthlin,  M.D., 
Denver 

Trustee  (three  years):  Kenneth  A.  Platt,  M.D., 
Westminster 

Trustee  (three  years):  Joel  R.  Husted,  M.D., 
Boulder 

Trustee  (two  years):  Geno  Saccomanno,  M.D., 
Grand  Junction 

Trustee  (one  year):  Richard  L.  Davis,  M.D., 
La  Junta 

Judicial  Council  (three  years):  District  No.  3, 
Kenneth  E.  Gloss,  M.D.,  Colorado  Springs; 
District  No.  6,  Heman  R.  Bull,  M.D.,  Grand 
Junction;  District  No.  7,  Stanley  Haukeness, 
M.D.,  Durango. 

Grievance  Committeemen  (2  years):  Richard  L. 
Codd,  M.D.,  Fort  Collins;  John  A.  Mc- 
Donough, M.D.,  Ordway;  James  P.  Hensen, 
M.D.,  Pueblo;  Carl  J.  Manganaro,  M.D., 
Sterling;  James  A.  Henderson,  M.D.,  Engle- 
wood; Edwin  D.  Kadlub,  M.D.,  Windsor. 

AMA  Delegates  for  two-year  terms,  January  1, 
1968  to  December  31,  1969:  Harlan  McClure, 
M.D.,  Lamar;  and  Gatewood  C.  Milligan, 
M.D.,  Englewood. 


Alternate  Delegates  for  same  period:  Vernon  L. 
Bolton,  M.D.,  Colorado  Springs;  and  Ray  G. 
Witham,  M.D.,  Craig. 

Speaker  of  the  House  of  Delegates:  John  M. 

Wood,  M.D.,  Englewood 
Vice  Speaker  of  the  House  of  Delegates:  Robert 
G.  Bosworth,  Jr.,  M.D.,  Denver 
Foundation  Advocate:  W.  Bernard  Yegge,  M.D., 
Denver 

Historian:  Hermann  B.  Stein,  M.D.,  Denver 
The  nominations  by  President-elect  Zeigel  for 
membership  on  the  Administrative  Councils  were 
reread.  There  were  no  nominations  from  the  floor 
and  the  nominees  proposed  by  Dr.  Ziegel  were 
then  elected  by  acclamation. 

The  House  was  adjourned  sine  die  and  officers 
for  the  year  1968-69  were  installed. 


HOUSE  OF  DELEGATES  ROLL  CALL 


ANNUAL  SESSION,  SEPTEMBER  20-23,  1967 


Component  Society 

Delegates 

Alternates 

Adams  County-Aurora 

O’Dell,  Robert  (1)  (2)  (3) 

Joseph,  Norman 

Palmier!,  Anthony  (1)(2) 

Cersonsky,  H.  Sol 

Arapahoe 

Bortz.  Alan 

Hughes,  Clarence  (1)(2) 

Brittain.  Robert  (1)(2) 

Shugart,  Ralph 

Fraser,  Charles 

Carver,  Robert  (1)  (2) 

Grund,  Walter  (1)  (2)  (3) 

Brinton,  William  T. 

Jobe,  William  (1)  (2)  (3) 

Melzer,  Robert 

Boulder 

Kahn,  Kenneth  (1)(2) 

Amoroso,  Christian 

Kerkhoff,  Stanley  (1) 

Hardenberg,  Firmon 

McCurdy,  Robert  S. 

Gillette,  Warren 

McFarland,  Robert 

Avery,  John 

Amoroso,  Christian* 
{1)(2) 

Takahashi,  William  (1) 

Strenge.  Henry  (2) 

Yost.  Byron  ( 1)  (2) 

Wherry,  Harry 

Chaffee 

Leonardi,  Leo 

McNamara.  B.  E. 

Clear  Creek  Valley 

Ansley,  Robert  (1)(2) 

Markham,.  Allen 

Dean,  Carlton  (1)  (2) 

Bridgeman.  John  (3) 

Doyle,  John 

Carpenter,  David 
Herrmann,  Richard* 
(1)(2) 

Driver,  Thomas 

Walker,  H.  B.  (1)  (2) 

Durham,  Morgan  (1)(2)(3) 

Baton,  Wyley 

Maruyama,  Herbert 

Traylor,  Frank 

Chamberlin.  John* 
(1)(2) 

Sadler,  Dean  (1)  (2) 

Haynes,  Robert 

Sontag,  Stanley  ( 1 ) ( 2 ) 

Chamberlin,  John 

Wotkyns.  Roger  (1)(2) 

Gjellum,  George 

Delta 

Bennett,  Robert  (2)  (3) 

Hick,  L.  L. 

Denver 

Araesse,  John 

Kempe,  C.  Henry  (1)(2) 

Atkins,  Dale  (1) 

Tucker.  Warren 

Badger,  B,  Bruce  ( 1 ) ( 2 ) 

Williams,  Ben 

Blandford,  Si(fney  (1)(2) 

Tyler,  Monroe 

Bosworth,  Robert  (1)(2) 

Appelbaum.  Jerry 

Bramley,  Howard  (1)(2)(3) 

Reimers,  Wilbur 

Buchtel,  Henry  (1) 

Fisher.  H.  Calvin 

Butterfield.  Joseph  (1)(3) 

Sawyer.  Kenneth.  Jr. 

Chisholm,  R.  Neil 

Freedman.  Marshall  (2) 

Clarke,  J.  Philip  (1) 

Edwards,  John 

Condon,  W’illiam  (1) 

Roessing,  Lawrence 

Coppinger,  William  (1) 

Pear.  Bertram 

Covode,  WiUiam  (1)  (2)  (3) 

Lasater,  Gene 

Earley,  Thomas  ( 1 ) ( 2 ) 

Blanchet.  David 

Eisele,  C.  Wesley 

Johnson,  Melvin 

Talbott,  Richard* 
(1)(2)(3) 

Elliott,  Robert  (1)  (2) 

Coleman,  Thomas 

Frangos,  Pete  (2) 

Hoch,  Peter 

Freed,  Charles  G. 

Sawyer,  Robert  ( 1 ) ( 2 ) 

Friedland,  Joseph  (1)(2)(3) 

Zarlengo,  Roland 

Gromer,  Terry  (1)(2)(3) 

Brock.  L.  Boring 

Hamilton,  Paul  (1) 

Alexander,  C.  Houston 

Isbell,  N.  Paul  (1) 

Ashe.  S.  M.  Prather 
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Component  Society 
Denver  (cont.) 


Eastern 
El  Paso 


Fremont 

Garfield 

Huerfano 

Lake 

La  Plata 

Larimer 


Las  Animas 

i 

I Mesa 

i 

I 

IMontelores 
Montrose 
j Morgan 

j Northeast  Colorado 

I Northwestern 

Otero 

E 

Prowers 

Pueblo 


San  Luis  Valley 


Washington-Yuma 

Weld 


Delegates 

Kovarik.  Joseph  (1)(2)(3) 
Lewis,  Henry  (1)  (2) 

Liggett,  Robert  (1)  (2)  (3) 
Lipscomb,  William 
Livingston,  Wallace  (1)  (2)  (3) 
Longwell.  Freeman  (1)(2) 
Mahony,  Thomas 
McCurdy.  Robert  E.  (1)(2)(3) 
McGlone.  Frank 
Meiklejohn,  Gordon  (1)(2) 
Mitchell.  Roger  (1)(2)(3) 
Nelson.  John  (1) 

Perkins.  James  (1)(2) 

Philpott.  James,  Jr. 

Philpott.  Osgoode.  Jr.  (1) 
Rothenberg.  Herbert 
Stanfield,  Clyde 
Strain,  James  (1)  (2) 

Toll.  Henry  (1)  (2) 

Tyner,  George  (1)(2)(3) 
Virtue,  Robert  (1)  (2> 

Wilson,  William  (1)(3) 

Ross,  C.  L.  (1) 

Bolton.  Vernon  (1)  (2)  (3) 
Crawford,  Lewis  (1)(2)(3) 
Donald,  James  (1)(2)(3) 
Hays,  John  (1)  (2)  (3) 

King.  Otis  (1)(2)(3) 

Liddle,  E.  B.  (1){3) 

Paap.  Jack  (1)  (2) 

Pierce,  Alson 

Wiggins,  Milton  (1)(2) 

Miller,  Howard 
Hendrick,  Harry  (1)(2) 
Merritt,  William  (1) 

Stanley,  George  (2) 

Murray,  Menard  (1)(2) 

Anderson.  William  (1){2)(3) 
Codd,  Richard  (1) 

Hansen.  Richard 

Robertson,  Ian  (2) 

Donnelly.  James 

Huskey.  Harlan  (1)(2)(3) 
Linnemeyer,  R.  E.  (1)(2)(3) 
Troy.  Richard  (1)(2)(3) 

Gardner,  Vincent  (1)(2) 
Greenwood,  Richard 
Mellinger,  W’illiam  (1){2) 

Brehm,  Gill  (1)(2)(3) 
Manganaro,  Carl  (1)(2)(3) 

Price,  Vernon  (1)(2)(3) 
Sisson,  William  (1)(2)(3) 
Likes.  Edwin  (1)  (2) 

Beckwith.  Richard  (1) 

Childers.  Stanley  (1)(2)(3) 
Farabaugh,  Leonard 

McKinnon,  George  (1)(2) 
Swartz.  Carl  (1)  (2)  (3) 
Vickery,  Don  (1) 

Cassidy,  Charles 
Rechnitz,  Fred  (1)(2)(3) 

Waski,  A.  T. 

Allely,  Donald  (2)  (3) 

Kadlub,  Edwin  (1)  (2) 

Shore.  Roy  (1)  (2)  (3) 

Weaver.  Phillip  (1)  (2)  (3) 


Alternates 

Baker,  William 
Anderson.  Martin 
Githens,  John 
Bronson,  Howard 
Rademacher,  Raymond 
Hermann.  Gilbert 
Cotton,  Ralph 
Benedict,  Daniel 
Gipson,  Bernard 
Dafoe,  Charles 
Blackwood,  Charles 
Bouslog,  John 
Massa,  Emil 
List,  James 
Talbott,  Richard 
Kukral,  Albert 
Curry,  Marcia  ( 1 ) ( 2 ) 
Campbell,  Horace 
Wherry,  Franklin 
Harvey,  Richard 
Becker,  Harold 
Kaplan.  Max 

Straub,  John 

Lovell,  Kenneth 
Larimer,  Craig 
O’Donnell,  James 
Presti,  Matthew 
Worlton,  James 
Roesler.  Paul 
Ryder.  William 
Edwards,  James 
(1)(2)(3) 

Stafford.  Robert 

Christie,  George  (1) 
Mueller.  Edward 
Lamme,  James,  Jr. 

Surges,  Lloyd 
Swanson,  Robert 

Murray,  Doi^las 
Unfug.  Harry 

Wells.  Donald*  (2) 

Vialpando,  A.  B.  (1) 

Wilson,  Charles 
Parker,  J.  James 
Rigg,  James  P. 

Merritt,  Edward 
Balderston,  George 
Woodward,  Paul 

Mackey,  Jack 
Carter,  B.  J. 

Crawford.  M.  L. 

Sampson,  Lloyd 
Blease,  E.  B. 

Braukman 
Tice.  Frederick 
Hurley,  Grant 

Staats,  R.  E.*  (1)  (2) 
Staats,  R.  E. 

Capek,  Richard 
Hopkins,  William 

Duncan.  Albert 
Bradshaw,  Robert 

Good,  Gilbert 

Cook,  Donald  (1) 

Bates,  David 
Wolach.  Bernerd 
Miller,  Burdette 


•Indicates  appointed  substitute  Alternate  in  absence  of  both  elected  Delegate 
and  Alternate. 


City  Signs  First  Contract  for  Use  of  Exhibit  Hall 


Denver  Mayor  Tom  Currigan,  at  right,  signs  the 
first  formal  contract  for  use  of  Denver’s  new  13.5 
million  dollar  exhibit  hall.  The  contract  was  signed 
with  the  American  Medical  Association  for  their 
convention  Nov.  30-Dec.  3,  1969.  Joining  Mayor 
Currigan  were  Dr.  Henry  Zeigel,  at  left,  president 
of  the  Colorado  Medical  Society,  and  Ed  Hirsch- 
feld,  president  of  the  Denver  Convention  and 
Visitors  Bureau.  The  signing  took  place  at  the 
construction  site  of  the  new  building  scheduled  for 
completion  January  1,  1969.  The  steel  framework 
that  will  support  the  roof  is  seen  in  the  back- 
ground. 


Physicians  in  the  News 

At  the  recent  meeting  of  the  Montana  Division 
of  the  American  Cancer  Society,  Ernest  J.  Eich- 
wald,  M.D.,  Great  Falls,  was  re-elected  president. 
Vem  G.  Tolstedt,  M.D.,  Helena,  and  Fred  M.  Long, 
M.D.,  Great  Falls,  were  re-elected  members  of  the 
Board  of  Directors  of  the  society. 

W.  F.  Antonioli,  M.D.,  Butte,  has  been  elected 
president  of  the  Montana  Physicians’  Service  to 
succeed  George  J.  Moffitt,  M.D.,  Livingston.  Berl 
B.  Ward,  M.D.,  Billings,  is  a newly  elected  member 
of  the  Board  of  Trustees. 

Herbert  T.  Caraway,  M.D.,  Billings,  chairman 
of  the  State  Board  of  Institutions,  was  the  guest 
speaker  at  a recent  public  meeting  of  the  Billings 
League  of  Women  Voters. 
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University  of  Colorado  Medical  Center 

Governor  John  A.  Love,  in  his  capacity  as  a 
director  of  the  Children’s  Metabolic  Research 
Foundation,  on  November  2 presented  the  founda- 
tion’s check  for  $15,000  to  the  University  of  Colo- 
rado to  assist  in  construction  of  the  John  F. 
Kennedy  Child  Development  Center. 

The  foundation  was  organized  several  years 
ago  to  encourage  research  into  congenital  metabo- 
lic disorders  which  affect  children.  Originally  the 
Gaucher  Research  Foundation — Gaucher’s  disease 
is  one  of  the  “inborn  errors  of  metabolism”  with 
which  the  group  is  concerned — the  organization 
changed  its  name  early  this  year  to  indicate  its 
interest  in  other  similar  conditions. 

The  gift  presented  by  Governor  Love  repre- 
sents the  second  $15,000  installment  on  the  founda- 
tion’s pledge  of  $80,000  to  complete  financing  on 
construction  of  the  B.  F.  Stolinsky  Research  Lab- 
oratories. The  five-story,  $912,000  building  is  being 
erected  with  financing  from  federal  and  private 
sources. 

The  Kennedy  Center  program  is  supervised  by 
an  executive  committee  of  which  Dr.  Donough 
O’Brien,  CU  professor  of  pediatrics  and  a specialist 
in  metabolic  conditions,  is  chairman.  Dr.  Joseph 
P.  Rossi,  assistant  professor  of  pediatrics,  will  be 
operating  director  of  the  center  with  Dr.  Richard 
L.  Crager,  assistant  professor  of  clinical  psychol- 
ogy, as  associate  director. 

Investigations  in  the  Stolinsky  Laboratories 
will  cover  a wide  range  of  basic  scientific  disci- 
plines: neurophysiology,  neuropharmacology,  de- 
velopmental pediatrics,  population  genetics,  bio- 
chemical genetics,  nutrition,  lipid  chemistry,  de- 
velopmental biochemistry,  neurochemistry,  be- 
havioral science,  and  cytogenetics. 

* * * * 

Appointment  of  Dr.  Karl  M.  Luke,  Jr.,  of  Fort 
Morgan,  as  consultant  on  dental  hygiene  education 
to  the  University  of  Colorado  School  of  Dentistry 
has  been  announced  by  Dr.  Leslie  R.  Burrows, 
dean  of  the  school. 

Dr.  Luke  will  maintain  his  private  practice  in 
Fort  Morgan  and  provide  consultation  service  on 
a part-time  basis  to  the  new  dental  school  being 
established  at  the  University  of  Colorado  Medical 
Center  in  Denver.  He  will  aid  in  planning  and 
developing  curriculum  and  programs  for  dental 
hygiene  students  to  be  enrolled  in  the  new  school. 
It  is  planned  that  the  school  will  admit  approxi- 
mately 15  dental  hygiene  students  beginning  in 
1969  to  inaugurate  the  program.  When  the  dental 
school  opens  formally  in  1972,  enrollment  of  an 
annual  class  of  30  dental  hygiene  students  is 
planned. 


Prominent  in  Colorado  dental  affairs.  Dr.  Luke 
received  his  D.D.S.  degree  in  1948  from  the  Uni- 
versity of  Nebraska  School  of  Dentistry.  He  was 
a high  school  teacher  of  science  and  mathematics 
in  Strasburg,  Colo.,  before  entering  the  dental 
profession.  He  attended  the  University  of  Denver 
and  subsequently  received  his  B.A.  degree  from 
Colorado  State  College  in  Greeley  and  did  gradu- 
ate work  at  the  University  of  Chicago. 

Dr.  Luke  is  a director  of  the  Colorado  State 
Dental  Association,  past  president  of  the  Morgan 
County  Dental  Society,  and  has  held  all  of  the 
elective  offices  in  the  Northeastern  Colorado  Den- 
tal Society. 

In  addition  to  his  dental  society  memberships, 
Dr.  Luke’s  professional  affiliations  include  the 
Colorado  Dental  Service  Corporation  and  the  So- 
ciety for  Preservation  of  Oral  Health. 

* * * * 

Final  fall  enrollment  totals  at  the  University 
of  Colorado  Medical  Center  show  1398  undergrad- 
uate students,  trainees  and  advanced  degree  candi- 
dates registered  for  the  current  academic  y.ear  in 
medical,  nursing  and  paramedical  courses.  This 
compares  with  1306  students  and  trainees  on  the 
medical  campus  at  this  time  a year  ago,  an  increase 
of  7 per  cent. 

Of  the  total  student-trainee  population,  91 1 
are  regularly  enrolled  University  of  Colorado  stu- 
dents and  the  remaining  487  are  M.D.  and  Ph.D. 
doctors  undertaking  advanced  hospital  or  research 
laboratory  training,  and  trainees  in  various  para- 
medical fields,  some  enrolled  in  cooperative  pro- 
grams with  Colorado  State  University,  the  Univer- 
sity of  Denver  School  of  Social  Work  and  the 
Smith  College  School  of  Social  Work. 

The  Medical  Center  has  on  its  rolls  this  fall  44 
interns,  265  resident  physicians  and  81  postdoctoral 
fellows.  Comparable  totals  for  last  autumn  were 
43,  232  and  54. 

♦ * * * 

Dr.  Robert  F.  Grover,  assistant  professor  of 
medicine  in  the  University  of  Colorado  School  of 
Medicine,  has  been  invited  to  participate  in  the 
eighth  quadrennial  Inter-American  Conference  on 
Cardiology  in  Lima,  Peru,  next  April  23-27. 

The  conference  will  consist  of  scientific  papers 
and  a series  of  12  round-table  discussions  by  lead- 
ing international  authorities  in  a variety  of  cardio- 
vascular-pulmonary fields.  Dr.  Grover  will  be 
chairman  of  a panel  which  will  discuss  “The  Heart 
and  Circulation  at  High  Altitude.” 

Every  four  years  the  conference  meets  in  a 
Western  Hemisphere  nation  to  review  develop- 
ments and  prospects  in  heart  disease.  Host  at  the 
Lima  meeting  will  be  the  Peruvian  Society  of 
Cardiology. 

* * ♦ * 

A University  of  Colorado  biochemist  is  study- 
ing viruses  and  the  effects  they  have  on  the  cells 
in  which  they  live. 

Dr.  Jacques  J.  Pene  of  the  CU  Institute  for 
Developmental  Biology  is  doing  the  research  under 
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a one-year  $68,657  grant  from  the  National  Insti- 
tute of  Allergy  and  Infectious  Diseases. 

Some  vimses  have  serious  effects  on  humans 
and  knowing  more  about  the  functioning  of  viruses 
is  important  to  medical  research.  Pene  said  study- 
ing a simple  virus  is  similar  to  studying  lower 
animals  to  learn  about  humans. 

Pene  wants  to  find  out  more  about  how  a 
virus  stops  certain  functions  in  the  cells  it  attacks. 
A virus  is  inert  unless  it  has  the  help  of  living 
cells.  A virus  either  kills  the  cell  it  lives  in  by 
talcing  over  the  cell’s  machinery  to  carry  out  its 
own  reproduction,  or  it  establishes  a stable  rela- 
tion with  the  cell  and  acts  as  part  of  the  cell. 

The  University  also  has  received  a $14,500 
grant  from  the  National  Science  Foundation  for 
the  purchase  of  some  of  the  equipment  Pene  will 
use  to  carry  out  his  virus  research  project.  The 
equipment  includes  a liquid  scintillation  counter 
that  measures  radioactivity  and  a preparative  ul- 
tracentrifuge that  separates  molecules  so  their 
physical  propertes  can  be  studied. 

♦ * ♦ * 

Appointment  of  Dr.  Michael  A.  Solomon  as 
assistant  professor  and  head  of  the  Division  of 
Psychiatric  Social  Work  in  the  Department  of  Psy- 
chiatry of  the  University  of  Colorado  School  of 
Medicine  was  recently  announced  by  Dr.  Herbert 
S.  Gaskill,  department  chairman. 

Bom  April  10,  1936,  in  Chicago,  Dr.  Solomon 
received  Ms  A.B.  degree  in  1958  from  the  Univer- 
sity of  Louisville  in  Kentucky  and  a master’s 
degree  in  social  work  in  1960  from  the  Tulane 
University  School  of  Social  Work.  He  was  awarded 
his  Doctor  of  Social  Work  degree  this  summer 
from  the  Smith  College  School  for  Social  Work 
in  Northampton,  Mass. 

Dr.  Solomon  has  had  social  casework  experience 
with  the  Kentucky  Department  of  Welfare,  the 
Kentucky  State  Hospital  in  Danville,  and  the 
Jewish  Family  and  Children’s  Service  in  St.  Louis. 
Duiing  1962-63  he  was  engaged  in  a post-master’s 
degree  training  program  in  research  and  casework 
at  the  Washington  University  Medical  Center  in 
St.  Louis. 

As  head  of  the  CU  Division  of  Psychiatric 
Social  Work,  Dr.  Solomon  succeeds  Dr.  David  A. 
Kaplan,  who  resigned  to  become  director  of  social 
service  for  the  Department  of  Preventive  Medicine 
in  the  Stanford  University  School  of  Medicine. 

* # * * 

Appointment  of  Dr.  Steven  G.  Vandenberg, 
Netherlands-born  lawyer  and  psychologist,  to-  the 
faculty  of  the  University  of  Colorado  School  of 
Medicine  has  been  announced  by  Dr.  Jo’lm  J. 
Conger,  vice  president  for  medical  affairs  and 
dean  of  the  school. 

Dr.  Vandenberg  will  serve  as  professor  of 
clinical  psychology  in  the  Department  of  Psy- 
chiatry. He  also  holds  an  appointment  as  professor 
of  psychology  on  the  Boulder  campus  of  the 
University  and  will  divide  his  time  between  the 
Medical  Center  in  Denver  and  the  Boulder  campus. 


Appointment  of  Dr.  Theodore  T.  Fuck,  Univer- 
sity of  Colorado  biophysicist,  to  the  advisory 
council  of  the  National  Institute  of  Arthritis  and 
Metabolic  Diseases  has  been  announced  by  Dr. 
William  H.  Stewart,  surgeon  general  of  the  U.  S. 
Public  Health  Service. 

Dr.  Puck  is  American  Cancer  Society  Research 
Professor  of  Biophysics  in  the  University  o-f  Colo- 
rado School  of  Medicine  and  director  of  the  Elea- 
nor Roosevelt  Institute  for  Cancer  Research  at 
the  CU  Medical  Center  in  Denver. 

As  a member  of  the  council,  Dr.  Puck  will 
advise  and  make  recommendations  to  the  surgeon 
general  and  the  director  of  NIAMD  on  the  insti- 
tute’s grants  and  awards  program.  The  NIAMD  is 
one  of  the  eight  National  Institutes  of  Health  in 
Bethesda,  Md.,  the  primary  biomedical  research 
facilities  of  the  U.  S.  Public  Health  Service. 

The  advisory  council  to  NIAMD,  established  by 
Congress  in  1950,  is  composed  of  12  members  who 
are  prominent  in  science,  education  and  public 
affairs.  On  the  council’s  recommendation,  after 
extensive  initial  scientific  review,  the  U.  S.  surgeon 
general  awards  grants  to  universities,  hospitals 
and  other  non-federal  institutions  for  research  into 
arthritis,  metabolic  diseases,  renal  diseases,  dis- 
orders of  the  endocrine  system,  and  related  bio- 
medical fields. 


University  of  Utah  Medical  Center 

A coordinated  program  for  training  residents 
in  plastic  and  reconstructive  surgery  has  been 
created  in  Salt  Lake  City.  TMs  broad  spectrum  of 
comprehensive  education  is  under  the  direction  of 
Drs.  T.  Ray  Broadbent,  Robert  M.  Woolf  and 
Clifford  C.  Snyder.  It  is  offered  through  the  efforts 
of  the  L.D.S.  Hospital,  the  Primary  Children’s 
Hospital,  the  University  of  Utah  Medical  Center 
and  the  Veterans  Administration  Hospital. 

The  training  program  will  involve  four  plastic 
surgery  residents  who  have  served  at  least  three 
years  in  general  surgery  training.  The  residents 
will  train  for  two  years  in  the  new  comprehensive 
program.  These  necessary  requisites  and  an  addi- 
tional two  years  of  active  practice  will  make  the 
trainee  board  eligible  for  the  American  Board  of 
Plastic  Surgery  Examinations.  Training  in  face, 
hand,  tumor,  head  and  neck  and  transplant  plastic 
and  reconstructive  surgery  will  be  offered. 

Dr.  Broadbent  and  Dr.  Snyder  are  both  exam- 
iners of  the  American  Board  of  Plastic  Surgery, 
members  of  the  Residency  Review  Committee,  in- 
spectors of  training  programs,  and  are  on  the  Edi- 
torial Board  of  the  Journal  of  Plastic  and  Recon- 
structive Surgery. 
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New  hooks  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 

Boyd’s  Pathology  tor  the  Surgeon;  By  William  Anderson. 
Philadelphia.  Saunders,  1967.  842  p.  Price:  $18.50. 

The  Brain:  By  Walter  E.  Dandy.  Hagerstown,  Md.,  1966,  Prior. 
671  p.  Price:  Gift  (Dr.  Stuck.) 

Case  of  the  Day:  By  Benjamin  Felso-n  and  Jerome  F.  Wiot. 
Springfield,  lU.,  1967,  Thomas.  83  p. 

Classical  Articles  In  Urology:  By  Mark  A.  Immergut.  Spring- 
fiead.  111.,  1967,  Thomas.  329  p.  Price:  $20.75. 

Collected  Works  on  Rheumatic  Fever;  By  Leo  M.  Taran. 
Flushing,  N.  Y.,  1967,  International  Professional  Publications. 
276  p. 

Comprehensive  Textbook  of  Psychiatry:  By  Alfred  M.  Freed- 
man and  H.  I.  Kaplan.  Baltimore,  1967,  Williams  and  WUkins. 
1666  p.  Price:  $24.75. 

Diabetes  Mellltns:  Diagnosis  and  Treatment:  Edited  by  George 
J.  Hamwi  and  T.  S.  Danowski.  New  York,  1967,  American 
Diabetes  Association.  250  p.  Price:  $2.50. 

Diagnostic  Procedures  in  Gastroenterology;  By  Charles  H. 
Brown.  St.  Louis,  1967,  Mosby.  438  p.  Price:  $19.75. 

The  Ecology  and  Etiology  of  Human  Disease:  By  Kingsley  M. 
Stenens.  Springfield,  111.,  1967,  Thomas.  201  p.  Price:  $7.50. 
Growth  and  the  Development  of  Children:  By  K H.  Watson 
and  G.  H.  Lowrey.  Chicago,  1967,  Yearbook  Medical  Publica- 
tions. 463  p.  Price:  $9.75. 

Handbook  of  Congenital  Malformations:  By  Alan  Rubin. 
Philadelphia,  1967,  Saimders.  398  p.  Price:  $4.00. 

Pathology  of  the  Human  Placenta:  By  K.  Benirschke  md 
S.  G.  DriscoU.  New  York,  1967,  Springer- Verlag.  512  p.  Price: 
$33.00. 

Pathology  of  the  Kidney:  By  Robert  H.  Heptinstall.  Boston, 
1967,  Little.  836  p.  Price;  $28.50. 

Pediatric  X-ray  Diagnosis:  By  John  Caffey.  Chicago,  1967, 
Yearbook  Medical  Publications.  1192  p.  Price:  $39.50. 
Praktische  Anatomic:  By  T.  von  Lanz  and  W.  Wachsmuth. 
Berlin,  1955,  Springer-Verlag.  549  p.  Price:  Gift  (Dr.  Stuck) . 
Repair  and  Reconstruction  in  the  Orbital  Region:  By  John 
Clark  Mustarde.  Baltimore,  1967,  WiUiams  & WUkins.  382  p. 
Price:  $18.50. 

Roentgenologic  Diagnosis,  a Complement  in  Radiology  to  the 
Beeson  and  McDermott  Textbook  of  Medicine:  By  J.  George 
Teplick,  Marvin  E.  Haskln  and  Arnold  P.  Schimert.  Philadel- 
phia, 1967,  Saunders.  2 volumes.  Price:  $38.00. 

Synopsis  of  Gynecology:  By  Daniel  Winston  Beacham  and 
Woodward  Davis  Beacham.  St.  Louis,  1967,  Mosby.  384  p. 
Price:  Gift. 

Tenth  Stapp  Crash  Conference:  By  Society  of  Automotive 
Engineers,  Inc.  1967,  University  of  Minnesota.  344  p.  Price: 
$8.50. 


Book  Reviews 

Gynecologic  Pathology:  By  F.  T.  Kraus.  St.  Louis,  1967,  C.  V. 
Mosby.  564  p.  Price:  $18.50. 

For  either  the  pathologist  or  gynecologist,  this 
text  is  a “must.”  It  should  be  constantly  near  at 
hand,  either  in  the  physician’s  library,  or  in  a 
readily  accessible  library. 

This  is  a remarkably  clear,  well-organized  pres- 
entation of  the  common  problems  in  gynecology, 
which  are  approached  from  the  basic  viewpoint 
of  pathological  anatomy.  An  excellent  example  of 


the  author’s  ability  to  deal  with  confusing  subjects 
clearly  is  demonstrated  in  his  discussion  of  dys- 
trophies, keratoses  and  atrophies  of  the  vulva;  the 
logical,  coherent  presentation  of  “leukoplakia”  and 
“kraurosis  vulvae”  is  as  helpful  to  the  pathologist 
as  it  is  to  the  clinical  gynecologist. 

Not  only  are  the  common  problems  developed 
fully,  but  the  more  esoteric  diseases  are  mentioned, 
and  the  reader  provided  with  a well-considered, 
sound,  comprehensive  bibliography  to  further 
study  these  diseases  in  depth. 

The  basis  for  the  quality  of  this  text  is,  of 
course,  the  author’s  own  knowledge  and  writing 
skills.  However,  he  was  not  only  trained  by  Dr. 
Lauren  V.  Ackerman,  but  has  solicited  and  used 
the  advice  of  such  authorities  as  Drs.  Robert  E. 
Scully  and  Herbert  B.  Taylor.  If  the  validity  of  his 
presentation  needs  substantiation,  these  other  ex- 
perts certainly  give  it. 

The  book  is  generously  illustrated  with  dia- 
grams which  are  readily  understood,  gross  pic- 
tures which  are  clear  and  representative,  and 
photomicrographs  which  are  relevant  and  of  excel- 
lent quality. 

In  summary,  this  text  will  serve  the  gynecolo- 
gist and  pathologist  consistently  well  as  a steady 
source  of  information.  It  can  also  be  recommended 
as  a good  starting  point  for  the  general  physician 
needing  a ready  reference  in  this  subject. 

Giles  D.  Toll,  M.D. 

Medicine  for  Mountaineering:  Edited  by  James  A.  Wilkerson, 
M.D.,  Mountaineers,  Seattle,  1967  . 350  p.  Price:  $7.50. 

A handbook  for  the  treatment  of  accidents  and 
illnesses  in  remote  areas,  such  as  those  encoun- 
tered on  mountaineering  expeditions,  has  just  been 
published  by  The  Mountaineers,  Seattle.  The  text 
goes  beyond  the  principles  of  first  aid,  to  cover 
cases  where  a victim  must  be  evacuated  to  a 
doctor,  often  two  or  three  days  away,  or  where  no 
doctor  is  available.  Special  illnesses  caused  by 
high  altitude  or  a hostile  environment  are  covered, 
as  well  as  the  necessary  treatment  of  an  accident 
victim  under  these  conditions. 

The  book  was  compiled  by  physicians  who  are 
also  mountaineers.  Editor  for  the  volume  was 
James  A.  Wilkerson,  M.D.,  assistant  professor  of 
pathology  at  the  University  of  California  School 
of  Medicine,  Los  Angeles.  Contributing  editors  in- 
clude Earl  D.  Cammock,  M.D.,  and  Fred  T.  Darvill, 
M.D.,  Mt.  Vernon,  Wash.;  Ben  Eiseman,  M.D.,  Lex- 
ington, Ky.;  Thomas  F.  Hornbein,  M.D.,  Seattle, 
climber  of  Everest’s  West  Ridge;  Charles  S. 
Houston,  M.D.,  Burlington,  Vt.,  leader  of  K-2  ex- 
pedition; and  Herbert  N.  Hultgren,  M.D.,  Palo 
Alto,  and  Thomas  O.  Nevison,  M.D.,  Albuquerque, 
both  experienced  in  expedition  climbing. 

Designed  as  a textbook  for  mountaineering 
medicine  courses,  the  book  also  serves  as  a refer- 
ence during  actual  treatment  of  medical  disorders 
on  a climb,  so  is  small  enough  to  fit  into  a standard 
climbing  pack. 
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Seven  years  in  preparation,  the  book  profits 
from  medical  experiences  with  illnesses,  accidents 
and  high  altitude  effects  on  expeditions  to  the 
Himalayas  and  other  remote  areas,  and  empha- 
sizes improvements  made  in  medical  treatment  of 
traumatic  wounds  as  a result  of  experiences  in 
World  War  II  and  the  Korean  Conflict. 

Included  in  the  text  are  general  principles  of 
diagnosis,  symptoms,  and  a section  on  preventive 
medicine.  Treatment  of  traiunatic  injuries  is  cov- 
ered, including  soft  tissue  injuries,  fractures  and 
‘ related  injuries,  burns,  and  injuries  of  the  head, 
neck,  chest  and  abdomen.  Also  covered  are 
environmental  injuries,  including  high-altitude 
effects,  frostbite,  exhaustion,  exposure,  solar  radi- 
ation burns,  heat  injuries  and  animal  bites.  Non- 
traumatic  diseases  discussed  include  those  of  the 
respiratory  system,  heart,  blood  vessels,  gastro- 
intestinal areas,  urinary  tract,  nervous  system, 
eye,  ears,  nose  and  throat,  as  well  as  acute  abdom- 
inal pain,  infections  and  allergies.  Appendices 
include  dosages  of  drugs  described  in  the  text  as 
well  as  precautions  required  with  their  use. 

Available  from  The  Moimtaineers,  P.O.  Box 
122,  Seattle,  Wash.  98111. 
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Surgery  of  the  Hand 

The  University  of  Colorado  School  of  Medicine 
announces  a four-day  postgraduate  course  on  Sur- 
gery of  the  Hand,  to  be  held  February  20-23,  1968, 
in  Denver.  The  course  will  cover  specific  subjects 
in  the  field  of  trauma  of  the  hand  with  considera- 
tion given  to  immediate  and  delayed  management 
of  these  injuries. 

Registration  and  tuition  fees  are  $80.00.  For 
further  information  and  a detailed  program,  write 
to:  The  Office  of  Postgraduate  Medical  Education, 
University  of  Colorado  School  of  Medicine,  4200 
East  Ninth  Avenue,  Denver,  Colorado  80220. 

* ★ * * 

Swedish  Hospital  Lectureship 

Dr.  Hans  Popper,  internationally  known  hepa- 
tologist  from  Mt.  Sinai  Hospital,  New  York  City, 
will  present  the  Second  Annual  Swedish  Hospital 
Lectureship  on  December  15,  1967.  The  afternoon 
panel  sessions  will  begin  at  1:00  p.m.  in  Humphrey 
Auditorium  at  the  University  of  Colorado  Medical 
Center.  The  evening  lecture  on  Drug-induced  He- 
patic Injury  will  follow  dinner  at  the  University 
Club  in  Denver. 

Fru-ther  information  may  be  obtained  from  the 
Department  of  Pathology,  Swedish  Hospital,  Den- 
ver. 

* * * * 

Wyoming  State  Medical  Society 
Mid-Winter  Seminar 

Thursday-Saturday,  March  14-16,  1968 
Ramada  Inn,  Casper,  Wyoming 

* * * * 

Cardiology 

An  intensive  program  on  “Current  Concepts  in 
Cardiology”  is  being  offered  by  the  Institute  for 
Cardiovascular  Diseases  at  Good  Samaritan  Hos- 
pital, Phoenix,  Arizona,  and  the  American  College 
of  Cardiology.  This  meeting  will  be  held  at  Del 
Webb’s  Towne  House,  Phoenix,  Arizona,  on  Janu- 
ary 10,  11  and  12,  1968.  Program  Director,  Alberto 
Benchimol,  M.D.,  with  guest  faculty,  E.  Grey  Di- 
mond,  M.D.,  William  Chardack,  M.D.,  Darrell  D. 
Fanestil,  M.D.,  Mr.  Dean  Franklin,  George  C. 
Griffith,  M.D.,  Paul  G.  Hugenholtz,  M.D.,  Albert  A. 
Kattus,  Jr.,  M.D.,  C.  Walton  Lillehei,  M.D.,  Oscar 
Magidson,  M.D.,  Alfred  Pick,  M.D.,  Robert  L.  Van 
Citters,  M.D.  This  is  an  official  program  of  the 
American  College  of  Cardiology.  The  Institute  of 
Cardiovascular  Diseases  faculty  consists  of  Alberto 
Benchimol,  M.D.,  Lee  Brown,  M.D.,  Lee  Ehrlich, 
M.D.,  and  Marian  Molthan,  M.D. 

For  information  about  this  program  write  to 
William  D.  Nelligan,  Executive  Director,  American 
College  of  Cardiology,  9650  Rockville  Pike,  Bethes- 
da,  Maryland  20014. 
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Third  Annual  Institute  of  Industrial  Medicine 
January  11  and  12,  1968 
Aspen  Meadows,  Aspen,  Colorado  81611 
“Control  of  the  Environment  in  Industry.”  Co- 
sponsor this  year  is  the  Colorado  Medical  Society’s 
Committee  on  Occupational  Health,  Robert  Bell, 
M.D.,  Chairman. 

Topics  for  discussion  will  include:  Engineering 
Aspects  of  Environmental  Control;  Toxicological 
Aspects  of  Environmental  Control;  Biomechanics 
and  Human  Engineering;  Clinical  Occupational 
Medicine. 

The  meeting  is  open  to  any  physician  and  all 
members  of  the  Rocky  Mountain  Chapter,  Ameri- 
can Industrial  Hygiene  Association,  are  invited  to 
attend  and  to  present  papers.  Also  invited  will  be 
a few  business  executives,  lawyers,  insurance  com- 
pany representatives,  and  Industrial  Commission- 
ers. Total  attendance  is  expected  to  be  less  than 
100  which  makes  for  a better  communication. 
There  will  be  a registration  fee  of  $20  and  wives 
are  invited.  This  time  is  the  best  to  visit  Aspen — 
not  crowded  and  the  snow  is  great. 

Anyone  who  wants  to  present  a paper,  please  send 
abstract  and  title  to:  Roland  J.  Zarlengo,  M.D., 
Program  Chairman,  Western  Electric  Company, 
111  Havana  Street,  Aurora,  Colorado  80010. 

Make  reservations  directly  with  Aspen  Meadows. 
* * * * 

General  Practice  Review 
The  University  of  Colorado  School  of  Medicine 
announces  a seven-day  postgraduate  course.  The 
Fourteenth  Annual  General  Practice  Review,  to 
be  held  January  14  through  20,  1968,  in  Denver. 
This  course  features  one  day  devoted  to  each  of 
six  major  fields  of  practice:  Medicine,  Pediatrics, 
Dermatology,  Surgery,  Obstetrics  and  Gynecology, 
and  Trauma.  Physicians  who  do  not  wish  to  attend 
the  entire  course  may  register  for  selected  days. 
The  registration  fee  is  $10.00  and  the  tuition  fee 
for  the  entire  course  is  $75.00  or  $15.00  per  day. 

A on-day  symposium  on  Sunday,  January  14, 
1968,  at  the  Cosmopolitan  Hotel  in  Denver  is  en- 
titled “Iatrogenic  Illness:  A Problem  of  Medical 
Progress,”  and  is  sponsored  jointly  by  the  Uni- 
versity of  Colorado  School  of  Medicine  and  the 
Colorado  Academy  of  General  Practice.  Through 
the  generosity  of  Lederle  Laboratories,  there  are 
no  fees  or  charges  for  the  symposium,  the  lunch- 
eon, or  other  activities  of  the  day.  Special  enter- 
tainment is  provided  for  the  ladies.  Admission  to 
the  symposium  is  by  invitation  only.  Invitations 
and  detailed  programs  for  both  the  symposium 
and  General  Practice  Review  postgraduate  course 
may  be  obtained  by  writing  to:  The  Office  of  Post- 
graduate Medical  Education,  University  of  Colo- 
rado School  of  Medicine,  4200  East  Ninth  Avenue, 
Denver,  Colorado  80220. 


Utilization  Review 

“Quality,  Utilization,  and  Fiscal  Review — ^Whose 
Responsibility?”  will  highlight  discussions  at  the 
Second  National  Conference  on  Utilization  Review 
sponsored  by  the  American  Medical  Association. 

The  one-day  meeting,  planned  by  the  AMA 
Council  on  Medical  Service  and  its  Committee  on 
Medical  Facilities,  will  be  held  from  9 a.m.  to 
5 p.m.,  Saturday,  Nov.  25,  in  the  Shamrock  Hilton 
Hotel,  Houston,  preceding  AMA’s  Clinical  Conven- 
tion. 

For  pre-registration  information  contact: 
American  Medical  Association,  Department  of  Hos- 
pitals and  Medical  Facilities,  535  North  Dearborn, 
Chicago,  Illinois  60610. 

★ * * * 

American  College  of  Surgeons 
Annual  Meeting 

The  1968  Scientific  Meeting  of  the  Utah  Chapter 
of  the  American  College  of  Surgeons  will  be  held 
in  Park  City,  Utah,  January  12  and  13,  1968. 

Dr.  Talmage  W.  Nielsen,  Salt  Lake  City  sur- 
geon, of  the  program  committee,  has  announced 
an  outstanding  scientific  agenda  including:  Dr. 
Tom  Shires,  Chief  of  Surgery,  Parkland  Hospital, 
Dallas,  Texas,  and  Dr.  Thomas  Starzl,  Chief  of 
Surgery,  Denver  V.A.  Hospital,  as  visiting  speak- 
ers. Also  making  presentations  will  be  Dr.  George 
Cartwright,  Professor  of  Medicine,  University  of 
Utah  College  of  Medicine,  and  Dr.  Willem  Kolff, 
Professor  of  Surgery,  University  of  Utah  College 
of  Medicine,  Salt  Lake  City. 

Reservations  should  be  sent  immediately  to  Dr. 
Lawrence  E.  Stevens,  Department  of  Surgery,  Uni- 
versity of  Utah  College  of  Medicine,  Salt  Lake 
City,  Utah. 

* * * * 

Colorado  Diabetes  Association 

The  fifth  annual  Postgraduate  Diabetes  Insti- 
tute will  be  held  in  Aspen,  Colorado,  February 
21  through  February  25,  1968. 

The  increased  popularity  among  doctors  for 
this  mid-winter  conference  has  developed  an  ac- 
tive response  from  all  parts  of  the  country. 

Guest  speakers  who  are  authorities  on  the  sub- 
ject of  diabetes  are  being  invited  to  attend  and 
participate  in  the  conference. 

Sessions  are  held  from  7:30-9:30  a.m.  and  from 
3:45-6:15  p.m.  The  permits  the  use  of  the  middle 
of  the  day  for  the  finest  skiing  in  the  world  if 
one  is  interested.  Why  not  plan  now  to  get  away 
from  your  office  for  this  Aspen  Institute  where 
you  can  combine  the  pleasure  of  an  unusual  vaca- 
tion along  with  new  insights  into  the  latest  re- 
search in  diabetes. 

Limited  registration.  Contact  Walter  A.  Hutt- 
ner,  M.D.,  President,  Colorado  Diabetes  Associa- 
tion, 1375  Delaware,  Denver  80204. 


“WHAT  GOES  ON”  is  your  complete  reference  for  scientific  meetings  in  eleven  western 
states.  Check  the  monthly  bulletins  for  meetings  not  listed  in  RMMJ  or  for  additional  details 
of  the  scientific  programs.  Advertising  by  Lederle  Laboratories  enables  the  Colorado  Medi- 
cal Society  to  furnish  copies  of  “What  goes  on”  to  ALL  Medical  Doctors  in  the  eleven  par- 
ticipating western  states. 
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Dr.  W.  L.  McBride  of  Flagler,  Colorado,  died 
October  4,  1967  in  Flagler,  lacking  only  two  weeks 
of  having  attained  the  age  of  82.  He  had  been  a 
patient  in  the  Hugo  Hospital  several  weeks  prior 
to  his  demise. 

Dr.  McBride  was  born  in  Mankato,  Kansas,  on 
October  19,  1885,  the  son  of  Robert  H.  and  Mary 
Young  McBride.  He  attended  college  in  Manhattan, 
Kansas,  and  graduated  from  the  Kansas  City  Col- 
lege of  Medicine  and  Surgery  in  1917. 

He  arrived  in  Seibert,  Colorado,  in  the  spring 
of  1918,  and  continued  to  serve  that  area  of  eastern 
Colorado  until  his  retirement  in  1962. 

Historically,  the  career  of  Dr.  McBride  is  of 
paramount  interest,  for  he  was  a true  pioneer  in 
the  practice  of  medicine  through  war,  depression, 
and  dust  bowl  days.  By  1925  he  had  established  a 
small  emergency  hospital  in  Seibert.  His  plans  for 
a new  hospital  were  thwarted  by  the  depression 
of  the  early  1930’s.  He  purchased  an  hotel  building 
in  Flagler  and  remodeled  it  into  a nine-bed  hos- 
pital, opening  it  in  1937.  This  hospital  at  the  time 
was  considered  to  be  the  best  equipped  hospital 
between  Colby,  Kansas,  and  Denver.  It  continued 
to  function  until  economic  conditions  forced  its 
closing  in  1963. 

Dr.  McBride’s  years  in  medical  practice  began 
when  the  country  was  emerging  from  the  horse 
and  buggy  days  and  continued  into  the  atomic  and 
jet  ages  with  the  practice  of  medicine  making 
revolutionary  changes.  He  was  one  of  those  doctors 
who  was  able  to  tie  the  old  in  with  the  new, 
serving  a rural  area  with  a general  practice,  and 
employing  the  latest  methods  and  procedures.  His 
practice  spanned  three  generations  of  families  in 
the  large  area  he  served. 

During  earlier  years  of  his  practice,  surgical 
cases  were  sent  by  train  into  Denver  and  occa- 
sionally arrived  there  too  late  for  help.  Seeing  the 
need  for  advanced  training.  Dr.  McBride  did  post- 
graduate work  in  Chicago  those  early  years.  Thus 
fortified  in  further  training,  he  was  the  first  to 
perform  major  operations  in  that  part  of  the  state, 
frequently  on  kitchen  tables  and  later  at  his  own 
small  hospital  in  Seibert;  and  in  Burlington  to  the 
east.  He  early  recognized  the  use  of  antiseptic 
measures  which  later  became  standard  procedures. 

After  World  War  H his  step-son.  Dr.  John 
Straub,  returned  to  take  over  the  operation  of  the 
hospital,  and  there  a unique  team  evolved  as  a 
surgical  unit,  for  the  two  doctors  were  assisted 
in  surgery  by  Mrs.  Marie  Straub,  a registered 
nurse,  and  Mrs.  McBride  and  Douglas  Straub,  both 
trained  in  surgical  technique. 


In  September,  Dr.  McBride  was  one  of  several 
physicians  in  the  state  who  were  presented  a 50- 
year  gold  pin  by  the  Colorado  Medical  Society  at 
the  annual  convention  in  Colorado  Springs. 

Surviving  are  his  widow,  his  two  children, 
Robert  of  Henderson,  Nevada,  and  Mrs.  Robert 
Campbell  of  Portsmouth,  Va.;  his  two  step-chil- 
dren, Dr.  John  Straub  and  Douglas  Straub  of 
Limon,  and  Mrs.  Loyd  Moore,  Jr. 

— The  Flagler  News,  10/12/67 
* * * * 

Walter  S.  Chapman,  Walsenburg,  one  of  the 
oldest  members  of  the  Colorado  Medical  Society, 
died  in  late  September  in  Pueblo,  aged  95  years. 
Dr.  Chapman  was  born  on  October  29,  1872,  in 
Roseburg,  Oregon.  He  graduated  from  the  Medical 
School  of  the  University  of  Colorado  in  1896.  He 
was  the  first  physician  to  intern  at  St.  Joseph’s 
Hospital  in  Denver.  Following  this  training  he 
started  his  practice  in  Ward,  Colorado,  which  was 
very  active  as  a mining  camp.  Later  he  moved  to 
Rouse,  Colorado,  another  mining  camp,  south  of 
Walsenburg  where  his  office  was  an  old  shack 
with  an  adobe  floor. 

During  the  Spanish-American  war  he  served 
as  a surgeon,  attaining  the  rank  of  captain.  Later 
he  was  a surgeon  for  the  C.  F.  & I.  Steel  Corpora- 
tion for  24  years.  Dr.  Chapman  was  very  active 
in  his  practice  during  the  typhoid  epidemic  in 
1898  and  in  the  influenza  epidemic  of  1918. 

In  1907,  he  married  Miss  Althea  Stella  Keyes 
who  was  a school  teacher  at  Rouse;  he  was  a school 
board  member  at  the  time. 

Dr.  Chapman  was  very  active  in  community 
affairs;  beside  his  military  career  and  being  a 
school  board  member  in  Rouse,  he  helped  in  organ- 
izing the  Walsenburg  Chamber  of  Commerce  to 
which  city  he  had  moved  in  1911.  He  was  Huerfano 
County  coroner  for  ten  years,  and  he  was  county 
treasurer  for  two  years. 

Among  the  honors  he  received  was  being  one 
of  three  finalists  for  the  title  of  “U.  S.  Doctor  of 
the  Year”  in  1950;  he  had  also  been  the  recipient 
of  the  50-year  award  of  the  Medical  Alumni  Asso- 
ciation of  the  University  of  Colorado  and  of  the 
50-year  award  of  the  Colorado  Medical  Society.  In 
1948  he  was  named  “the  most  beloved  citizen  of 
Huerfano  County”  and  was  the  only  person  to 
have  been  so  honored,  and  this  was  after  51  years 
of  practice. 

After  61  years  of  practice  Dr.  Chapman  suffered 
a fractured  hip  in  1958  which  necessitated  his 
giving  up  an  active  practice,  but  on  recovering  he 
continued  to  go  downtown  in  Walsenburg  to  spin 
tales  of  the  past  with  his  many  friends. 

He  was  a life  member  of  the  Elks  Club,  Cham- 
ber of  Commerce,  the  American  Medical  Associa- 
tion and  the  Colorado  Medical  Society.  He  was 
also  a Royal  Arch  Mason  and  a member  of  the 
Kiwanis  Club,  the  Shrine  and  the  Eagles.  Surviv- 
ors include  a daughter.  Dr.  Frances  Chapman  of 
Los  Angeles,  and  a son,  Walter  of  Denver,  and 
several  grandchildren  and  great-grandchildren. 


for  December  1967 
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The  imprint  upon  a community  by  a physician 
and  surgeon  such  as  Robert  G.  Packard  will  long 
be  remembered.  He  was  a true  physician  with  a 
heritage  from  both  father  and  mother  which 
helped  to  make  him  an  outstanding  orthopedic 
surgeon;  for  his  father  had  preceded  him  in  this 
specialty.  For  many  years  Dr.  Packard  had  served 
on  the  staffs  of  the  various  hospitals,  and  his 
closest  ties  were  with  St.  Luke’s  and  Children’s 
Hospitals.  At  the  latter  institution  he  gave  freely 
and  willingly  of  his  time  to  the  maimed  and  crip- 
pled children  w'ho  have  become  useful  citizens 
because  of  Dr.  Packard’s  skill.  One  who  had  ever 
seen  the  children  with  spinal  tuberculosis  lying  in 
imnatural  positions  on  Bradford  frames  can  never 
forget  what  “crippled  children”  meant,  and  there 
were  many  operations  he  performed  gratis  on  the 
victims  of  “infantile  paralysis”  which  further 
helped  develop  useful  citizens. 

Robert  Packard  was  bom  February  13,  1886, 
in  Hartford,  Connecticut,  and  came  to  Denver  with 
his  parents,  Dr.  and  Mrs.  George  B.  Packard,  in 
1890.  He  graduated  in  1908  from  the  University  of 
Coloradp,  receiving  his  medical  degree  in  1912 
from  the  School  of  Medicine  of  Northwestern  Uni- 
versity. He  was  honored  by  becoming  a member 
of  Phi  Beta  Kappa  and  Alpha  Omega  Alpha.  He 
served  as  intern  at  St.  Luke’s  Hospital  in  Chicago 
followed  by  graduate  study  at  Children’s  Hospital 
in  Boston.  He  was  an  early  diplomate  of  the 
American  Board  of  Orthopedic  Surgery. 

Dr.  Packard  served  overseas  in  World  War  I 
as  a major  in  the  Army  Medical  Corps,  and  after 
the  war  returned  to  Denver  to  enter  private  prac- 
tice. He  retired  in  1965  because  of  developing  ill 
health. 

In  1922  he  married  Elfreda  Van  Meter,  daugh- 
ter of  the  late  Dr.  and  Mrs.  Seymour  Van  Meter. 
Dr.  Van  Meter  was  an  outstanding  surgeon  of  that 
era  and  was  especially  noted  for  his  surgery  of  the 
thyroid. 

Dr.  Packard  was  a founder  of  the  Rocky 
Mountain  Orthopaedic  Society,  and  a member  of 
the  Denver  Clinical  and  Pathological  Society,  the 
American  College  of  Orthopaedic  Surgeons  and 
the  American  College  of  Surgeons;  also  he  was 
a member  of  the  Denver  and  Colorado  Medical 
Societies. 

He  had  served  as  president  of  the  staff  of 
Children’s  Hospital  and  was  a member  of  the  staffs 
of  St.  Joseph’s  and  St.  Luke’s  Hospitals.  He  was 
a charter  member  of  the  National  Foundation  for 
Infantile  Paralysis  and  a former  trustee  and  treas- 
urer of  the  Crippled  Children’s  Air  Fund.  He  be- 
longed to  the  Denver  Country  Club  and  to  various 
Masonic  organizations. 

In  addition  to  his  widow,  survivors  include  a 
son,  Robert  G.  Packard,  of  Grand  Junction;  two 
daughters,  Mrs.  Bruce  M.  Rockwell  of  Denver,  and 
Mrs.  Robert  H.  Ramsey  of  Colorado  Springs;  a 
brother.  Dr.  George  B.  Packard  of  Denver,  and 
ten  grandchildren. 


Dr.  Frederick  A.  Garloek,  aged  41,  a young 
anesthesiologist,  died  October  9,  1967,  as  a result 
of  a two-car  crash  on  September  23  at  West  Ala- 
meda Avenue  and  Highway  40,  west  of  Denver. 
Robert  N.  Garland,  his  18-year-old  son,  was  also 
seriously  injured  at  the  time. 

Dr.  Garloek  was  born  in  Ames,  Iowa,  on  March 
5,  1926.  He  was  reared  and  educated  in  Bethesda, 
Maryland.  He  seived  in  the  U.  S.  Navy  during 
World  War  H and  practiced  in  Great  Bend,  Kansas, 
before  coming  to  Denver  in  1963. 

After  graduate  work  in  anesthesiology  he  asso- 
ciated himself  with  an  anesthesiology  group  limit- 
ing his  practice  mainly  to  St.  Anthony’s,  Beth 
Israel  and  Lutheran  Hospitals.  He  was  a member 
of  the  Colorado  Society  of  Anesthesiologists,  the 
American  Society  of  Anesthesiologists,  Clear  Creek 
Valley  Medical  Society,  the  Colorado  Medical  So- 
ciety and  the  American  Medical  Association. 

In  addition  to  his  son,  Robert,  Dr.  Garloek  is 
survived  by  his  widow,  Jeanne;  three  sons,  Richard 
C.,  Frederick  Lloyd  and  Jeffrey  Scott;  two  daugh- 
ters, Cheryl  Ann  and  Stephanie  M.,  all  of  Golden, 
and  his  parents,  Mr.  and  Mrs.  Fred  L.  Garloek  of 
Bethesda,  Maryland. 
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Colorado  Medical  Society 

OFFICERS  1967-68 — Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Henry  H.  Zeigel,  Collbran 
President-elect;  WiUiam  M.  Covode,  Denver. 

Vice  President:  Carl  H.  McLauthlin,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trustees:  William  A.  H.  Rettberg,  Denver,  1968; 
Richard  L.  Davis,  La  Junta,  1968;  Robert  W.  Ludwick,  Ster- 
ling, 1969;  Geno  Saccomanno,  Grand  Junction,  1969;  Kenneth 
A.  Platt,  Westminster,  1970;  Joel  R.  Husted,  Boulder,  1970. 
Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver  12/31/68  (Alternate,  Robert  E.  McCurdy, 
Denver,  12/31/68);  Harlan  E.  McClure,  Lamar,  12/31/69  (Al- 
ternate, Vernon  L.  Bolton,  Colorado  Springs,  12/31/69); 
Gatewood  C.  Milligan,  Englewood,  12/31/69  (Alternate,  Ray 
G.  Witham,  Craig,  12/31/69). 

Speaker,  House  of  Delegates;  John  M.  Wood,  Englewood. 

Vice  Speaker,  House  of  Deiegates:  Robert  G.  Bosworth,  Jr., 
Denver. 

Foundation  Advocate;  W.  Bernard  Yegge,  Denver. 

Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  M.D. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editoriai 
Board,  Rocky  Mountain  Medicai  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Coiorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denvdr.  Office  Telephone  399-1222  (303) 

Montana  Medical  Association 

OFFICERS  1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Alfred  M.  Fulton,  Billings. 

President-elect:  Mark  B.  Listerud,  Wolf  Point. 

Vice  President:  Oscar  A.  Swenson,  Sidney. 
Secretary-Treasurer:  John  A.  Newman,  Butte. 

Assistant  Secretary-Treasurer:  William  S.  Harper,  Helena. 
Executive  Committee:  Alfred  M.  Fulton,  Billings;  Mark  B. 
Listerud,  Wolf  Point;  Oscar  A.  Swenson,  Sidney;  John  A. 
Newman,  Butte;  William  S.  Harper,  Helena;  Herbert  T. 
Caraway,  Billings;  Robert  W.  Thometz,  Butte;  Paul  J.  Gans, 
Lewistovm;  A.  L.  Vadheim,  Bozeman. 

Immediate  Past  President:  Albert  L.  Vadheim,  Bozeman. 
Delegate  to  the  American  Medical  Association:  Herbert  T. 
Caraway,  Billings. 

Alternate  Delegate  to  the  American  Medical  Association: 
Robert  W.  Thometz,  Butte. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Warren  D.  Bowman,  Jr.,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  No.  28th  St., 
P.O.  Box  1692,  Billings  59103.  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1966-67— Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1967  Annual  Session. 

President:  William  M.  Tappan,  Reno. 

President-elect:  Richard  A.  Petty,  Carson  City. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Immediate  Past  President:  Joseph  M.  George,  Jr.,  Las  Vegas. 
Delegate  to  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Roeky  Mountain  Medical 
Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 


New  Mexico  Medical  Society 

OFFICERS— 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1968  Annual  Session. 

President:  Emmit  M.  Jennings,  Roswell. 

President-Elect;  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 

Immed.  Past-President:  Thomas  L.  Carr,  Albuquerque. 

Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albuquerque. 
Vice  Speaker,  House  of  Delegates:  Harry  D.  Ellis,  Santa  Fe. 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1967 
to  December  31,  1968. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Albuquer- 
que, January  1,  1967  to  December  31,  1968. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 

Utah  State  Medical  Association 

OFFICERS  1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Drew  M.  Petersen,  Ogden. 

President-elect:  Homer  E.  Smith,  Salt  Lake  City. 

Secretary:  Alan  E.  Lindsay,  Salt  Lake  City  (1970). 

Treasurer:  Ralph  C.  Richards,  Salt  Lake  City  (1969). 

Additional  Trustees:  W.  R.  Merrell,  Brigham  City;  Merrill  C. 
Daines,  Logan;  Roy  W.  Robinson,  Price;  Halvard  J.  Davidson, 
Manti;  Noall  Z.  Tanner,  Layton;  RusseU  M.  Nelson,  Salt  Lake 
City;  Jerrold  C.  Smith,  Monticello;  L.  V.  Broadbent,  Cedar 
City;  Terry  M.  Buxton,  Roosevelt;  John  H.  Rupper,  Provo; 
Douglas  C.  Barker,  Ogden. 

Immediate  Past  President:  Paul  A.  Clayton,  Salt  Lake  City. 
Delegate  to  the  American  Medical  Association:  Drew  M. 
Petersen,  Ogden. 

Alternate  Delegate  to  the  American  Medical  Association: 
Ralph  C.  Jorgenson,  Provo. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 

Vice  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City,  telephone  EL  5-7477. 

Wyoming  State  Medical  Society 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  Indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Laurence  W.  Greene,  Jr.,  Laramie. 

President-elect:  Henry  N.  Stephenson,  Newcastle. 

Vice  President:  Raymond  E.  Kunkel,  Thermopolis. 

Secretary:  Elmer  S.  McKay,  Lander. 

Treasurer:  John  J.  Corbett,  Casper. 

Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  Thomas  Nicholas,  Buffalo. 
Speaker  of  the  House;  Roy  W.  Holmes,  Casper. 

Vice  Speaker  of  the  House;  Goode  R.  Cheatham,  Jr.,  Casper. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Mr.  Arthur  R.  Abbey,  Cheyenne. 

Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant:  Mr.  BUI  Anderson,  Cheyenne. 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.O.  Box  2266, 
Cheyenne:  Telephone  632-5525,  area  code  307. 
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3ntro<lucin^  MEDIPHONE 

a new  service  from  Mutual  of  Omaha  that  can  save 


valuable  time  and  money! 


Now,  thanks  to  Mediphone,  you  can  furnish  Mutual  of 
Omaha  the  information  necessary  to  qualify  an  applicant 
for  insurance  just  by  calling  us  collect,  day  or  night!  You 
simply  dictate  the  information  requested  into  your  tele- 
phone, relieving  you  and  your  staff  of  burdensome,  time- 
consuming  paper  work. 

Mediphone  is  another  example  of  the  years-ahead  planning 
and  research  that  have  made  Mutual  of  Omaha  the  leader 
in  the  individual  health  insurance  field. 


This  same  kind  of  advanced  planning  and  research  is 
reflected  in  the  modern,  low-cost  disability  income  protec- 
tion available  to  you  from  Mutual  of  Omaha  at  real  sav- 
ings through  your  Colorado  Medical  Society — coverage  that 
can  pay  you  up  to  $800.00  a month  when  you're  sick  or 
hurt  and  can't  work. 

For  full  details  on  how  Mediphone  can  save  you  time  and 
money  plus  free  facts  on  your  Society's  modern,  low-cost 
plan  of  disability  income  protection,  complete  and  mail 
the  coupon  below  today. 


Underwritten  by 


Mutual  i 

OF  OMAHA 


Mutual  of  Omaha  Insurance  Company 

The  Company  that  pays 

Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office:  Omaha,  Nebr. 


12-67 

E-68 


j Vincent  Anderson  Agency  j 

I Mutual  of  Omaha  | 

I 2nd  Floor,  Railway  Exchange  Bldg.  I 

j Denver,  Colorado  80202  j 

I Please  rush  me  full  detoils  on  Mediphone  plus  free  focts  on  the  Society's  | 

I Disability  Income  Plan.  j 

j Nome  I 

I Address  | 

j City  j 

I i 

I State  Zip | 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Ellectroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Conde,  M.D. 

Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McQellan,  M.D. 
James  E.  Edwards,  M.D. 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white^ 


consider 


LETTER 


Mi  l I il  if  i 


ARMOUR)  TABLETS 


Synthetic  Thyroid  Replacement  Therapy 


ARMOUR  PHARMACEUTICAL  CO  M PAN  Y • C H I CAG  0,  ILLINOIS 


WANT  ADS 


FOR  SALE— MEDICAL-PROFESSIONAL  BUILDING.  Five  (5) 
room  suites  plus  650  sq.  ft.  retail  store  front.  Growing 
community.  Across  from  major  shopping  center.  WILL  TRADE. 
DAWSON-SALA  REALTY,  INC.,  5655  S.  Windermere,  Little- 
ton, Colo.,  798-8493  or  Kay  Gannon  794-0318  evenings. 

12-9-lB 


DOCTOR — Would  you  be  interested  in  renting  1150  square  feet 
of  office  space  next  to  a busy  and  growing  shopping  center? 
Rent  will  be  $150  per  month  for  the  first  two  years.  This 
shopping  center  is  rapidly  becoming  a bee-hive  of  activity  in 
Aurora.  The  location  is  ideal  for  a specialist  in  medicine  or 
dentistry — it  is  close  to  the  proposed  site  of  the  new  Aurora 
hospital.  Please  call  my  office  for  particulars  of  this  unusually 
good  offer.  It  is  hoped  that  this  prime  location  will  be  avail- 
able next  summer.  The  above  offer  is  subject  to  the  proper 
rezoning  of  this  property.  Contact  Dr.  L.  W.  Belschner,  800 
Peoria,  Aurora,  Colorado.  Telephone  366-9450.  12-8-lB 


SKI  HOUSE  FOR  RENT — Humbug  House,  the  curiously  spa- 
cious Victorian  in  BRECKENRIDGE,  COLORADO,  has  four 
bedrooms,  two  baths,  and  no  phone.  It  sleeps  10  comfortably. 
Located  on  the  main  street  of  Breckenridge,  there  is  bus 
service  to  the  ski  area  from  the  front  door  and  walking  access 
to  shops  and  restaurants.  Write  to  Joe  Butterfield,  M.D..  2198 
South  Jackson,  Denver  80210.  12-3-lB 


OREGON— Salem— PSYCHIATRISTS  for  staff  and  Sr.  posi- 
tions, fully  accredited  state  hospital  featuring  community 
oriented  geographic  units,  team  approach  utilizing  variety 
treatment  metliods,  fully  approved  3 year  Resident  Training 
program.  Ideally  located  in  residential  city,  1 hour  from 
metropolitan  area,  from  mountains  or  ocean  beaches,  moderate 
winter,  cool  summers.  Salary  $14,600-$18,(K(0  depending  on 
training  and  experience.  Liberal  fringe  benefits.  Housing 
available  at  reasonable  cost.  Write:  D.  K.  Brooks,  M.D.,  Supt., 
Oregon  State  Hospital,  Salem  97310.  12-1-lB 


LOCUM  TENENS  for  General  Practice  June  3 through  July  7, 
1968.  Contact  James  L.  Bowen,  M.D.,  5400  W.  Jewell,  Denver. 
80226.  985-1519.  12-7-6 


WANTED:  Internist,  Pediatrician,  and  Surgeon  to  buy  or 
lease  a modern  medical  clinic.  Wyoming  community  in 
excellent  recreation  area.  Accredited  hospital.  Contact  Medical 
Arts  Clinic,  906  Main,  Lander,  Wyoming  82520,  or  call  office 
at  332-3257.  12-6-lB 


FULL-TIME  INTERNIST— Board  certified  desirable  but  not 
mandatory  to  serve  on  the  medical  service  of  133-bed  GM&S 
Hospital.  Salary  based  on  qualifications;  excellent  fringe  bene- 
fits. Licensiu-e  in  any  State  of  the  United  States  is  required. 
Inquire:  Chief  of  Staff,  VA  Center,  2360  E.  Pershing  Blvd., 
Cheyenne,  Wyoming  82001,  an  equal  opportunity  employer. 

12-5-2B 


FOR  RENT — Medical  building  in  North  Denver.  Suitable  for 
two  or  three  physicians.  Two  consultation  rooms,  four  exam- 
ining rooms,  x-ray  room,  waiting  room,  secretarial  office  and 
laboratory.  Practice  established  25  years.  Excellent  location. 
Reasonable  rent.  Reply  to  Mrs.  Meyer  Shmugar,  77  South 
Ogden,  Denver.  TA  5-6737.  12-4-lB 


OREGON  — Salem  — APPLICATIONS  INVITED  for  approved 
Residency  training  starting  July  1,  1968.  1)  3 yr.  basic  Resi- 
dency. Specific  courses  for  each  year  with  individual  super- 
vision and  strong  orientation  to  dynamic  and  community 
psychiatric  program  continually  reorganized  to  help  physician 
experience  complexities  and  the  uniqueness  of  his  patient. 
Salary  $10,140  to  $10,980.  2)  NIMH  fellowships  at  $12,000. 

3)  4th  year  Residency  in  COMMUNITY  PSYCHIATRY,  NIMH 
fellowships  which  may  be  supplemented  from  community 
resources  to  $12,000.  Write  to  N.  B.  Jetmalani,  M.D.,  Dir. 
Education  and  Research,  Oregon  State  Hospital,  Salem,  Oregon 
97310.  12-2-lB 


FOR  RENT — Fast  growing  Evergreen,  Colorado  (15,000  popula- 
tion) Main  Street;  Suite  of  five  rooms,  plus  reception  room, 
designed  for  Doctor,  above  Pharmacy.  Just  vacated  by  M.D. 
after  six  years.  Will  lease.  Bill  Ackerman,  Box  935,  Evergreen, 
Colorado  80439.  Phone  674-4107.  10-7-3B 


NEWLY  FORMED  HEALTH  DEPARTMENT  needs  its  first 
executive  public  health  physician.  Beautiful  Rocky  Mountain 
area.  For  information  write  Robert  Thometz,  M.D.,  9 E.  Park 
Street,  Butte,  Montana  59701.  11-2-3B 


EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 


mm 
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NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

9-11-TFB 


FOR  SALE — Electronic  telephone  answering  and  recording 
instrument.  Eliminates  answering  services.  No  installation. 
Fully  transistorized.  Your  telephone  utilizes  voice  induction- 
high  fidelity.  Performs  dictaphone  services.  Tax  deductible. 
Comparatively  low  cost.  American  made.  Guaranteed.  Speci- 
fications and  prices  furnished  without  obligation.  No  salesman 
will  call.  Wellington  House,  City  Hall,  107  Ventura,  Ojai, 
California  93023. 11-6-2B 

NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,000  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
466-1718.  1-3-TFB 


OPPORTUNITY:  General  Practitioner,  well  established  group, 
six  doctors  with  rapidly  expanding  practice.  Modem  Clinic, 
complete  X-ray  and  Laboratory  facilities,  immediate  access  to 
accredited  hospital.  Located  in  rapid  growth  area.  Southern 
Nevada,  11  miles  from  Las  Vegas.  Generous  salary,  fringe 
benefits  including  study  leave,  acceptance  into  partnership  in 
2 years.  Contact  Perry  Williams,  Henderson  Clinic,  67  Lake 
Mead  Drive,  Henderson,  Nevada.  10-5-4B 


GENERAL  PRACTICE  FOR  SALE.  Same  location  20  years. 

1600  sq.  ft.  office  building  with  2 examining  rooms,  waiting 
room,  consultation  room,  recovery  room,  x-ray  room,  physio- 
therapy room,  2 rest  rooms  and  laboratory.  Whole  office  fully 
equipped.  Excellent  collections.  30,000  population  in  New 
Mexico.  Open  staff  accredited  hospital  3 minutes  away.  Will 
sell  or  rent  office  building.  Wish  to  retire.  Will  introduce. 
Reply  to  Box  11-3-1,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Avenue,  Denver,  Colorado  80218.  11-3-1 


FOR  RENT:  Vail,  Colorado.  Family  units  with  Lord  Gore 
Club  use — in  Vail  West.  Couples  $18.  Beds  in  separate  rooms, 
kitchen  facilities,  central  lodge.  Call  or  write  Dr.  Hartlaub, 
399-0310,  570  Detroit  Street,  Denver,  Colo.  80206.  11-5-5B 


GE  MAXICON  X-RAY  200MA  spot  film  motorized  table 
fluoroscope,  stainless  steel  developing  tank  with  automatic 
controls,  dryer,  film  storage,  pass  box;  4-panel  illuminator, 
$4,500  complete.  Call  442-5345  or  write  Dr.  C.  O.  Roberts, 
1760  Sunset  Blvd.,  Boulder,  Colorado  80302  8-1-5 


RADIOLOGY  OFFICE  in  large  medical  building,  Denver, 
Colorado,  available  for  six  months  gross.  Two  modern  diag- 
nostic units.  Will  stay  to  introduce.  Operating  for  past  15 
years.  M.  S.  Donovan,  M.D.,  Republic  Building,  Denver,  Colo. 
8b202.  11-7-2 


WINDSOR  GARDENS 

An  adult  condominium  community  with  ulti- 
mately 2,500  families.  Area  presently  serving 
over  6,000  families.  Available  space  for  one 
or  two  physicians.  Yearly  rental  $3.00  per 
sq.  ft.  with  a total  of  1,333  sq.  ft. 

For  information  call 

W.  Livingston  364-9141 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


PREMIUM 

QUALITY 

AT  ITS  BEST... 

Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 

HOME  DELIVERY 

OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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The  Classic! 


Its  fashioned  with  finesse 
. . . finished  with  care.  You’ll 
see  true  elegance  . . . plus 
classic  MGB  performance. 
Features  you’ll  enjoy  are 
large  electric  tachometer  and 
full  sports-car  instrumenta- 
tion. 60  spoke  wire  wheels, 
twin  S.U.  carburetor  for  quick 
acceleration  plus  many  other 
outstanding  features.  See  it 
. . . drive  it . . . you’ll  love  it! 


MGB-GT 


We  also  sell  Morris  Minor,  MC  Midget,  jaguars,  Austin  Healey  3000,  MG- 11 00, 
Austin  Healey  Sprite,  MGB  and  Austin-Cooper  S.  Authorized  Factory  Service 


Largest  Inripori  Auto  Center  in  tlie  West 


10123  WEST  COLFAX  ■ OPEN 'TIL  SPM  ■ PHONE  233-4077 
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-/SOCIETY^. 
/ Of  \ 
paopEssiONAt' 
BUSINESS 

consultants 


MEMBER  FIRM 


A part  of  all  you  earn 

is  yours  to  keep  . . . 

Are  you  keeping  enough  of  what  you  earn  in 
your  practice?  . . . Are  you  really  sure?  That’s 
one  of  the  important  questions  an  expert  counselor 
from  Professional  Management  Midwest  can  help 
you  answer. 

Your  PMM  representative  has  over  22  years 
accumulation  of  statistical  data  and  sound  solu- 
tions to  practice  management  problems  at  his 
disposal.  He’s  enthusiastic  about  his  career.  He 
has  one  thing  on  his  mind— “How  can  I help  my 
clients  make  their  practice  more  enjoyable  and 
profitable.” 

He  knows  how  to  identify  problem  areas  in  your 
practice,  and  how  to  help  you  solve  them.  He  can 
show  you  how  to  make  the  operation  of  your 
practice  more  profitable  and  how  to  realize  the 
maximum  growth  from  your  investments. 

Let  him  show  you  how.  Call  him  today. 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Phone:  623-3053 
Denver,  Colorado  80215 

3-6-9-68 


"COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 


For  the  taste 
^ you  never 

/get  tired  of. 


for  December  1967 


115 


Warmest  wishes  for  your  health, 
happiness  and  good  fortune 

May  your  holiday  season  be  filled  with  contentment 
and  good  cheer.  And  may  the  prayers  of  all  of  us  for  lasting 
peace  in  the  world  be  answered. 

Leading  our  list  of  New  Year  resolutions  is  our  sincere 
determination  to  do  everything  in  our  power  to  merit  your 
friendship  and  confidence  in  the  months  ahead. 

Most  Sincerely, 

GEO.  BERBER!  & SONS.  INC. 

1717  Logan  Street  Telephone  255-0408 

Denver,  Colorado  80203 

1 903  - 1 968  — - Our  65th  Anniversary 
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Pauline  I.  Woodworth 

Editorial  Assistant,  1809  E.  18th  Avenue,  Denver  80218 
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AMA:  Serving  the  American  People,  39  (July)  (Editorial) 
Anemia  and  the  Illness  of  Trauma,  The,  59  (June)  (Buhler) 

Anemia  During  Infectious  Mononucleosis,  Reversible  Sidero- 
blastic, 47  (May)  (Bowman) 

Anxiety  and  Depression,  Treatment  of,  73  (Nov.)  (Davis) 

Appendiceal  Disease.  Roentgenographic  Manifestations  of,  49 
(March)  (Steinberg,  Pretto,  Strimling) 

Atrophy  of  the  Senses,  33  (Aug.)  (Editorial) 

Automated  Biochemical  Screening,  39  (Aug.)  (Gottmann, 
Jordan) 

Baldwin,  Samuel  Clifton,  Pioneer  Orthopedist,  74  (Jan.) 
(Carson) 

Before  and  After  a Residency  Program,  75  (March)  (DeLee, 
Consigliere,  Wong) 

Biography  of  a Society,  33  (Dec.i  (Adler) 

Book  Corner,  94  (Jan.),  87  (Feb.),  93  (March),  99  (April),  93 
(May),  80  (Junel,  109  (July),  88  (August),  101  (Sept.),  98 
(Oct. I,  87  (Nov.),  104  (Dec.) 

Brief  Psychotherapy  in  Dermatology,  78  (July)  (Bunch) 


Carcinoma  of  the  External  Ear,  49  (Aug.)  (Loughry,  Ratzer) 
Carcinoma  of  the  Extrahepatic  Bile  Ducts,  55  (Dec.)  (Markle) 
Cardiac  Arrhythmias  with  Thyrotoxicosis,  31  (Aug.)  (Goss, 
Schmock,  Pryor,  Blount) 

Carotid  Angiography,  90  (July)  (Grizzle) 

Catheterization  of  the  Subclavian  Vein,  72  (Feb.)  (Davis, 
Akers) 

Changes  in  Medicine,  37  (July)  (Editorial) 

Changing  Concepts  of  Medical  Staff  Organization,  The,  55 
(Aug.)  (Eisele) 

Charles  M.  Russell  Print,  45  (May)  (Editorial) 

CHILDREN’S  HOSPITAL: 

Catheterization  of  the  Subclavian  Vein,  72  (Feb.)  (Davis, 
Akers) 

Organic  Brain  Syndrome,  76  (April)  (McMahon) 

Infantile  Arteriosclerosis,  69  (Aug.)  (Khoury,  Hawes) 
Doctor  and  the  Adolescent,  The,  60  (Nov.)  (Wheelock) 

Cleft  Palate  Program,  Montana,  58  (May)  (Roberts) 

Clinical  Pathological  Conference  (Winter  Seminar,  1967,  Chey- 
enne), 41  (July) 

Clostridium  Perfringens  Food  Poisoning,  55  (May)  (Nakamura) 
Coarctation  of  the  Abdominal  Aorta,  51  (Dec.)  (Gordon, 
Conrad,  Kraner) 

Coccidioidomycosis,  66  (Dec.)  (Zeller) 

COLORADO,  78  (Jan.),  77  (Feb.),  87  (March),  88  (April),  78 
(May),  74  (June),  102  (July),  81  (Aug.),  101  (Sept.),  95  (Oct.), 
77  (Nov.),  95  (Dec.) 

Colorado  Certified  Home  Health  Agencies,  84  (April) 

Colorado,  Committee  List,  95  (Feb.) 

Colorado  Medical  Society  97th  Annual  Session,  103  (July),  76 
(Aug.) 

Colorado  Medical  Society  Winter  Clinics  Program,  78  (Jan.) 
Colorado,  Proceedings  of  the  House  of  Delegates,  78  (May), 
95  (Dec.) 

Comments  on  Coronary  Care,  59  (March)  (Barnet) 
Complications  with  the  lUCD,  Symposium:  Intra-uterine 
Contraceptive  Devices,  45  (July)  (Anderson) 

Congenital  Rubella  Syndrome,  82  (Sept.)  (Browder,  Stallcup) 
Coronary  Care,  Comments  on,  59  (March)  (Barnet) 

Cover  Story,  56  (Oct.)  (Editorial) 

Delayed  Enteric  Coated  Potassium  Ulcerative  Obstruction  of 
Small  Intestine,  63  (Sept.)  (Withers,  Cooper,  Rosen) 

Delayed  Intracranial  Pneumocyst,  57  (Jan.)  (Cashion) 

Denver  Public  Library,  History  of  a Medical  Collection  Housed 
in  the,  55  (June)  (Wannarka) 

Dermatology,  Brief  Psychotherapy  in,  78  (July)  (Bunch) 
Dextran  Adds  Versatility  in  Thrombophlebitis  Therapy,  49 
(April)  (Sawyer) 

Diaphragmatic  Hernia,  67  (May)  (Habein,  Benson,  Teel) 
Diverticular  Disease  in  the  Distal  Colon,  81  (March)  (Quinn) 
Diverticulitis,  Sigmoid,  64  (May)  (Young,  Stine,  Green) 
Doctor  and  the  Adolescent,  The,  60  (Nov.)  (Wheelock) 
Doctor  Training  for  the  Great  Society,  30  (Jan.)  (Editorial) 

Effectiveness  of  the  lUCD,  Symposium:  Intra-uterine  Contra- 
ceptive Devices,  48  (July)  (Ridgway) 

Electrophoresis  for  the  Practicing  Physician — Part  IV,  60 
(Feb.)  (Koneman) 

Emergency  Medical  Problems  in  Rural  Areas,  43  (Aug.) 
(Wohlauer) 

Engineering  in  Medicine,  63  (March)  (McKay) 

Epiphora — Frequent  Causes  and  Their  Management,  59  (Dec.) 
(Levy) 

Esophageal  Atresia-Tracheo-Esophageal  Fistula,  60  (Jan.) 
(Beveridge) 

Esophageal  Hiatus  Hernia,  64  (Oct.)  (Taylor,  Feikes) 
“Euthanasia,”  34  (June)  (Editorial) 

Experience  with  the  Saf-T-Coil,  Symposium:  Intra-uterine 
Contraceptive  Devices,  49  (July)  (Cheatham,  Bowden,  Young) 
Exploding  Golf  Balls,  82  (July)  (Kunkel) 

Extended  Care  Facilities  in  Colorado,  76  (Feb),  84  (April) 

Facial  Bones,  an  Unusual  Tumor  Involving  the,  35  (June) 
(Anderson,  Absher) 

Federal  Intentions,  43  (May)  (Eklitorial) 
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Fetus  Papyraceous,  72  (May)  (Whitesitt) 

Fingertips,  Injuries  to  the,  35  (Aug.)  (Woolf,  Broadbent) 
Fogarty  Catheters,  86  (Oct.)  (Newby,  Rainer) 

Free  Enterprise  in  Medicine,  49  (Sept.)  (Editorial) 

From  Weapons  to  Healing,  80  (Oct.)  (Winkler,  Ebaugh) 

Gasoline  Additives  and  Smog,  30  (Aug.)  (Editorial) 

Giant  Parathyroid  Adenoma,  92  (July)  (Greer) 

Glutethimide — Long-Term  Use,  73  (Jan.)  (Broadbent,  Woolf) 
Greetings  From  the  Governor  of  Utah,  27  (Jan.)  (Editorial) 
Guidelines  for  Physical  Evaluation  of  High  School  Athletes,  74 
(June) 

Hamartoma  of  the  Liver,  84  (July)  (Corbett) 

Healing,  From  Weapons  to,  80  (Oct.)  (Winkler,  Ebaugh) 
Hearing  Loss,  74  (July)  (Smith) 

Heart  Valve  Function,  Possible  Reflexogenic  Mechanisms 
Regulating,  65  (March)  (Licata) 

Highlights  of  Early  Surgery  in  Utah,  33  (Jan.)  (Middleton) 
History  of  a Medical  Collection  Housed  in  the  Denver  Public 
Library,  1893-1899,  55  (June)  (Wannarka) 

History  of  the  Practice  of  Obstetrics  in  Utah,  66  (April) 
(Wood) 

How  Can  I Stay  Out  of  Legal  Trouble?,  57  (Oct.)  (Mowbray) 
Hypoglycemic  Agents,  The  Use  and  Abuse  of  Oral,  56  (Feb.) 
(Sussman) 

Hypoglycemic  Stroke  Precipitated  by  Adrenal  Insufficiency, 
89  (Oct.)  (Huttner) 

Hypoventilation  and  Myxedema,  54  (Sept.)  (Watts,  Curran) 

Impressions  of  Viet  Nam,  43  (March)  (Editorial) 

“Indian  Hunters’  Return”,  38  (Nov.)  (Editorial) 

Infantile  Arteriosclerosis,  69  (Aug.)  (Khoury,  Hawes) 
Infertility,  Male,  65  (Nov.)  (Gersh) 

Injuries  to  the  Fingertips,  35  (Aug.)  (Woolf,  Broadbent) 
Internal  Medicine  in  Viet  Nam,  93  (Oct.)  (Krebs) 

Intracranial  Pneumocyst,  Delayed,  57  (Jan.)  (Cashion) 

Journal  Printing  Returns  to  Denver,  42  (Feb.)  (Editorial) 

Lactation  Inhibition  by  Norethindrone  with  Mestranol,  53 
(June)  (Nickerson,  Berkman) 

Lead  Poisoning,  48  (April)  (Editorial) 

Lead  Poisoning,  59  (April)  (Richards) 

Legal  Trouble,  How  Can  I Stay  Out  of,  uv  (Oct.)  (Mowbray) 
Legend  for  Sandpainting,  49  (Sept.)  (Editorial) 
Leiomyosarcoma  of  the  Spermatic  Cord,  73  (Dec.)  (Weitzner) 
Letters  to  the  Editor,  4 (Jan.),  18  (Feb.),  3 (Oct.),  4 (Nov.) 
Liver,  Needle  Biopsy  of  the,  74  (May)  (Reynolds,  Wilson) 
Livingston  Placental  Autolysate,  The,  73  (Oct.)  (Livingston, 
Compton) 

Lung,  The  Red  Blood  Cell  and  the,  87  (July)  (Laird) 

Male  Infertility,  65  (Nov.)  (Gersh) 

Management  of  the  Pregnant  Diabetic,  59  (Aug.)  (Sussman) 
Manometry  of  the  Common  Bile  Duct,  60  (July)  (Barrett) 
Mastectomy — A Subcutaneous  Approach,  Simple,  63  (June) 
(Thomas) 

Maternal-Newborn  Proteins,  A Study  of,  44  (June)  (McNeil, 
Helmick,  Berrett,  Trentehnan,  Furgis) 

Maternity  Care  in  New  Mexico,  93  (Sept.)  (Voute) 

Medical  Collection  Housed  in  the  Denver  Public  Library, 
History  of  a,  55  (June)  (Wannarka) 

Medical  Library  Association  Prize  Essay,  56  (Oct.)  (Editorial) 
Medical  Myopia,  55  (Oct.)  (Editorial) 

Medical  School  Notes,  86  (Jan.),  80  (Feb.),  89  (Mar.),  104 
(April),  15  (May),  77  (June),  101  (July),  82  (Aug.),  34 

(Sept.),  100  (Oct.),  102  (Dec.) 

Medicare — Diagnosis  and  Treatment,  47  (April)  (Editorial) 
Medicine,  Changes  in,  37  (July)  (Editorial) 

Medicine,  Engineering  in,  63  (March)  (McKay) 

Medicine  Is  Changing — Are  You?,  51  (Sept.)  (Carr) 


Meetings,  80  (Jan.),  78  (Feb.),  88  (March),  90  (April),  85 
(May),  79  (June),  1C5  (July),  83  (Aug.),  104  (Sept.),  99  (Oct.), 
88  (Nov.),  105  (Dec.) 

Metastatic  Epidermoid  Carcinoma  in  the  Pre-Parotid  Lymph 
Nodes,  68  (Sept.)  (Grossman,  Hedrick) 

Methoxyflurane,  Nitrous  Oxide,  Oxygen  Analgesia  for  De- 
livery, 55  (July)  (McGrana'han) 

MONTANA,  Special  issue  (May) 

MONTANA,  88  (April),  82  (May),  76  (June),  95  (July), 
81  (Aug.),  84  (Nov.),  101  (Dec.) 

MONTANA,  Committee  List,  97  (May) 

MONTANA,  Medical  Association  Annual  Session  Program,  78 
(Aug.) 

Montana  Cleft  Palate  Program,  58  (May)  (Roberts) 

Mountain  States  Regional  Medical  Program,  61  (May) 

( McPhail) 

Myocardial  Infarction,  Serum  Protein  Alterations  in,  51  (May) 
(Koneman) 

Myringostomy — the  Eustachian  Tube  Substitute,  52  (Nov.) 
(Murphy) 

Narcotics  in  the  College  Environment,  71  (Sept.)  (Young) 
National  Affairs,  83  (Feb.),  109  (Sept.) 

Necrolysis  in  an  Infant,  Toxic  Epidermal,  64  (Sept.)  (Goddard) 
Needle  Biopsy  of  the  Liver,  74  (May)  (Reynolds,  Wilson) 
NEVADA,  77  (Feb.),  85  (Mar.)  (Special  Issue),  76  (June), 

96  (Oct.) 

Nevada,  Annual  Session  Program,  96  (Oct.) 

Nevada,  Committee  List,  98  (March) 

Nevada,  Proceedings  of  the  House  of  Delegates,  85  (March) 
NEW  MEXICO,  85  (April),  82  (May),  97  (Sept.) 

New  Mexico,  Committee  List,  117  (Sept.) 

NEW  MEXICO,  Medical  Society  Annual  Session  Program,  76 
(May) 

NEW  MEXICO,  Proceedings  of  the  House  of  Delegates,  85 
(April),  97  (Sept.) 

New  Mexico,  Special  Issue  (Sept.) 

Nurse-Midwifery  Program,  University  of  Utah,  65  (Jan.) 
(Cameron,  Kaiser) 

Obituaries,  99  (Jan.),  81  (Feb.),  90  (March),  96  (April),  83 
(May),  84  (June),  101  (July),  86  (Aug.),  119  (Sept.),  104  (Oct.), 
85  (Nov.),  107  (Dec.) 

Obstetrics  in  Utah,  History  of  the  Practice  of,  66  (April) 
(Wood) 

Officers  Page,  100  (Jan.),  95  (Feb.),  98  (March),  109  (April), 

97  (May),  87  (June),  111  (July),  91  (Aug.),  117  (Sept.),  103 
(Nov.),  109  (Dec.) 

On  Drug  Testing,  29  (Jan.)  (Editorial) 

Open  Fractures,  The  Treatment  of,  62  (Nov.)  (Reynolds) 

Oral  Hypoglycemic  Agents,  The  Use  and  Abuse  of,  56  (Feb.) 
(Sussman) 

Organic  Brain  Syndrome,  76  (April)  (McMahon) 

Ovary  in  a 79-Year-Old  Woman,  Solid  Malignant  Teratoma 
of  the,  74  (April)  (Clifford,  Toll) 

Oxygen,  an  Important  Pharmacologic  Agent,  66  (Feb.)  (Petty, 
Burtls,  Bigelow) 

Parathyroid  Adenoma,  Giant,  92  (July)  (Greer) 

Peripheral  Vascular  Disease,  55  (April)  (Blaney) 

Physical  Evaluation  of  High  School  Athletes,  Guidelines  for, 
74  (June) 

Pikes  Peak  or  Bust,  58  (Sept.)  (Wilson) 

Plastic  and  Reconstructive  Surgery  in  a State  Prison,  40 
(Jan.)  (Velasco,  Woolf,  Broadbent) 

Possible  Reflexogenic  Mechanisms  Regulating  Heart  Valve 
Function,  65  (March)  (Licata) 

Potpourri  (Babey),  74  (Feb.),  80  (April),  41  (Sept.),  81  (Dec.) 
Pregnancy  and  the  Use  of  Various  Drugs,  48  (June)  (Hartley, 
Marchetti,  Burnett) 

Pregnancy,  Rhesus  Immunization  Complicating,  48  (Feb.) 
(Gryte) 

Pregnant  Diabetic,  Management  of  the,  59  (Aug.)  (Sussman) 
“Patch”  Repair  of  Large  Duodenal  Defects,  63  (Aug.)  (Elliott, 
Ashbaugh) 
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Presidential  Address,  43  (Feb.)  (Waddell) 

Presidential  Address — Colorado  Medical  Society,  41  (Nov.) 
(Zeigel) 

Presidential  Address — Wyoming  State  Medical  Society,  47 
(Nov.)  (Christensen) 

President’s  Greeting,  45  (March)  (Editorial) 

Prosaic  Urology,  68  (July)  (Clark) 

Pseudotumefactive  Xanthogranulomatous  Pyelonephritis,  79 
(March)  (Miles,  Decker) 

Psychiatric  Drugs,  1967  , 39  (Dec.)  (Winslow,  Stone) 

Pyoderma  Gangrenosum,  53  (Aug.)  (Lenz) 

Radiologic  Reflections  (Shadow  or  Substance)  (Smith),  78 
(April),  46  (Sept.),  85  (Dec.) 

Red  Blood  Cell  and  the  Lung,  The,  87  (July)  (Laird) 

Regional  Medical  Program,  Mountain  States,  61  (May) 
(McPhail) 

Regional  Medical  Programming  in  Wyoming,  71  (July) 
(Grizzle) 

Regional  Medical  Programs,  51  (Jan.)  (Castle) 

Regional  Medical  Programs,  The  Use  of  PAS  for,  54  (Nov.) 
(Leighton) 

Renal  and  Splenic  Trauma,  74  (March)  (Nilsen) 

Renal  Failure  Following  Incompatible  Blood  Transfusion, 
Acute,  69  (Jan.)  (Lindsay) 

Residency  Program,  Before  and  After  a,  75  (March)  (DeLee, 
Consigliere,  Wong) 

Rhesus  Immunization  Complicating  Pregnancy,  48  (Feb.) 
(Gryte) 

Reversible  Sideroblastic  Anemia  During  Infectious  Mono- 
nucleosis, 47  (May)  (Bowman) 

Rocky  Mountain  Cancer  Conference,  91  (April),  66  (June) 
Rocky  Mountain  Medical  Conference  at  Jackson  Lake  Lodge, 
38  (Nov.)  (Editorial) 

Rocky  Mountain  Medical  Conference  Program,  19  (July) 

Rocky  Mountain  Medical  Journal — Viewed  from  a Vantage 
Point,  37  (Nov.)  (Editorial) 

Roentgenographic  Manifestations  of  Appendiceal  Disease,  49 
(March)  (Steinberg,  Pretto,  Strimling) 

Rubella — 1967,  86  (Sept.)  (Browder,  Clapper) 

Russell,  Charles  M.,  Print — Your  Chance  to  Procure  a Copy,  45 
(May) 

Samuel  Clifton  Baldwin,  Pioneer  Orthopedist,  74  (Jan.) 
(Carson) 

Scoliosis,  43  (Jan.)  (Hess) 

Serum  Protein  Alterations  in  Myocardial  Infarction,  51  (May) 
(Koneman) 

Sex  Offender,  The  Violent,  40  (June)  (Campbell) 

Shadow  or  Substance  (Radiologic  Reflections)  (Smith),  78 
(April),  46  (Sept.),  85  (Dec.) 

Sigmoid  Diverticulitis,  64  (May)  (Young,  Stine,  Green) 

Simple  Mastectomy — A Subcutaneous  Approach,  63  (June) 
(Thomas) 

Slovenly  Medical  Terminology,  30  (Jan.)  (Editorial) 

Smog — -Its  Origin,  55  (March)  (Smith) 

Solid  Malignant  Teratoma  of  the  Ovary  in  a 79-Year-Old 
Woman,  74  (April)  (Clifford,  Toll) 

Sore  Throats  in  an  Air  Force  Clinic,  51  (July)  (Johnson, 
Anderson) 

Stevens- Johnson  Disease  Presenting  with  Pneumothorax,  69 
(Oct.)  (Broadbent) 

Streptococcal  Pharyngitis,  37  (June)  (Jackson,  Cooper,  Mel- 
linger,  Olsen) 

Study  of  Maternal-Newborn  Proteins,  A,  44  (June)  (McNeil, 
Helmick,  Berrett,  Trentelman,  Furgis) 

Supervoltage  Radiographic  Portal  Localization  in  X-ray  Ther- 
apy, 69  (March)  (Taylor,  Anson) 

Surgery  in  Utah,  Highlights  of  Elarly,  33  (Jan.)  (Middleton) 
Symposium:  Intra-uterine  Contraceptive  Devices,  Complica- 
tions with  the  lUCD,  45  (July)  (Anderson) 

Symposium:  Intra-uterine  Contraceptive  Devices,  Effectiveness 
of  the  lUCD,  48  (July)  (Ridgway) 

Symposium:  Intra-uterine  Contraceptive  Devices,  Experience 
with  the  Saf-T-Coil,  49  (July)  (Cheatham,  Bowden,  Young) 
Syrup  of  Ipecac  in  Acute  Poisoning,  82  (June) 
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“Thank  you”,  37  (July)  (Editorial) 

Thoracic  Outlet  Syndrome,  49  (Feb.)  (Roos) 

Thrombophlebitis  Therapy,  Dextran  Adds  Versatility  in,  49 
(April)  (Sawyer) 

Time  for  a Change,  43  (May)  (Editorial) 

Title  XIX — Watch  Out  for  Quackery,  39  (Nov.)  (Editorial) 
Toxic  Epidermal  Necrolysis  in  an  Infant,  64  (Sept.)  (Goddard) 
Transabdominal  Thoracotomy,  90  (Sept.)  (MacQuigg,  Werth) 
Transvenous  Pacemaker  Control  of  Heart  Block,  49  (Nov.) 
(Rainer,  Newby,  Liggett,  Schoorunaker) 

Trauma,  The  Anemia  and  the  Illness  of,  59  (June)  (Buhler) 
Trauma,  Renal  and  Splenic,  74  (March)  (Nilsen) 

Treatment  of  Anxiety  and  Depression,  73  (Nov.)  (Davis) 
Treatment  of  Open  Fractures,  62  (Nov.)  (Reynolds) 
Trichobezoars,  52  (April)  (Gallagher) 

Tuberculosis  in  a Large  Office,  71  (Nov.)  (Dawson,  Overfield, 
Bolten) 

Tumor  Involving  the  Facial  Bones,  An  Unusual,  35  (June) 
(Anderson,  Absher) 

Twenty-Twenty  Hindsight,  29  (Aug.)  (Editorial) 

University  of  Utah  Nurse-Midwifery  Program,  65  (Jan.) 
(Cameron,  Kaiser) 

Unusual  Tumor  Involving  the  Facial  Bones,  An,  35  (June) 
(Anderson,  Absher) 

Urologic  Manifestations  of  Abdominal  Aortic  and  Iliac  Aneu- 
rysms, 76  (Sept.)  (Fried enberg) 

Urology,  Prosaic,  68  (July)  (Clark) 

Use  and  Abuse  of  Oral  Hypoglycemic  Agents,  The,  56  (Feb.) 
(Sussman) 

Use  of  PAS  for  Regional  Medical  Programs,  The,  54  (Nov.) 
(Leighton) 

UTAH,  79  (Jan.),  77  (Feb.),  88  (March),  88  (April),  82  (May), 
69  (June),  95  (July),  81  (Aug.),  95  (Oct.),  84  (Nov.),  87  (Dec.) 
UTAH,  Greetings  from  the  Governor  of,  27  (Jan.)  (Editorial) 
Utah,  Proceedings  of  the  House  of  Delegates,  68  (June),  87 
(Dec.) 

Utah  State  Medical  Association  Annual  Session  Program,  74 
(Aug.) 

Utopia,  41  (Feb.)  (Editorial) 

Venous  and  Lymphatic  Stasis  of  the  Lower  Extremity,  47 
(Jan.)  (Howard,  Harris,  Price) 

Viet  Nam,  Impressions  of,  43  (March)  (Editorial) 

Viet  Nam,  Internal  Medicine  in,  93  (Oct.)  (Krebs) 

Violent  Sex  Offender,  The,  40  (June)  (Campbell) 

Washington  Scene,  90  (Feb.),  97  (April),  31  (June),  4 (Oct.) 
Water  and  Electrolyte  Disturbances  Associated  with  Diabetic 
Ketoacidosis,  45  (Dec.)  (Whang,  Avasthi) 

We  Are  Sick,  Sick,  Sick  . . .,  50  (Sept.)  (Editorial) 

Winter  Clinics  of  the  Colorado  Medical  Society,  41  (Feb.) 
(Editorial) 

WYOMING,  19  (July),  78  (Nov.) 

Wyoming,  Annual  Session  Program,  19  (July) 

Wyoming,  Committee  List,  HI  (July) 

Wyoming,  Proceedings  of  the  House  of  Delegates,  78  (Nov.) 
Wyoming,  Special  Issue  (July) 

BOOK  REVIEWS,  VOLUME  LXIV 

Airplane  Safety  Is  a Myth,  Vernon  W.  Lowell,  88  (Aug.) 
Appraisal  of  Current  Concepts  in  Anesthesiology,  John 
Adriani,  94  (March) 

Arteriography  Principles  and  Techniques:  Emphasizing  Its 
Application  in  Community  Hospital  Practice,  Joseph  L.  Curry 
and  Willard  J.  Howland,  89  (Feb.) 

Artful  Practice  of  Medicine,  The,  William  B.  C.  Van  Auken, 
94  (March) 

Atlas  of  Hernia  Repair,  Carl  H.  Caiman,  94  (Jan.) 

Bone  Tumors:  General  Aspects  and  Data  on  3,987  Cases,  David 
C.  Dahlin,  100  (April) 

Cardiac  Surgery,  John  C.  Norman,  94  (May) 

Caring  for  the  Aged,  Bertram  B.  Moss  with  Fraser  Kent,  94 
(Jan.) 
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Cellular  Concepts  in  Rheumatoid  Arthritis,  C.  A.  L.  Stephens, 
Jr.,  and  A.  B.  Stanfield,  81  (June) 

Communication  Training  in  Childhood  Brain  Damage,  Merlin 
J.  Mecham,  88  (Aug.) 

Diabetes  for  Diabetics,  George  F.  Schmitt,  94  (March) 

Early  Management  of  Acute  Trauma,  Allan  M.  Nahum,  109 
(July) 

Essentials  of  Urography,  Anthony  F.  Lalli,  80  (June) 
Friendship  and  Fratricide:  An  Analysis  of  Whittaker  Cham- 
bers and  Alger  Hiss,  Meyer  A.  Zeligs,  MD,  99  (Oct.) 
Gynecologic  Pathology,  F.  T.  Kraus,  104  (Dec.) 

Handbook  of  Ocular  Therapeutics  and  Pharmacology,  Philip 
P.  Ellis  and  Dorm  L.  Smith,  80  (June) 

Handbook  of  Orthopaedic  Surgery,  Alfred  R.  Shands,  98  (Oct.) 
How  to  Reduce  Road  Accidents,  T.  S.  Skillman,  M.A.,  88 
I Feb.) 

Human  Development,  Edited  by  Frank  Falkner,  89  (Feb.) 
Medical  Terminology  for  the  Nonprofessional  Employee,  Mary 
Lyle,  93  (May) 

Medicine  for  Mountaineering:  Edited  by  James  A.  Wilkerson, 
MD,  104  (Dec.) 

Neurological  Diagnostic  Techniques:  Edited  by  William  S. 
Fields,  109  (July) 

Obstetrics  and  Gynecology,  J.  R.  Wilson,  C.  T.  Beecham  and 
E.  R.  Carrington,  100  (April) 

Practice  of  Cystoscopy,  The,  David  Rosenbloom,  100  (April) 
Prevention  of  Ischemic  Heart  Disease:  Principles  and  Practice, 
Wilhelm  Raab,  80  (Jime) 

Primer  on  Prematurity  and  High-Risk  Pregnancy,  S.  Gorham 
Babson  and  Ralph  C.  Benson,  100  (April) 

Pulmonary  Insufficiency  and  Respiratory  Failure,  Giles  F. 
Fllley,  98  (Oct.) 

Questions  and  Answers  in  Orthopaedics  for  Students,  Interns, 
Residents  and  Board  Aspirants,  F.  B.  Goodman  and  G.  R. 
Schoedinger,  87  (Feb.) 

Radiology  in  World  War  II — U.  S.  Army  Medical  Dept.,  Arnold 
Lorentz  Ahnfeldt,  Kenneth  D.  A.  Allen,  93  (March) 
Resuscitation  of  the  Newborn  Infant,  Harold  Abramson,  101 
(April) 

Shock:'  Chemistry,  Physiology  and  Therapy,  William  C.  Shoe- 
maker, 110  (July) 

State  of  the  Art  of  Traffic  Safety,  The,  The  Automobile  Man- 
ufacturers Association,  Arthur  D.  Little,  Inc.,  80  (June) 
Surgical  Treatment  of  Congenital  Heart  Disease,  Denton  A. 
Cooley,  Grady  L.  Hallman,  94  (May) 

Symposium  on  Surgery  of  the  Ocular  Adnexa,  Transactions 
of  the  New  Orleans  Academy  of  Ophthalmology,  87  (Feb.) 
Synopsis  of  Dermatology,  WUliam  D.  Stewart,  Julius  L.  Danto, 
Stuart  Maddin,  93  (May) 

Synopsis  of  Neurology,  Francis  M.  Forster,  94  (May) 

System  of  Ophthalmology:  Volume  IX,  Diseases  of  the  Uveal 
Tract:  Sir  Stewart  Duke-Elder  and  Edward  S.  Perkins,  101 
(Sept.) 


OBITUARIES,  VOLUME  LXIV 

Anderson,  Vetalis  Vernon  (Colorado),  84  (June) 
Bryan,  Harry  Clarence  (Colorado),  83  (May) 
Carlson,  Robert  D.  (Utah),  85  (June) 

Cecchini,  Augustine  S.  (Colorado),  119  (Sept.) 
Chapman,  Walter  S.  (Colorado),  107  (Dec.) 
Cooney,  Sidney  Alexander  (Montana),  83  (May) 
Davis,  Robert  Crittenden  (Montana),  96  (April) 
Evans,  John  Robert  (Colorado),  106  (Oct.) 
Franken,  Norman  A.  (Montana),  91  (March) 
Freed,  Hazel  (Montana),  106  (Oct.) 

Frisbee,  John  Benedict  (Montana),  106  (Oct.) 
Garlock,  Fred  (Colorado),  108  (Dec.) 

Giffin,  Glenn  O.  (Colorado),  99  (Jan.) 

Gillespie,  Donald  Dean  (Colorado),  106  (Oct.) 
Hitchcock,  Ernest  D.  (Montana),  91  (March) 
Johnson,  H,  Paul  (Colorado),  85  (Nov.) 

Jones,  William  Wiley  (Colorado),  90  (March) 
Kane,  William  Edward  (Montana),  106  (Oct.) 
Leonard,  A.  N.  (Utah),  86  (Nov.) 

Lewis,  H.  Ryle  (Montana),  85  (June) 
Lingenfelter,  George  Price  (Colorado),  104  (Oct.) 
Marsh,  Robert  (Colorado),  99  (Jan.) 

McBride,  W.  L.  (Colorado),  107  (Dec.) 

McCabe,  Fordyce  G.  (Colorado),  85  (Nov.) 
McCabe,  Fordyce  H.  (Colorado),  101  (July) 
Moffat,  Dean  A.  (Utah),  83  (May) 

Packard,  Robert  G.  (Colorado),  108  (Dec.) 
Reichman,  Hyrum  R.  (Utah),  87  (Nov.) 

Royer,  Emmett  Earl  (New  Mexico),  86  (Aug.) 
Ryan,  James  L.  (Colorado),  86  (Aug.) 

Schwartz,  Harold  (Montana),  106  (Oct.) 

Shields,  Claude  Lester  (Utah),  96  (April) 

Shields,  James  Charles  (Montana),  85  (Nov.) 
Smith,  William  Leroy  (Utah),  91  (March) 
Stewart,  Max  W.  (Utah) , 96  (April) 

Tanner,  Richard  S.  (Utah),  84  (May) 

Thomas,  Atha  (Colorado),  81  (Feb.) 

Thornton,  Charles  R.  (Montana),  96  (AprU) 
Timmons,  Elmer  Lee  (Colorado),  96  (April) 
Townsend,  George  A.  (Montana),  81  (Feb.) 
Ungherini,  Vezlo  Oliver  (Montana),  85  (Nov.) 
Veseth,  Myron  E.  (Montana),  101  (July) 

White,  James  Halley  (Colorado),  86  (Aug.) 
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Volunteer  Physicians 

The  state  medical  societies  have  shown  a real  and  productive  interest  in  the  Volrmteer 
Physicians  for  Viet  Nam  program,  an  interest  vital  to  its  continuing  success.  This  program 
is  financed  by  the  United  States  Agency  for  International  Development  (USAID),  and  ad- 
ministered, under  contract,  by  the  American  Medical  Association.  Physicians  sent  to  South 
Viet  Nam  under  the  program  serve  a 60-day  tour  of  duty  at  one  of  18  provincial  civilian 
hospitals.  The  volunteer  receives  only  his  transportation  and  an  expense  allowance  of  $10 
per  day;  otherwise  his  services  are  entirely  voluntary.  . . . Over  three  hundred  physicians 
have  participated  in  the  program  since  its  inception.  Approximately  one  out  of  every  1,000 
licensed  physicians  in  the  United  States  have  voluntarily  provided,  under  this  program 
alone,  over  50  man  years  of  medical  care  to  the  civilian  population  of  South  Viet  Nam. 
Current  programming  calls  for  the  continuing  recruitment  of  32  volunteers  every  60  days; 
16  for  medicine  (general  practitioners,  internists,  and  pediatricians)  and  16  for  surgery 
(general  surgeons,  orthopedic  surgeons,  and  ophthalmologists).  . . . This  program  is  one  of 
the  most  successful  elements  of  the  U.  S.  civilian  assistance  programs.  As  a consequence, 
funds  have  now  been  provided  to  increase  the  number  of  physicians  serving  in  Viet  Nam 
at  any  one  time  from  32  to  50  within  the  next  year;  thus,  we  may  have  a procurement 
objective  for  300  volunteers  in  1968,  again  one  per  1,000  licensed  physicians.  . . . More  ap- 
plications, especially  from  general  surgeons,  orthopedic  surgeons,  general  practitioners  and 
internists  are  needed.  Any  physician  who  wishes  to  participate  in  this  program  may  obtain 
further  information  from  Charles  H.  Moseley,  M.D.,  Project  Director,  Volunteer  Physicians 
for  Viet  Nam,  American  Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 


Resident  Loan  Fund 

The  Resident  Loan  Fund  was  established  by  the  American  College  of  Chest  Physicians 
to  assist  young  physicians  in  taking  postgraduate  training  in  the  specialty  of  diseases  of 
the  chest.  Any  qualified  resident  may  apply  for  a loan  by  writing  to  the  Committee  on 
Resident  Loan  Fund  in  care  of  the  Executive  Offices  of  the  College.  All  applications  must 
be  approved  by  the  Committee  before  a loan  can  be  granted. 

The  total  amount  of  a loan  to  any  individual  in  any  one  year  may  not  exceed  $1,500 
and,  except  under  special  circumstances,  the  loan  will  be  made  available  on  the  basis  of 
$125  per  month.  No  individual  may  borrow  more  than  $4,500.  All  loans  must  be  protected 
by  life  insurance,  the  premiums  to  be  paid  by  the  borrower. 

Interest  on  the  loan  is  charged  at  the  rate  of  3 per  cent  per  annum.  Neither  principal 
nor  interest  on  the  loan  need  be  repaid  for  a period  of  three  years  after  the  date  of  the 
first  loan  advance,  provided  the  physician  is  continuing  his  postgraduate  training  in  diseases 
of  the  chest. 


Share  Your  Medical  Journals  With  Colleagues  Overseas 

The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — after  they 
have  read  them — to  colleagues  overseas  (Asia,  Latin  America,  and  Africa)  who  wish 
to  have  access  to  current  medical  literature  but,  either  because  of  currency  regulations 
or  actual  cost  involved,  cannot  themselves  subscribe  to  medical  periodicals.  We  can  sup- 
ply you  with  the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals  (particularly  specialty  jour- 
nals), which  you  will  mail  direct  to  your  overseas  colleague. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  sponsored  by  the 
American  Medical  Association  with  the  collaboration  of  The  World  Medical  Association 
to  help  alleviate  the  lack  of  current  medical  publications  and  to  further  international 
good  will.  Your  cooperation  in  this  program  will  be  greatly  appreciated  and  your 
contact  with  these  colleagues  in  other  countries,  we  can  assure  you,  will  prove  very 
gratifying.  If  you  wish  to  participate  in  this  program,  send  your  name,  address,  and 
titles  of  journals  you  will  contribute  to  DOCTOR-TO-DOCTOR  PROGRAM,  Ada  Chree 
Reid,  M.D.,  c/o  The  World  Medical  Association,  Inc.,  10  Columbus  Circle,  New  York, 
New  York  10019. 
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Do  your 
present 

office  facilities 
give  you  everything 
you  want, 

Doctor? 

If  Updating  Your  Housing  Would 
Be  Helpful  to  Your  Practice, 

Then  It’s  Time  to  Think  About  . . . 


Talk  to 


Franklin 
Medical  Center 

2045  FRANKLIN  STREET 
DENVER,  COLORADO  80205 

DEL  ARMSTRONG,  Resident  Manager 
PHONE  297-5458 


A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


DENVER  MEDICAL  SOCIETY  LIBRARY 

The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned  libraries  in  the 
country. 

It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo- 
rado Medical  Society,  for  the  use  of  physicians  whose  state  Associations  participate  in  the  publication  of 
the  Rocky  Mountain  Medical  Journal. 

The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical  journals 
monthly. 

The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in- 
structed). Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests  for  material.  Items  will  be 
mailed  on  the  day  requested,  if  at  all  possible.  Cost:  Postal  rates  for  “Educational  Material,”  presently 
10c  first  pound  and  5c  each  additional  pound  or  fraction.  Photocopies  of  articles  can  be  supplied  at  10c 
per  page. 

Denver  Medical  Society  Library,  1601  ^ast  19th  Avenue,  Denver,  Colorado  80218 

Phone:  222-5817  (Area  Code  303) 


Tablets 

Liquid 


Each  tablet  and  each  5 cc.  of  liquid  contains; 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate .0.025  mg. 


•Lowers  Motility*  Allays  Diarrhea  •Limits  Disability 


No  matter  how  quickly  diarrhea 
may  subside,  it  seldom  subsides 
quickly  enough  for  the  patient. 

The  lack  of  laboratory  methods  for 
promptly  identifying  the  causative 
organism  increases  the  importance  of 
symptomatic  and  supportive  therapy. 

Lomotil  is  a simple,  highly 
acceptable  agent,  free  of  the  major 
disadvantages  of  the  opiates,  for 
prolonging  intestinal  transit  time  and 
limiting  the  duration  of  diarrhea. 
With  Lomotil  to  control  intestinal 
hypermotility  and  diarrhea,  patients 
are  more  comfortable  and  frequently 
are  able  to  resume  normal 
activities  sooner. 

Precautions;  Lomotil  is  a federally  exempt 
narcotic  preparation  of  very  low  addictive 
potential.  Recommended  dosages  should  not  be 
exceeded,  and  medication  should  be  kept 
out  of  reach  of  children.  Should  accidental 
overdosage  occur  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy 
or  coma,  hypotonic  reflexes,  nystagmus, 
pinpoint  pupils  and  tachycardia;  continuous 
observation  is  recommended.  Lomotil  should 


be  used  with  caution  in  patients  with 
impaired  liver  function  or  those  taking 
addicting  drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively 
uncommon  but  among  those  reported  are 
gastrointestinal  irritation,  sedation, 
dizziness,  cutaneous  manifestations, 
restlessness,  insomnia,  numbness  of  the 
extremities,  headache,  blurring  of  vision, 
swelling  of  the  gums,  euphoria, 
depression  and  general  malaise. 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 

Dosage:  The  recommended  initial  daily  dosmes, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 


3-6  mo.  . . Va  tsp*.  t.i.d.  (3  mg.)  Ill 

6-12  mo.  .Va  tsp.  q.i.d.  (4  mg.)  I II  1 I 

1- 2 yr.  . . .Va  tsp.  5 times  daily  (5  mg.)  1 i | | | 

2- 5 yr.  ...  1 tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr.  ...  1 tsp.  q.i.d.  (8  mg.)  | I 1 I 

8-12  yr.  ..  1 tsp.  5 times  daily  (10  mg.)  I | | | 1 

Adults:  . .2  tsp.  5 times  daily  (20  mg.) 

(or  2 tablets  q.i.d.) 


&&  ec 


*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the 
initial  daily  dosage. 
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Tears 

without 

grief 


useful  for  the  relief  of 
psychic  tension  with  associated 
depressive  symptoms 


I \ Crying  Spells-psychic  tension 
f with  depressive  symptoms? 

“/  don’t  know  what’s  the  matter 
with  me  lately...!  cry  and  I cry... 
and!  really  don  t know  why  I do.” 
A woman  often  is  not  conscious  of  the  real 
reasons  for  her  crying  spells  or  refuses  to 
admit  them  to  herself  On  probing,  you 
may  find  that  frequent  weeping,  like  in- 
somnia or  neurotic  fatigue,  often  is  an  expression  of  psychic 
tension.  She  needs  sympathy  and  reassurance,  and  perhaps  a 
calming  agent  to  help  her  over  her  crisis.  Consider  prescribing 
Valium  (diazepam)  for  her.  It  usually  reestablishes  calmness 
promptly.  Crying  spells  and  other  secondary  depressive  symp- 
toms normally  subside  as  the  tension  is  relieved.  Your  patient 
then  can  cope  more 
easily  with  stresses 
to  which  she  is  sub- 
jected. Valium  (diaz- 
epam) is  generally 
well  tolerated,  and 
on  proper  mainte- 
enance  dosage  usu- 
ally does  not  impair 
mental  acuity  or 
ability  to  function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 

Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed 
in  lieu  of  appropriate 
treatment. 

Precautions:  Limit 
dosage  to  smallest 
effective  amount  in 
elderly  or 
tated  pa 
more  than  1 mg, 
one  or  two  times 
daily  initially)  to 
preclude  ataxia  or 
oversedation,  in- 
creasing gradually  as 


needed  or  tolerated.  As  is  true  of  all  CNS-acting  drugs,  until 
correct  maintenance  dosage  is  established,  advise  patients 
against  possibly  hazardous  procedures  requiring  complete  men- 
tal alertness  or  physical  coordination.  Driving  during  therapy 
not  recommended.  In  general,  concurrent  use  with  other  psycho- 
tropic agents  is  not  recommended.  If  such  combination  therapy 
is  used,  carefully  consider  individual  pharmacologic  effects  — 
particularly  with  known  compounds  which  may  potentiate  ac- 
tion of  Valium  (diazepam),  such  as  phenothiazines,  barbiturates, 
MAO  inhibitors  and  other  antidepressants.  Advise  patients 
against  simultaneous  ingestion  of  alcohol  or  other  CNS  depres- 
sants. Safe  use  in  pregnancy  not  established.  Employ  usual 
precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending 
depression;  suicidal  tendencies 
may  be  present  and  protective 
measures  necessary.  Observe 
usual  precautions  in  impaired 
renal  or  hepatic  function. 

Periodic  blood  counts  and  liver 
function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually 
Side  Effects:  Side  effects  (usu- 
ally dose-related)  are  fatigue, 
drowsiness  and 
ataxia.  Also 
reported:  mild 
nausea,  dizziness, 
blurred  vision,  di- 
plopia, headache,  in- 
continence, slurred 
speech,  tremor  and  skin 
rash;  paradoxical  reac- 
tions (excitement,  de- 
pression, stimulation, 
sleep  disturbances,  acute 
hyperexcited  states,  hallu- 
cinations); changes  in  EEG 
patterns  during  and  after 
drug  treatment.  Abrupt 
cessation  after  prolonged 
overdosage  may  produce 
withdrawal  symptoms  (con- 
vulsions, tremor,  abdominal 
and  muscle  cramps,  vomiting, 
sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCl. 

Y)osage:  Adults:  Mild  to  moderate  psycboneurotic  reactions,  2 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.- or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
■patients:  1 or  2 mg/ day  initially,  increase  gradually  as  needed 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  S mg  and  10  mg; 
bottles  of  50  and  500. 

Roche  Laboratories,  Division  of  Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110  
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